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SECTION 4: REDACTED TECHNICAL PROPOSAL 
 
9.5.1 As a potential contractor of a public entity, vendors are advised that full disclosure is required by law. 


 
9.5.2 Vendors are required to submit written documentation in accordance with Attachment A, Confidentiality and Certification 
of Indemnification demonstrating the material within the proposal marked “confidential” conforms to NRS §333.333, which 
states “Only specific parts of the proposal may be labeled a “trade secret” as defined in NRS §600A.030(5)”.  Not conforming to 
these requirements will cause your proposal to be deemed non-compliant and will not be accepted by the State of Nevada. 


 
9.5.3 Vendors acknowledge that material not marked as “confidential” will become public record upon contract award. 


 
9.5.4 It is the vendor’s responsibility to act in protection of the labeled information and agree to defend and indemnify the 
State of Nevada for honoring such designation. 


 
9.5.5 Failure to label any information that is released by the State shall constitute a complete waiver of any and all claims for 
damages caused by release of said information. 


 
9.5.6 Vendors only need to submit Section 4: Redacted Technical Proposal if the Technical Proposal includes confidential 
technical information (Refer to Attachment A, Confidentiality and Certification of Indemnification).  If there is no confidential 
information, nothing needs to be submitted for this section. 


 
9.5.7 Vendors must follow the same layout and content requirements for the Redacted Technical Proposal as for the Technical 
Proposal. 
 
Vendor confirms it has complied with all instructions outlined in RFP Section 9.5 for its Redacted 
Technical Proposal.  







DentaQuest USA Insurance Company, Inc. 
Section 3: Technical Proposal 
Response to RFP 3290 for Dental Benefits Administrator 


1 | P a g e  


 


 


SECTION 3: TECHNICAL PROPOSAL 
 
9.4 SECTION 3: TECHNICAL PROPOSAL 
The technical proposal is a detailed explanation of how the vendor proposes to meet the Scope of Work. The technical proposal 
should be drafted to meet the specific requirements of this RFP. Do not submit company literature, brochures and marketing 
materials that have not been prepared specifically for this solicitation. The total technical proposal must not exceed 15 pages 
per category. 


 
Proposals must be organized and sections must be separated as stated in Section 9, Proposal Submission Requirements, 
Format and Content. 


 
Any material that the vendor believes to be confidential must be specifically identified and referenced by page, section and/or 
paragraph where the confidential information can be located on Attachment A, Confidentiality and Certification of 
Indemnification and comply with the requirements stated in Section 9, Redacted Technical Proposal. 


 
If complete responses cannot be provided without referencing confidential information, a fully redacted version of the 
technical proposal must be provided as stated in Section 9.5, Redacted Technical Proposal. If no redacted technical proposal is 
submitted, it may be determined that there is no confidential information in the technical proposal. 


 
The Technical Proposal section must include and be organized as follows: 
 
 9.4.1 Response to Scope of Work 
 Vendor’s written response(s) must be easily identifiable and placed immediately following the applicable RFP 
 question, statement and/or section. 
 
 9.4.2 Company Background/History 
 Company background/history and why vendor is qualified to provide the services described in this RFP. Limit response 
 to no more than five (5) pages. 
 
 


9.4.1 RESPONSE TO SCOPE OF WORK 
Please refer to the next page to begin reviewing our complete response to the Scope of Work 
requirements.  
 


9.4.2 COMPANY BACKGROUND/HISTORY 
As instructed in Amendment 2, question 11, company information is located in Section 2.  
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3.1 GENERAL 
3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, which will administer a DBA 
program to assist the DHCFP in reaching its goal to provide quality dental care to the targeted populations. 
 
 


3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected number of Medicaid 
and Nevada Check Up recipients by the United States Secretary of Health and Human Services and the Insurance 
Commissioner of the State of Nevada are conditions precedent to the contract and shall continue as conditions during 
the term of any contract. The vendor must hold a current certificate of authority from the Nevada State Insurance 
Commissioner for the applicable contract period and throughout the contract period, or have a written opinion from 
the Insurance Commissioner that such a certificate is not required. The awarded vendor must provide proof of a valid 
certificate of authority prior to the contract readiness review. 
 
 


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


3.1.4 The DHCFP intends to procure dental services for eligible individuals in urban Clark and Washoe Counties. Other 
services, populations and/or geographic areas may be included in the DBA plan during the course of this contract and 
are to be considered as covered for this Request for Proposal.  
 
3.1.5 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are treated the same as in state. Out 
of state treatment for a recipient is required when there is not a provider in Nevada who is able to provide services to 
the recipient. 


 


3.1.1 HIGHLY QUALIFIED AND EXPERIENCED DBA  
DentaQuest USA Insurance Company, Inc. (“Vendor”) is honored 
to respond to the Nevada Division of Health Care Financing and 
Policy’s (DHCFP) RFP to serve as the dental benefits administrator 
(DBA.) for its Medicaid and CHIP dental programs in Clark and 
Washoe Counties.  
 
DentaQuest1 is the nation’s largest and most experienced 
administrator of Medicaid Dental Carve-Out Programs, a distinct 
program type in which a state separates the management of its 
Medicaid dental program from its overall Medicaid medical 
program. The management of the dental program is then 
delegated to a qualified DBA.  
 
In fact only 14 states operate their Medicaid dental programs 
under this model – and DentaQuest administers eight of those 
programs on behalf of the corresponding state agencies. This 
makes us uniquely positioned to bring our experience, 
operational and IT expertise, and vision to bear on the existing 
Nevada Medicaid Dental Program and move quickly to improve 


                                                 
1 All references herein to “DentaQuest” or the “DentaQuest enterprise” shall mean Vendor and all entities that Vendor is controlled by, 
controls, or is under common control with. DentaQuest USA Insurance Company, Inc., which is a direct, wholly owned subsidiary of 
DentaQuest, LLC, is the Vendor and bidding entity that will execute the contract (“Contract”) with the Nevada Division of Health Care Financing 
and Policy resulting from the Request for Proposal 3290 for Dental Benefits Administrator (the “RFP”) . DentaQuest, LLC—which is currently the 
DentaQuest enterprise’s primary operations entity—will be providing typical administrative and management services under the Contract as a 
subcontractor to Vendor.  
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utilization and access to oral care for those most in need. We possess a combined 61 years of 
experience managing Medicaid Dental Carve-Out Programs.  
 
DentaQuest believes that results often speak more succinctly than words when it comes to 
demonstrating our keen understanding of project requirements and our commitment to improving 
metrics. Figure 3.1.A is a chart of the Medicaid Dental Carve-out Programs in which DentaQuest 
operates, along with some salient data related to our administration. We will draw heavily upon this 
experience to deliver a best-in-class program for Nevada.  
 
Figure 3.1.A 


State Contract 
start 


Reason state moved to 
dental Carve-Out 


EPSDT dental utilization 
rates* 


Network growth 


Colorado 2014 Access to care issues Contract too new to 
report meaningful data 
using this metric 


In the first year of 
contract administration, 
DentaQuest increased 
active provider 
participation by 45% 


Idaho 2007 Access to care issues 40% to 48% N/A –not a goal. 
Network comprised of 
56% of state’s 
professionally active 
dentist 


Illinois 1999 Access to care issues 
and EPSDT lawsuit 


20% to 46% 869 to 3,140 dentists 


Massachusetts 2007 EPSDT lawsuit 38% to 53% 1,492 to 2,450 dentists 
 


South Carolina 2010 Poor financial 
oversight 
Maximize federal 
matching funding 


47% to 49% N/A –not a goal. 
Network comprised of 
65% of state’s 
professionally active 
dentists 


Tennessee 2002-10, 
2013 


EPSDT lawsuit Contract too new to 
report meaningful data 


N/A –not a goal. 
Network comprised of 
25% of state’s 
professionally active 
dentist 


Texas 2013 EPSDT lawsuit 
Poor financial 
oversight 


Contract too new to 
report meaningful data 
using this metric 


4,083 to 5,200 dentists 


Virginia 2005 Access to care issues 23% to 50% 620 to 1,990 dentists 
 


 


In addition to partnering with the eight states listed above to administer their Medicaid Dental Carve-
Out Programs, we also serve as the dental benefit subcontractor to over 100 health plans that 
contract directly with states for Medicaid programs. In total, DentaQuest serves 20,000,000 Medicaid 
and CHIP recipients across 30 states. 
 
Throughout our response, we will demonstrate our expertise and the understanding we possess to 
deliver the best dental care possible for Nevada recipients. We have the strategies with proven results 
to demonstrate that we can deliver to the Nevada Division of Health Care Financial and Policy:  
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 Improve recipient access to medically necessary covered services; 


 Provide recipients choices for managed dental care through a simplified process and meet 
standards for network adequacy for dental benefit plans; 


 Manage utilization of services to ensure healthy outcomes including prevention and early 
intervention through case management and effective outreach programs; 


 Reduce operational costs to include cost-containment and avoidance initiatives; 


 Incorporate managed care encounter data (shadow claims) into the existing Medicaid 
Management Information System (MMIS); 


 Streamline and simplify the Medicaid and Nevada Check Up health care program 
administration and encourage provider participation; 


 Enable continuity of care coordination between health care systems including but not limited 
to the State and/or Federal Health Insurance Exchange (HIX);  


 Provide and implement a process for continuous quality improvement; and 


 Provide integrated dental care to ensure optimal outcomes. 
 
We place a strong emphasis on person-centered, integrated care that improves health outcomes and 
overall wellness and conserves program resources. In all of the partnerships that we’ve forged with 
our state partners, the unifying result has been improved outcomes through better coordination and 
delivery of care.  
 


Our Approach  
DentaQuest will leverage the considerable experience we’ve developed in other states to connect with 
recipients in Nevada, collaborate with the DHCFP and the various stakeholders involved, and 
champion the beneficial impact of the Nevada dental program. We will operate with integrity as:  
 
1. THE champion for health equity. In addition to our role as the Medicaid/CHIP dental administrator 


for the service area, we will emphasize partnerships that work toward integration of care, 
decrease health disparities, address social determinants of health, and promote access to high-
quality preventive health care.  
 


2. A strong proponent for diversity and inclusion. We will create a network of providers that embrace 
diversity and inclusion and are focused on the health of a diverse population. We will work 
through our provider relations staff in Nevada to ensure that our network will be state leaders on 
cultural competence through our promotion of cultural knowledge, awareness, and sensitivity. 


 
3. A partner to providers so they may seamlessly transition to the DentaQuest system. We commit to 


robust training and support to ensure quicker processing of claims, timely credentialing, and ease 
of administrative burdens regarding authorizations. This will allow us to create a robust network 
of providers specifically in areas of high need. Additionally, the Nevada Dental Advisory 
Committee that we established will be a key part of this effort. 


 


3.1.2 CERTIFIED VENDOR  
DentaQuest USA Insurance Company, Inc. is in the process of obtaining its certificate of authority from 
the Nevada State Insurance Commissioner for the for the applicable contract period and throughout 
the contract period.  
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3.1.3 ADHERENCE TO AUTHORITIES  
DentaQuest confirms it will adhere to all authorities the Title XIX, Title XXI state plans and 
amendments, Code of Federal Regulations, and the Medicaid Services Manual. 
 


3.1.4 POTENTIAL TO EXPAND SCOPE  
DentaQuest understands that the DHCFP plans to initially procure dental services for eligible 
individuals in urban Clark and Washoe Counties and that other services, populations and/or 
geographic areas may be included in the DBA plan during the course of this contract and are to be 
considered as covered for this Request for Proposal.  
 
DentaQuest would welcome the opportunity to expand the scope of services, populations or 
geographic areas. We have experience not only providing dental services for Medicaid and CHIP 
populations, but also Medicaid Aged, Blind, and Disabled; Medicaid Long-Term Care; Medicaid dual 
eligibles; state health exchanges; and other special populations.  
 
Additionally, we understand that they rural areas of the state will be managed through the state’s FFS 
program. DentaQuest has extensive experience building networks and encouraging recipients to 
access care for highly rural areas for states with similar challenges to Nevada. For example, utilization 
of dental services by Medicaid and CHIP Texas recipients assigned to DentaQuest increased by 14.15 
percent from 2014 to 2015 and another 8.64 percent from 2015 to 2016 in all rural counties of Texas. 
The combined efforts of provider recruitment and retention efforts and recipient outreach efforts 
directly aided in these increases. 
 


3.1.5 CATCHMENT 
Because it is often a challenge for states to ensure access to care through providers located directly in 
that state alone, we are very accustomed to working with providers in bordering states in all 30 
markets where we administer dental programs. In fact, as part of our network recruitment strategy, 
we routinely conduct analysis of counties that border other states to identify provider shortages and 
determine if providers located there would be more accessible to recipients. These out-of-state 
providers then become part of our targeted recruitment efforts to ensure network compliance.  
 
For example, we administer the Medicaid dental program in New Mexico on behalf of several MCOs. 
Our dental network includes over 250 in-network providers in catchment states, including Colorado 
and Texas. Likewise, in Idaho, where we administer the Medicaid dental program, we contract with 
nearly 100 providers located in the catchment states of Nevada, Oregon, Utah, Washington and 
Wyoming. DentaQuest treats these providers the same as in-state providers, and will do so for 
providers in Medicaid catchment areas for the Nevada dental program.  
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3.2 VENDOR DUTIES AND RESPONSIBILITIES  
 
The vendor’s senior staff and other key staff as identified by the vendor shall participate in all designated key meetings 
scheduled by the DHCFP. The purpose of these meetings includes, but is not limited to, contract compliance, the DHCFP 
auditing functions and responsibilities, access to care, quality, and any other applicable issues concerning administration and 
management of the contract as well as program and service delivery. The frequency of such meetings may include, at a 
minimum, monthly teleconferences and/or videoconferences in addition to quarterly on-site meetings. The location of the on-
site meetings will be at either the DHCFP administrative offices in Carson City or a site in Las Vegas. It is the sole responsibility 
of the DHCFP to provide reasonable advanced notice of such meetings, including location, time, date, and agenda items for 
discussion.  


 


 
DentaQuest understands the importance of participating in all 
designated meetings scheduled by the DHCFP. As part of this 
commitment, DentaQuest will be hiring a Nevada 
Medicaid/CHIP Operations Manager who will live and work in 
the state and be dedicated 100 percent to this contract. 
He/she will be based in our local Reno office, just a short 30 
minute drive from the DHCFP’s Carson City office, and will be 
further supported by a team of experienced professionals who 
have years of experience managing complex Medicaid and 
CHIP dental programs.  
 
DentaQuest will deploy a staffing model for the Nevada 
Medicaid Program that ensures the correct mix of senior staff 
and other key staff. Our initial objective is to ensure that goals, 
strategies, initiatives, processes and stakeholder interfaces are 
led by a seasoned team of individuals who understand the 
diverse needs of the state. Below is a description of the three 
core teams that will work on this account.  
 


 DentaQuest Executive Leadership Team. This team is comprised of senior level DentaQuest 
executives empowered to make strategic decisions to ensure program success, which is led by 
Steve Pollock. In addition to being able to make systemic adjustments to processes, personnel 
and technology, they will also serve as the issues escalation “authority” by directing cross-
functional remedies for any complex challenges that may occur. Other team members include 
Jim Collins, EVP Operations and CFO; and Dan Sheehan, SVP and Chief Information Officer. 
 


 Local Nevada Team. This team is located in Nevada and is attuned to the key stakeholders in 
state, namely DHCFP, its recipients and our providers. They are empowered to make the daily 
decisions necessary to best meet stakeholder needs on the ground. To demonstrate our strong 
commitment to the state of Nevada, in addition to the Operations Manager, DentaQuest will 
exceed RFP requirements and hire a full-time dedicated Outreach Coordinator and two full-
time Provider Relations Representatives who will round out our Nevada team. 


 


 Operational Leadership Team. This team is comprised of the functional area experts and 
leaders who are skilled at delivering the operational thresholds outlined in this RFP. This team 
is considered one of the best in the country when it comes to administering Medicaid dental 
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benefits. The leaders on this team are attuned to managing their functions and staff to ensure 
all deliverables are met and exceeded in an efficient and effective manner.  


 
The following organizational chart outlines the base leadership team that will support the Nevada 
Medicaid/CHIP Operations Manager and the DHCFP to ensure the success of the dental program. 
More information on this team is located in our response to Section 3.14. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Joe Vesowate  
Regional Vice 
President Client and 
Provider Engagement 


Aaron Washburn 
Regional Director 
Client Engagement 


Nevada 
Medicaid/CHIP 
Operations Manager 


Noah Lehman 
Regional Director 
Provider Engagement 


To be 


hired 
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3.3 DENTAL SERVICES  
These include covered diagnostic, preventive or corrective services and procedures that include treatment of the teeth and 
associated structures of the oral cavity due to disease, injury or impairment that may affect the oral or general health of the 
eligible Medicaid recipient up to age 21 years and eligible Nevada Check Up recipients from birth to the 19th year of their birth 
month. Recipients are also provided emergent and urgent dental care.  


 
Individuals age 21 and over who qualify for full Medicaid benefits receive emergency extractions, palliative care, and may also 
be eligible to receive prosthetic care (dentures/partials) under certain guidelines and limitations.  
 
Nevada Medicaid offers expanded dental services in addition to the adult dental services for Medicaid-eligible pregnant 
women. 


 
Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP recipients shall not be less in 
amount, duration, and scope than those covered services specified in the respective State Plans for Title XIX and XXI programs 
and the Nevada Medicaid Service Manual Chapter 1000, but may be more than stated therein. Any changes in Title XIX or Title 
XXI benefit amounts, duration, or scope shall be preceded by a review of impact on capitation amounts. 


 
Each vendor must provide, either directly or through subcontractors, the dental care benefit package, as described in this RFP, 
to enrolled and eligible recipients to ensure all covered medically necessary dental services covered are available and accessible 
to them.  


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


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


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


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


3.3.1 General Information 
3.3.2 Vendor Covered Services 
3.3.3 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up) Health Promotion & Education 
Programs 
3.3.4 Out-of-Network Services 
3.3.5 Emergency Dental Services  


 


 


 
DentaQuest excels at managing required dental services for dental programs. In this section 
we will address: 


 Our confirmation to provide all required services 


 Our plan to provide Nevada with value added service that go above and beyond the 
required dental services 


 Our understanding of Evidence of Insurance 
 3.3.1 General information including: 


o Medical necessity, our prior authorization process, ensuring consistent 
clinical decisions are made, provider choice, maintaining and providing our 
network and covering out of network services 


 3.3.2 Vendor covered services 


 3.3.3 EPSDT Services and our plan for health promotion and education programs 


 3.3.4 Providing out-of-network services 


 3.3.5 Providing emergency dental services 
 


 



http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/
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Covered Diagnostic, Preventive or Corrective Services and Procedures  
DentaQuest confirms its benefit package will not be less in amount, duration, and scope than those 
covered services specified in the respective State Plans for Title XIX and XXI programs and the Nevada 
Medicaid Service Manual Chapter 1000. 
 
DentaQuest is accustomed to administering the services described in Section 3.3 of the RFP, including 
Medicaid EPSDT and CHIP benefits for recipients up to age 21 years. We also manage emergency 
dental service benefits for individuals age 21 and over, and dental benefits for adult Medicaid-eligible 
pregnant women. 
 


Value Added Services 
DentaQuest places a strong emphasis on person-centered, integrated care to improve health 
outcomes, overall wellness, and conserve program resources. To accomplish this, we believe it is vital 
that all services and interactions with the member are unified and work in tandem. Although our 
proposed Value Added Services can be implemented on a “standalone” and/or on an at-will basis, 
they are most effective when complementing all recipient outreach and education, proposed later on 
in our response.  
 
Figure 3.3.A is a schematic of DentaQuest’s programs to enhance the recipient experience and 
improve oral health. There are three core components to DentaQuest’s Recipient-Centered Experience 
continuum– the first is how we welcome new recipients into the program, ensuring they understand 
their benefits and how to access care; 
the second is the ongoing outreach and 
education necessary to empower 
recipients to improve their oral health; 
and lastly, six Value Added Services 
including: 


1. Smiling Stork 
2. Emergency Dental Redirect 
3. MORE Care 
4. Early Childhood Caries 


Prevention 
5. Member Rewards 
6. Managing Chronic Conditions 


 
We describe each Value Added Service 
in more detail in Figure 3.3.B. 
 
Managing value added programs 
require focus and commitment. 
DentaQuest will hire a full-time in-state 
Outreach Coordinator, who will 
manage the Value Added Services 
programs we propose in this response.  
 
 
 


Figure 3.3.A DentaQuest’s Recipient-Centered Experience Continuum 
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Figure 3.3.B DentaQuest’s proposed Value Added Services for Nevada 


Value Added Program: Smiling Stork Program 


 
Targeted Population: 
Pregnant recipients 


Program Description 


 
 


Over the past decade, there has been compelling evidence linking the presence 
of periodontal disease in pregnant women to increased incidence of pre‐term, 
low‐ birth‐weight (PTLBW) births. In addition to the high medical costs – 
$49,000 in the first year of life compared to $4,551 for a full term baby – 
premature births present additional risks including cerebral palsy, vision 
problems, learning disabilities and development delays.


 
What’s more, there is 


strong evidence that suggests controlling oral diseases in pregnant women has 
the potential to reduce the transmission of oral bacteria from mothers to their 
children, which can subsequently decrease ECC in their children.  
 
Consequently, it is critical for women to receive dental care while pregnant. To 
drive utilization and promote better health outcomes in pregnant women, 
DentaQuest will implement its Smiling Stork program in Arkansas. Smiling 
Stork raises awareness of the potential association between dental disease and 
PTLBW births. It educates pregnant women about:  


 The importance of being screened for periodontal disease during 
pregnancy 


 How to access covered dental services during pregnancy 


 The value of establishing good oral health habits for their babies 
 
This program integrates the services and support of OB/GYNs, dental 
providers, and community organizations to ensure that pregnant women are 
accessing dental care. Pregnant recipients will receive two brochures in their 
orientation packet: “A Pregnant Woman’s Guide to Healthy Gums” and “A 
Quick Guide to Your Young Child’s Oral Health.” These materials explain the 
link between periodontal disease in pregnant women to increased incidence of 
PTLBW births, and how to prevent early childhood caries. Please refer to the 
end of this section for samples. 
 
Additionally, as part of this program, we will work with dental Providers, 
OB/GYNs, and community organizations in the following ways: 


 Dental provider education and outreach: we will mail letters to 
Providers, describing the Smiling Stork program’s objectives and the 
importance of screening pregnant women for periodontal disease. 
This will include an article on the potential association between 
periodontal disease and pre‐term, low‐birth weight babies, copies of 
recipient educational materials. 


 OB/GYN education and outreach: we will mail a letter to OB/GYNs 
participating in the Medicaid program, describing the Smiling Stork 
Program’s objectives and the importance of screening pregnant 
women for periodontal disease. This will include an article on the 
potential association between periodontal disease and pre‐term, 
low‐birth weight babies and information they can pass along to their 
patients on how to locate a dental provider. We will also provide 
OB/GYNs educational handouts and “tear pads” on oral health that 
professionals can provide to recipients.  


 Community organizations: We will train and educate community 
organizations on the importance of oral health for pregnant women. 
We will also distribute educational brochures and “tear pads” to 
these organizations that they can distribute to recipients. 
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Value-Added Service: Emergency Dental Redirect Program 
 


Targeted Population: 
Recipients who use the ER for 
dental care  


Program Description 


 
 
 
 


 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Hospital emergency department (ED) use for non‐traumatic dental care is a 
problem nationwide because many Americans consider the ED their first or 
only option for relief from dental ailments. National research by a number of 
organizations, including American Dental Association’s Health Policy Institute, 
shows that this issue continues to grow, presenting significant financial 
implications for public and private healthcare payers, hospitals and our 
citizens.  
 
ED usage is expensive, and hospitals are generally unable to treat toothaches 
and dental abscesses effectively. Without awareness of opportunities to obtain 
dental care in a proper setting, an individual may return to the ED multiple 
times to address the same untreated complaint.  
 
Ensuring each recipient has the information needed to receive covered services 
is central to our Emergency Department (ED) Diversion outreach program: 
Emergency Dental Redirect. Through this program, we will increase utilization 
of preventive dental services and educate recipients on what to do in a dental 
emergency, and consequently – decrease the use of the ED for non-traumatic 
dental care. Given that adults comprise the majority of ED users for dental 
issues, this program is a great fit for the Nevada adult population.  
 
By educating recipients and then referring them to dentists, our goal is to help 
recipients achieve the Triple Aim of health care, including: reduction in the 
medical spend for hospital ED usage for non-traumatic dental issues, better 
quality of care for recipients, and ultimately better health outcomes. In 
parallel, we work to affect systemic barriers through interface with hospitals, 
physicians, pharmacies and community organizations to spread education on 
appropriate avenues for dental treatment for routine or emergent dental 
needs to aid in directing recipients to dental offices instead of Emergency 
Departments. 
 
Outreach components of this program incorporate:  


 Hospital ED collaboration – DentaQuest’s outreach coordinator will 
personally meet with the highest utilized Medicaid-participating EDs 
across the state to establish relationships; educate ED staff on our 
recipients’ oral health benefits and resources; and provide 
educational materials regarding oral health and benefits that ED 
staff can provide to recipients that come to the ED with dental 
complaints. We will train ED staff to use our secure Provider Portal to 
log a Nevada Medicaid/CHIP recipient as a dental referral and, within 
24 hours, DentaQuest will contact that recipient via phone to provide 
assistance in appointment setting. 
 


 Phone calls and mailings to recipients – Based upon ED claims and 
notifications through our Provider Portal, Recipient Service 
Representatives will call recipients 2-3 times to encourage follow-up 
care with their Primary Care Dentist (PCD) and offer assistance 
making the appointment. If the phone call attempts are unsuccessful, 
we will follow-up with a letter explaining that their PCD is best 
equipped to treat dental problems, including infections. Our ED 
Redirect recipient education also stresses the importance of proper 
preventive care; how to access emergency dental care; and how to 
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access a dentist for covered services.  
 


 ED brochure and magnet – DentaQuest will give recipients a multi-
purpose brochure that includes a refrigerator magnet with important 
phone numbers and PCP information. 
 


 Dental provider education – We educate providers about afterhours 
messaging that will provide better service and lower unnecessary 
emergency department utilization. 
 


 Pharmacy education – We’ve learned through meetings with 
providers, and through our nationwide experience, that pharmacies 
are often referring Medicaid recipients to EDs for dental issues. To 
address this, we will collaborate with pharmacies statewide to 
explain how they can refer recipients to DentaQuest for the most 
appropriate dental care. 
 


 Stakeholder collaboration – DentaQuest’s Nevada outreach 
coordinator can establish relationships with other local stakeholders 
critical to the healthcare delivery system and to affecting access to 
dental care. 


 


Value Added Service: MORE Care Program 
 


Targeted Population: 
Children ages 0-2  
 


Program Description 


 
 
 
 
 
 
 
 
 


 


 
  
 


DentaQuest’s MORE Care (Medical-Oral Expanded Care) Program can increase 
access to care for young children by leveraging the services of primary care 
physicians (PCP). 
 
The MORE Care Program is designed to educate and encourage PCP 
pediatricians to use the six well-baby visits that occur in the first year of a 
child’s life as opportunities to discuss the importance of early preventive dental 
care for their youngest patients and apply fluoride varnish to recipients right in 
their office. This is in line with the American Academy of Pediatrics’ 
recommendation that pediatricians begin oral health risk assessments and 
apply fluoride varnish at six months of age.  
 
We developed this program because we know far more children see a PCP than 
a dentist in the first year of life. Yet, receiving preventive dental care early has 
been proven to reduce the chances of developing dental disease.  
 
MORE Care meets the recipients where they are already receiving care – in a 
PCPs office. DentaQuest will contact participating Medicaid PCP offices and 
encourage them to sign up for the program. As part of this program, we will: 


 Supply PCP offices with their first box of fluoride varnish applications  


 Provide recruitment and technical training assistance 


 Develop collateral educational materials for the PCP offices 


 Attend medical association events to promote the program 


 Seek out medical Provider champions for the program 
 
Our MORE Care Program has been proven successful, as demonstrated by our 
experience in Massachusetts. With oversight by the state agency, DentaQuest 
established a comprehensive PCP fluoride varnish program for the 
Massachusetts Medicaid Dental Program. We contacted Medicaid PCPs across 
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the state to invite them to participate in the program. Additionally, we 
provided clinical training on fluoride varnish application. The MORE Care 
program in Massachusetts has been extremely effective in promoting the use 
of fluoride varnish in a medical office setting, as illustrated in the chart below. 
The number of children receiving this important preventive service continues to 
increase year after year. 


 


Value Added Service: Early Childhood Caries Prevention Program 
 


Targeted Population: 
Children under 3 years old 
 


Program Description 


 
 
 
 
 
 
 
 


Early childhood caries (ECC) is a prevalent form of caries (commonly referred to 
as “cavities”) that affects the primary teeth of infants, toddlers and preschool 
children. It can progress rapidly, and if left untreated, may result in pain and 
infection. Although caries is largely preventable, the traditional treatment 
approach does not address the underlying disease.  
 
Until recently, standards of care for ECC called for restorative and surgical 
treatment, along with general recommendations to change dietary and oral 
hygiene practices. Young children who are not cooperative or have special 
health care needs and require restorative treatment are commonly sedated or 
treated under general anesthesia. However, the costs of general anesthesia 
are high and relapse rates of 37 to 79 percent (restorative treatment failures) 
have been reported in scientific literature. It is now known that restorative 
treatment of caries alone does not address the disease process. Other factors 
such as behavior patterns, genetic predisposition, social circumstances and 
environmental exposure are equally important, especially for the long-term 
management of chronic diseases.  
 
DentaQuest approaches ECC in a unique manner, as it differs from a traditional 
approach of the provider telling patients what to do. The DentaQuest provider 
team coaches patients and parents about the factors that lead to dental 
disease and assists in selecting self-management goals to improve their caries 
risk. Treatment decisions are based on the latest evidence-based guidelines, 
including minimally invasive techniques.  
 
The foundation of DentaQuest’s ECC protocol was derived from the CAMBRA 
(Caries Management by Risk Assessment) methodology, which focuses on 
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identifying the causes of the disease through a risk assessment for each 
individual and then managing those risk factors through behavioral, chemical 
and minimally invasive procedures. The DentaQuest Institute initiated an ECC 
Collaborative in 2008 with the goal of shifting the conversation around ECC 
from disease treatment to chronic disease management.  
 
Since 2008, the DentaQuest Institute has focused on shifting treatment of 
young children from repair in a hospital operating room to a program of 
chronic disease management. The aim is to: 


 Provide resources that enable providers to engage caregivers to 
interrupt the progression of the disease 


 Reduce the need for the surgical approach in an operating room 


 Reduce pain experienced by the children 


 Reduce the reoccurrence of the disease  
 
Our ECC Prevention Program can help recipients achieve better outcomes, 
while ensuring the state can experience a reduction in medical costs associated 
with operating room services associated with ECC.  
 
Components of the ECC Prevention Program 


 ECC Provider Engagement: The availability of the ECC Prevention 
Program would start with the DentaQuest provider team coaching 
and training participating ECC providers. Given this unique approach 
to care, would develop a training program for Nevada Dental 
Program that not only focuses on educating dental network providers 
but also includes a focus on the system of care for younger recipients, 
including hospitals and primary care providers. The training focuses 
on the factors that lead to dental disease and assists in selecting self-
management goals to improve their caries risk. Treatment decisions 
are based on the latest evidence-based guidelines, including 
minimally invasive techniques.  
 
DentaQuest would conduct in-person provider training led by a 
DentaQuest dental director to provide the initial information 
providers need to implement the ECC disease management protocol. 


 
The DentaQuest Institute’s Online Learning Series offers significant 
continuing education and quality improvement coursework through 
online modules that nicely supplement the programming we may 
employ.  


 
The Disease Management Practicum would be available to all 
providers and would focus on shifting a dentist’s practice philosophy 
from responding to caries to focusing more heavily on preventing it. 
Again the Online Learning Series includes a disease management 
practicum targeting caries management. Participants would take 
part in a series of eight online learning modules covering: 


 The Culture of Disease Management 
 Caries as a Disease 
 Caries Risk Assessment and Management 
 Caries Management across the Lifespan: Children 


under 5, during Pregnancy and for Adolescents 
and Adults 


 Use of Interim Therapeutic Restorations 
 


 CE credits are available for completion of each module within the 
 series. 
 


The results of our EEC program have 
been notable: The figure below shows 
that operating room utilization 
dropped by 36%; new cavitation 
dropped by 285; and children reporting 
pain decreased by 25%. 
 


DentaQuest is prepared to leverage 
the experience of its Institute to 
implement an ECC Prevention Program 
in Nevada. We believe that not only 
can recipients achieve better 
outcomes, but our state partner can 
see a reduction in medical costs 
associated with operating room 
services associated with ECC.  
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 Recipient and parent/caregiver engagement: ECC is largely 
influenced by various social and behavioral factors, such as dietary 
habits, oral hygiene practices and fluoride exposure. The ECC 
Prevention Program requires very close collaboration between 
providers and recipients and their parents/caregivers. It assumes that 
recipients have a central role in determining the care of their chronic 
condition, and that the dental practice has a supporting role in 
tracking and managing recipient care. Risk-based disease prevention 
and management of ECC requires family engagement and 
empowerment from the provider and care team in effective day-to-
day behavior modifications (e.g. tooth-brushing, topical fluorides and 
dietary control) that address disease etiology. 
 
Providers who participate in ECC Prevention Program would help 
identify recipients who pose high risk for developing caries. Outreach 
via letter, email and telephone would commence to educate the 
recipient as to the objectives of the program and the intervention 
strategies they can deploy to reduce ECC and subsequent pain, 
suffering and cost.  


 


Value-Added Service: Nevada Recipient Rewards Program for Good Oral Health Habits 
 


Targeted Population: 
Recipients 0-20 
 


Program Description 


 
 


 
 
 


Incenting recipients to proactively manage their oral health can be an effective 
way to prevent complex oral health issues. In the Nevada Recipient Rewards 
Program, DentaQuest would provide recipients with a list/score card of actions 
they are to complete over a 12-month timeframe. Examples include: 


 Completing games and puzzles on the DentaQuest Kids’ Korner web 
site, designed to provide members with an interactiveand fun 
experience, while obtaining important oral health information 


 Pro-actively select a dental home provider 


 Going to the dentist twice per year for routine cleanings and check 
ups 


 Having dental home provider validate any sealant or fluoride varnish 
applications 


 
Once tasks are complete, the recipient would qualify for a $25 Walmart gift 
card to be used to purchase healthy foods and oral health supplies. 
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Value-Added Service: Managing Chronic Conditions  
 


Targeted Population: 
Recipients with respiratory 
or cardiovascular disease, 
cancer or diabetes 


Description 


 
 
 
 


Given the evidence of association between complex chronic diseases and oral 
health, such as cardiovascular diseases, respiratory diseases, cancer and 
diabetes DentaQuest has developed a program that uses oral health services to 
help manage recipients with medical and dental comorbidities. Our Chronic 
Condition and Care Management Program is designed to reduce medical spend 
and/or use dollars more effectively.  
 
For example, tobacco use is the leading cause of the chronic diseases effecting 
Nevada recipients leading to heart disease, cancer, chronic lung disease, 
stroke, diabetes, obesity, and high blood pressure). Cancer is the second 
leading cause of death, and lung cancer is the most common form of cancer.  
 
Our cancer prevention program targets tobacco users through:  


 Educating dental providers on their role in screening for tobacco use, 
tobacco’s impact on oral cancers, and the provider’s role in education 
patients and early detection 


 Providing resources to dental providers for educating their patients 
and screening recipients 


 Educating recipients on importance of preventative dental services 
through: 


o Written, visually engaging, materials distributed at 
community events to educate recipients about the risks 
associated with tobacco use and to connect them to dental 
and tobacco cessation resources 


o Phone calls to recipients identified as tobacco users to 
connect them to dental and tobacco cessation resources 


 
DentaQuest can work dental providers to use the HealtHIE Nevada site to 
identify their high risk patients can be identified and treated accordingly.  
 
Additionally, we will collaborate to design outreach strategies that encourage 
recipients with identified conditions to obtain oral health services through 
emphasizing the linkage between oral health and overall health. This may 
include tapping into existing care management strategies already offered to 
expand oral health focus or to enhance care coordination among support 
entities.  


 
We will inform recipients on the availability of these services through our New Member Welcome 
Packet, Member Handbook, website, and via Recipient Service Representatives.  


 


Insurance Certificate or Evidence of Insurance 
DentaQuest does not issue any insurance certificate or evidence of insurance to any recipients, and 
will not do so for any Medicaid or Nevada Check Up recipients.  


 
3.3.1 GENERAL INFORMATION 
DentaQuest will ensure all medically necessary covered services are provided in accordance with the 
requirements outlined in the RFP.  
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While orthodontic services are only covered through the FFS program, we will ensure recipients 
receive a proper referral and coordinate care as needed between the recipients Primary Dental 
Provider and the orthodontist. DentaQuest will continue to facilitate EPSDT screenings for recipients 
under the age of 21 at six month intervals to all recipients receiving orthodontic care.  
 


Medical Necessity 
The medical necessity criteria we use to make clinical decisions is formulated from information 
gathered from practicing dentists, dental schools, ADA clinical articles and guidelines, insurance 
companies, state requirements, and other dental-related organizations. The criteria are based on 
procedure codes as defined in the American Dental Association’s Code manuals, as well as the most 
current guidelines published by the American Academy of Pediatric Dentistry. When a procedure code 
requires review, DentaQuest will request from the provider and review specific documentation to 
support the medical necessity for that procedure. The documentation required is specified by generally 
accepted dental standards for medical review. The examples include radiographs, periodontal 
charting, treatment plans, or descriptive narratives. The criteria are designed as guidelines for medical 
necessity review and payment decisions, and are not intended to be all-inclusive or absolute. 
Additional narrative information is accepted in special situations.  
 
Our medical necessity criteria conform directly to each state’s requirements. In the case of Nevada, 
DentaQuest will consult the guidelines set forth by state statutes and regulations, the Title XIX and 
Title XXI State Plans, and other State policy and procedures, including the Medicaid Services Manual 
(MSM). 
  


Authorization of Services  
DentaQuest maintains written policies and procedures for the processing of requests for initial and 
continuing authorization of services, as well as monitoring prior authorization requests. For services 
requiring prior authorization, DentaQuest will determine medical necessity on a case-by-case basis. 
Our Utilization Management Program is designed to ensure consistent, high quality and cost effective 
delivery of dental care to recipients. This is accomplished by reviewing preauthorization requests that 
have been submitted by providers, either electronically, or via fax or US mail, to ensure they are 
medically necessary and represent the most cost-effective approach, but with minimal inconvenience 
to the provider and recipient.  
 
Our Utilization Management department reviews all prior authorization requests. The team consists 
of 67 Clinical Review Specialists who have backgrounds in dental hygiene and dental assisting or have 
graduated from an accredited dental assisting program. We also employ and contract with a staff of 
20 Dental Directors representing all specialties. The average tenure of our Dental Directors is seven 
years; many have been with the organization for more than 10 years. They possess an average of 20 
years of clinical experience. All denied service authorizations are made by a Dental Director only.  
 
DentaQuest’s Windward system tracks and manages all provider requests for prior authorization. 
Prior authorization handling and claims adjudication are tightly linked, and our claims adjudication 
business rules recognize medical necessity review requirements at a procedure code level.  
Figure 3.3.C illustrates the steps DentaQuest’s Utilization Management Program takes to make 
determinations of medical necessity on a case-by-case basis for services requiring prior authorization. 


 







DentaQuest USA Insurance Company, Inc. 
Section 3: Technical Proposal 
Response to RFP 3290 for Dental Benefits Administrator 


18 | P a g e  


 


 


Figure 3.3.C DentaQuest Process for Determining Medical Necessity on a Case-by-Case Basis 
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All documentation related to the prior authorization, including the original submission and any 
supporting documentation such as X-rays or pictures, are stored electronically in Windward for easy 
access. Additionally, the disposition, reason for denial, date of decision and name of the person 
making the decision are logged for future reference.  
 
Prior authorization decisions can be viewed on our secure Provider Web Portal within hours of receipt 
into our system. This allows providers to expedite their treatment to recipients.  
 


Ensuring Consistent Application of Review Criteria for Authorizations 
The key to ensuring medically necessary services are provided appropriately is through consistent 
decision-making. We employ a number of tools, programs, and policies to ensure quality and 
consistency in the utilization decision-making process for both Clinical Review Specialists and Dental 
Directors. Our methods are illustrated in Figure 3.3.D below; a description of each follows. 
 
Figure 3.3.D DentaQuest ensures the quality and consistency of dental review decisions in four specific ways  


 
1. Clinical Training Program 
DentaQuest is committed to the ongoing training of our UM department staff to ensure they are 
current with the leading clinical and industry practices. Our comprehensive clinical training programs 
covers: 
 


 Recognition of appropriate clinical criteria 


 Interpreting radiographs 


 Patient charts and models  


 Market-specific requirements 


 Windward system use and application 
 


Confidential 
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All training is facilitated by our Senior Clinical Training Specialist, Tina Blomstrom, RDH, who has 
nearly 40 years of clinical experience. In addition to being a practicing RDH for 27 years, Tina taught at 
the Wisconsin Dental Assistant School. She is supported in her clinical training efforts by our Vice 
President of Clinical Management, James Thommes, DDS.  
 
After two days of orientation and training, new Clinical Review Specialists (CRS) enter a three-day 
radiology certification training class. All of our CRSs must have a clinical background as a dental 
assistant or hygienist. CRSs must be able to recognize subcrestal decay, periodontal and dental 
abscesses, periodontal disease, bone loss and furcation involvement. They must also learn positions 
and types of impactions involved when tooth extraction is necessary, why general IV anesthetic may 
be approved for certain extractions, and how to determine the medical necessity of partial or full 
dentures. These topics are critical, as they are the most commonly requested services requiring clinical 
review. We test every CRS on each section and give them a final exam. They must achieve at least a 95 
percent score on the exam or they will be unable to continue their employment with DentaQuest.  
 
Upon passing the radiology certification training program, CRSs must complete DentaQuest’s Learning 
Management System modules for Microsoft Outlook, Excel, and Word, with a minimum 95 percent 
average score.  
 
Next, CRSs work one-on-one with our full-time Clinical Trainers to learn the clinical review process. 
This includes distinct state or plan requirements, exceptions, and turnaround times. Clinical Trainers 
audit 100 percent of their work.  
 
Training lasts for six months, or until the CRS is proficient in his or her assigned areas. For a CRS to be 
released from training, he or she must consistently achieve at least a 95 percent score on all audits. 
 


2. Clinical Algorithms 
Our CRSs and Dental Directors apply many validity checks to each preauthorization request. Also 
known as algorithms, these checks constitute a series of "yes or no" decision points based on clinical 
criteria appearing in the American Dental Association’s Code of Dental Terminology. Each check asks a 
question; the response drives toward a clinical decision on whether to approve or deny a service. Over 
the past 23 years, we have created 1,000 government program-specific algorithms to meet state 
guidelines and requirements. 


 
An algorithm assesses the long-term prognosis and medical necessity of a dental service. For example, 
to evaluate the necessity of a crown: 
 


1. A CRS reviews the request and supporting documentation, such as a narrative or X-rays. 
2. The CRS assesses whether the radiographs support a long-term prognosis by determining: 


a) Is there adequate bone support? 
b) Is there a lack of furcation involvement? 
c) Is there a lack of subcrestal decay? 
d) If a root canal is present, is it of good quality? 
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3. If the radiographs do not support a good long-term prognosis, the CRS will deny the service 
and route it to a Dental Director, who will either uphold the denial or approve the service.  


4. If the service is deemed to have a good long-term prognosis, the CRS goes on to determine 
medical necessity. Areas reviewed for medical necessity include: 


a) Is the tooth broken down enough to need a restoration with a crown as opposed to a 
lesser restoration? 


b) Is there cuspal involvement? 
c) Is there presence of decay or large restoration breakdown in the incisal angle on an 


anterior tooth? 
 
Each dental service requiring authorization has its own clinical algorithm that is customized to meet 
the medical necessity criteria for a given state.  
 
Our clinical analysts track service denials by market to monitor authorization trends. This internal 
measurement tool frequently benefits providers. For example, in one market, we detected a pattern of 
denials that was due to missing documentation. We found that these denials surfaced from the same 
group of providers. We contacted these offices to inform them about this trend and educate them 
about treatment protocols that minimized the potential for denials. In just two weeks, the percentage 
of denials was reduced from 45 percent to less than 10 percent.  


 
3. Inter-Rater Reliability Evaluations 
All of our CRSs, UM auditors, Dental Directors and Clinical Trainers must participate in quarterly inter-
rater reliability (IRR) evaluations. Our VP of Clinical Management and Senior Clinical Training 
Specialist choose at least 10 actual case histories. They select cases with a level of complexity that will 
effectively test each individual’s ability to determine medical necessity using the appropriate codes 
and policies.  


 
All must pass with a 90 percent proficiency level. If any Utilization Management team member falls 
below the required level, he or she must attend additional training with the senior clinical instructor 
and VP of Clinical Management and be re-tested.  


 
We completed the last IRR testing in the second quarter of 2016. The average score for general cases 
was 94.9 percent for CRSs and 94.4 percent for Dental Directors. The average score for orthodontic 
cases was 99.1 percent for CRSs and 97.4 percent for Dental Directors.  
 


4. Staff De-incentive Policy 
DentaQuest refrains from interfering with the clinical decisions of its Dental Directors and CRSs 
through any kind of financial incentives or other encouragement.  
 
DentaQuest does not use incentives to encourage barriers to care and service. We do not make 
decisions about hiring, promoting, or terminating Dental Directors or other staff based on the 
likelihood, or on the perceived likelihood, that the Dental Director or staff member would support the 
denial of benefits.  
 
We ensure our Dental Directors have independence and impartiality in making referral decisions that 
will not influence hiring, compensation, termination, or promotion. 
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All Utilization Management, Grievance and Appeals, Fraud Prevention and Recovery, and Dental 
Director staff must sign an attestation at the time of hire, and then again on an annual basis, stating 
that no financial incentives or any other methods of non-monetary encouragement have been offered 
by DentaQuest that would adversely affect the benefit decisions made according to the State 
Medicaid guidelines and any applicable or federal statutes governing the activity. We maintain the 
signed attestation in each employee’s file. 
 
DentaQuest does not have any objections on the basis of moral or religious grounds to provide, 
reimburse, or provide coverage of a counseling or referral service. 
 


Provider Choice 
DentaQuest will ensure that recipients can select their own Primary Dental Provider Site (PDCS) and 
will be educated that they may change their PDCS at any time. If the recipient does not self-select a 
PDCS, one will be assigned based on a number of criteria to ensure the most appropriate match can be 
made between the recipient and the provider. More information on our provider assignment process is 
located in our response to Section 3.5.4.  
  


Maintaining and Monitoring our Provider Network 
We will maintain and monitor a network of appropriate providers that is supported by written 
agreements and is sufficient to provide adequate access to all services covered under the contract for 
all eligible recipients enrolled with DentaQuest. Our network recruitment plan, described in greater 
detail in our response to Section 3.6 considers several factors, as noted in Figure 3.3.E. 
 


Figure 3.3.E DentaQuest’s considerations when building the Nevada dental network 


Consideration DentaQuest’s current understanding 


Anticipated enrollment with DentaQuest The DHCFP will award the contract to one vendor, and there 
are approximately 450,000 recipients covered under this 
program. 


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


According to Dental Dashboard Report for SFY16 provided to 
bidders by the DHCFP, there are: 


 1,010 providers who provided at least one service 
within the last two years 


 An average of 350 providers submit a claim in a 
given month 


Upon contract award, DentaQuest would conduct further 
analysis of paid claims data specific to the population 
covered to better understand the number of providers who 
are and are not accepting new Medicaid and Nevada Check 
Up recipients. A core component of our network recruitment 
plan is to encourage contracted providers to open their 
practices to new recipients. Therefore, we will have a much 
more comprehensive view of the actual number of providers 
in each category after this recruitment initiative. 


The expected utilization of services Upon contract award, DentaQuest would conduct analysis of 
paid claims data specific to the service area and population 
to understand the baseline utilization of dental services. 
Because we plan to implement an extensive outreach 
program to encourage recipients to seek care, we will take 
into consideration the expected utilization rates to ensure we 
have a sufficient number of providers. 
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The number and types of providers required 
to furnish the contracted Medicaid covered 
services 


We understand that at a minimum, we must ensure there is 
at least one FTE dentist per 1,500 recipients. Or goal is to 
ensure there is at least one FTE dentist per 1,000 recipients. 


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


Once DentaQuest has census data for recipients and a better 
understanding of the existing contracted network in the 
service area, we can generate a Geo-Access to evaluate the 
existing compliance of the network. From there, we will 
target non-contracted providers to ensure compliance with 
the 25 mile requirement.  
 


 


Covering Out of Network Services 
In the rare instance that a medically necessary service is not available or accessible through an in-
network provider, we allow referrals to an out-of-network or out-of-state provider through our Single 
Case Agreement (SCA) process. A SCA will only be used if we are unable to locate a network provider 
within 25 miles of the recipient’s address. Please see our response to Section 3.3.5 for a complete 
description of this SCA process. 
 


3.3.2 VENDOR COVERED SERVICES 
DentaQuest will directly provide all covered medically necessary dental services defined in MSM 
Chapter 1000 – Dental, with the exception of Orthodontic Services, through its contracted network of 
dental providers.  
 
Our network will include the following provider types to ensure recipients can access all medically 
necessary dental services: 


 General Dentists 


 Pediatric Dentists 


 Oral Surgeon 


 Oral and Maxillofacial Surgeon 


 Endodontists 


 Periodontists 


 Prosthodontists 


 Dental Hygienists 
 
We will ensure our provider network is able to accommodate medically necessary emergency 
extractions and palliative care for adults over the age of 21 to include dentures/partial dentures under 
certain guidelines and limitations as defined in MSM Chapter 1000 Dental. 


 
And finally, our network will ensure Medicaid-eligible pregnant women are able to receive periodontal 
scaling and root planning to reduce the risk of pregnancy related gingivitis, as well as treatment of 
inflamed gums around third molars during the pregnancy as defined in MSM Chapter 1000 Dental. We 
will also implement our Smiling Stork Program as a Value Added Service, which is designed to promote 
dental care for pregnant women.  
 
Our network development plan for recruiting providers able to accommodate children, adults and 
pregnant women is detailed in our response to Section 3.6. 
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Coordinating Care for Recipients Needing Outpatient Care  
When outpatient dentistry is required, a dental provider, hospital or ambulatory surgical center and 
anesthesiologist come together to deliver care. This can be a complex process due to a number of 
factors such as: 


 All medical facilities (hospitals and ambulatory surgical centers) do not offer hospital dentistry 
services 


o Those that do frequently have few operatory days devoted to dentistry 


 Medical plan coverage generally limits recipients to the use of a Medicaid contracted/network 
hospital or ambulatory surgical center; and 


 The treating dental provider must have practice privileges at the hospital or ambulatory 
surgical center. 


 When a recipient requires hospital-based dentistry, the treatment plan may require: 
o Review and authorization of the dental services; 
o Review and authorization of related anesthesia services; and 
o Review and authorization of the outpatient facility. 


 
DentaQuest helps coordinate this care in a number of ways:  


 We have access to contracted specialty dentists and general dentists that maintain hospital 
privileges. Care can be coordinated with the medical plan to be delivered at local hospitals or 
surgical centers.  


 We will coordinate directly with the recipient’s medical health plan to establish key points of 
contact for daily interaction in care coordination needs related to preauthorization of hospital-
based dentistry. Through this coordinated effort, we can facilitate treatment scheduling to 
ensure the dental provider and the recipient do not encounter confusion or barriers as a result 
of two participating networks and preauthorization plans. 


 DentaQuest reviews the medical necessity of the actual dental services required to be 
performed in the outpatient facility.  


 


Non-Emergency Transportation 
DentaQuest understands that Nevada program recipients are entitled to medically necessary non-
emergency transportation services. Our Recipient Services Representatives are trained to help 
recipients who express that transportation is a barrier to care, by first explaining that they may qualify 
for non-emergency transportation and then offering the appropriate toll-free number to contact.  
 
We understand that Nevada contracts with a NET Broker who is authorizes and arranges for this 
transportation. During the implementation process, DentaQuest will request a contact list for this 
Broker so we can appropriately route recipients to this service or coordinate directly with the Broker 
as needed.  
 


3.3.3 EPSDT SERVICES (MEDICAID) & WELL BABY/CHILD SERVICES (NEVADA 
CHECK UP) 
The Early and Periodic Screening, Diagnostic and Treatment (EPSDT) benefit is key to ensuring that 
children and adolescents receive appropriate services needed to correct and improve health conditions 
by providing comprehensive and preventive health care services for children under age 21 who are 
enrolled in Medicaid. 
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Having specialized in the delivery of Medicaid dental services since 1993, DentaQuest is experienced in 
complying with CMS’s EPSDT requirements for oral and dental care. Nevada requires the DBA to cover 
the following services:  
 


 Conduct the oral examination component of EPSDT screenings for its recipients under the age 
of twenty-one (21) years. The screening must meet the EPSDT requirements found in the MSM 
Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 
42 CFR 441.50 through 441.63. The vendor must conduct all interperiodic screening on behalf 
of recipients, as defined in MSM Chapter 1500. 


 Through the EPSDT benefits, individuals under the age of 21 receive comprehensive dental 
care such as periodic and routine dental services needed for restoration of teeth, prevention, 
and maintenance of dental health. 


 Medically necessary screening, diagnostic and treatment services identified in an EPSDT 
periodic or interperiodic screening must be provided to all eligible Medicaid children under the 
age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a). For Title XIX children, the vendor 
is responsible for reimbursement of all medically necessary dental services under EPSDT 
whether or not the service is in the Medicaid State Plan. The vendor is responsible for the 
coordination of care in order to ensure all medically necessary coverage is being provided 
under EPSDT.  


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


 
To ensure the proper provision of these services, DentaQuest takes a multi-pronged approach that 
includes: 


1. Establishing and monitoring the provider network 
2. Educating recipients on the availability of EPSDT/Nevada Check Up Services 
3. Ensuring appropriate EPSDT benefit set up in our system  


 
Each is described in more detail below. 
 


1. Establishing and Monitoring the Provider Network 
DentaQuest will ensure recipient access to medically necessary EPSDT and Nevada Check Up services 
through the monitoring of network access, on an ongoing and recurring basis, throughout the life of 
the contract. DentaQuest will also conduct recipient outreach to encourage dental visits for EPSDT 
services and will monitor Nevada network access on a monthly basis to ensure that the PDCS for every 
recipient is no more than 25 miles from the their place of residence. 
 
We will work with our providers to facilitate recipient access to the appropriate services at the right 
time. This collaboration will include continuing education, training incentives, and a mechanism for 
providers to report recipients who missed dental appointments.  
 


2. Educating Recipients on the Availability of EPSDT/Nevada Check Up Services 
Once we are able to ensure that providers are available to administer services, we focus on ensuring 
that recipients visit those providers to access services. We will implement outreach campaigns to help 
increase preventive measures (preventive visits and sealants) and overall EPSDT compliance. Our 
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Healthy Beginnings outreach program will incorporate mailings to recipients ages 0-2 years on the 
month of their birthdays that will address age-appropriate oral health practices. The materials will 
include information on the age-appropriate care children should receive at birth, age one and age 
two. Another example is our Preventistry program, which encourages Providers to place dental 
sealants on children ages 6-14 and encourages recipients to receive this important preventive service. 
DentaQuest will also contact all non-compliant recipients to remind them of the importance of 
receiving their EPSDT dental services.  
 


3. Ensuring Appropriate EPSDT Benefit Set Up in our System  
During the implementation process, DentaQuest will set up the EPSDT benefit in accordance with 
applicable federal and state regulations and directive from the DHCFP in its Windward claims 
processing system. Providers are required to submit a request for preauthorization for EPSDT services 
that are above and beyond the Medicaid benefit. For example, if a recipient has diabetes and needs 
dental cleanings more frequently than every six months (which is what the AAPD periodicity schedule 
states), the provider would submit an authorization request. They will include a narrative that 
explains why it is medically necessary for the recipient to have the additional cleaning. A licensed 
Dental Director will review the request and make a determination in accordance with the applicable 
EPSDT guidelines.  
 
DentaQuest will ensure that all services for EPSDT-eligible Nevada children are approved in 
accordance with the EPSDT federal regulations as described in 42 CFR Part 441, Subpart B, and the 
Omnibus Budget Reconciliation Act of 1989, whether or not such services are Covered Services under 
Nevada Medicaid.  
 


DentaQuest’s Demonstrated Success with EPSDT Compliance 
As evidence that our methods for ensure EPSDT compliance are effective, DentaQuest would like to 
highlight the pivotal role it played in helping Tennessee and Massachusetts cure EPSDT deficiency 
class action lawsuits.  
 


 John B. v. Goetz was a class action against the state of Tennessee for its failure to abide by the 
federal law that requires the state to maintain the health of children enrolled in TennCare, the 
state’s Medicaid program. After being selected as Tennessee’s Medicaid Dental Managed Care 
Program administrator through a competitive bidding process, DentaQuest managed the 
requirements of the state’s consent decree, including mandates for EPSDT, recipient outreach 
and education, case management (including court appointed cases), care coordination and 
marketing. Through our recipient outreach and engagement efforts, the dental screening ratio 
increased from 59 percent in 2005 to 80 percent in 2009, which met the EPSDT goal of the class 
action lawsuit. 
 


 Health Care for All v. Romney was a class action suit against the state of Massachusetts filed 
in 2005 for its failure to meet a number of Medicaid provisions, including EPSDT requirements 
to inform individuals about EPSDT benefits and to provide for necessary treatment. 
DentaQuest was selected to serve as Massachusetts’s Medicaid Dental Managed Care 
Program administrator through a competitive bidding process in 2007. We implemented a 
robust recipient outreach program and significantly increased provider participation in the 
dental network, which ultimately led to the state’s utilization rates increasing. As a result of 
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the combined efforts of DentaQuest and the MassHealth agency, the state was remedied of 
the class action suit by 2011.  


 
In addition to the two examples above, DentaQuest is currently doing its part to help the state of 
Texas meet the consent decree from its Frew v. Hawkins EPSDT class action lawsuit. As one of the two 
Medicaid DBAs in the state, DentaQuest is required to meet a number of EPSDT requirements on 
behalf of Texas as a result of the class action lawsuit, including: 
 


 Cooperating with Head Start to ensure recipients have access to EPSDT services 


 Identifying children of migrant farmworkers to ensure they receive EPSDT services 


 Ensuring encounter data is accurate and complete 


 Providing timely dental checkups to all recipients, and accelerated services to children of 
migrant farmworkers 


 Helping recipients under age 21 schedule dental appointments 


 Cooperating with the state’s enrollment broker 


 Notifying recipients of their right to challenge decisions by requesting a fair hearing 


 Ensuring recipients have a choice of Main Dentist and specialty Providers 


 Maintaining a case management plan to meet healthcare needs 
 
DentaQuest is monitored by the Texas Health and Human Services Commission on a quarterly basis to 
ensure its compliance with the stipulations of this lawsuit. DentaQuest continues to meet the state’s 
expectations. 
 
While Nevada is not subject to such decrees from class action lawsuits that impacted Tennessee, 
Massachusetts and Texas, it will benefit greatly from DentaQuest’s experience in meeting such 
stringent EPSDT requirements. All of the best practices we have developed for these three states will 
be leveraged to ensure EPSDT and Nevada Check Up services are available to eligible recipients.  


 


3.3.4 HEALTH PROMOTION AND EDUCATION PROGRAMS 
 DentaQuest believes that person-centered care is the key to meeting the Triple Aim, whereby more 
repents receives better quality care at lower costs. We embrace putting people and their families at 
the center of decisions and seeing them as experts, working alongside professionals to get the best 
outcome. This means we must offer health promotion and education programs so that individuals may 
take control of their own care.  
 
As outlined in other sections of this RFP, all strategies that seek to connect with the recipient must 
operate as holistically as possible. There are three core components to DentaQuest’s Recipient-
Centered Experience – the first is how we welcome new recipients into the program, ensuring they 
understand their benefits and how to access care; the second is the ongoing outreach and education 
necessary to empower recipients to improve their oral health; and lastly, six Value Added Services. 
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Figure 3.3.F DentaQuest’s Recipient-Centered Experience Continuum 


As Figure 3.3.F highlights, DentaQuest’s 
Health Promotion and Education 
Programs (HPEP) is just one component 
of our overall Recipient Outreach and 
Education strategy to enhance the 
recipient experience.  
 
Our HPEP’s will be customized to meet 
the unique needs of Nevada recipients, 
leveraging best practices we’ve 
developed for other states. Core content 
of these programs will include the 
following topics:  


 How the dental program 
operates 


 Medically Necessary Covered 
Dental Services, benefit 
limitations, and any Value 
Added Services offered by 
DentaQuest 


 Dental exams and preventive 
care 


 The importance of oral health, proper 
nutrition and the relationship between 
oral health and systemic/overall health 


 Oral health literacy 


 Non-emergency transportation for Medicaid members 
 
To distribute these messages, we will: 


1. Conduct regionally located and regularly scheduled outreach activities 
2. Implement our Cultural Ambassador Program 
3. Implement Direct‐to‐Recipient Outreach Campaigns 


 
Figure 3.3.G expands on each of these initiatives in greater detail.  
 


A Note about Health Promotion and Education Leadership 
 As part of our commitment to the state of Nevada, DentaQuest will hire a full-time outreach 
coordinator who will be responsible for establishing, maintain and executing DentaQuest’s Nevada 
Health Promotion and Education Programs. This individual will be based in either Clark or Washoe 
County to ensure DentaQuest establishes strong relationships with community partners, and be 
required to travel extensively throughout the service area covered under this RFP. We will develop and 
submit our written description of all planned health promotion and education activities and targeted 
implementation dates to Nevada Division of Public and Behavioral Health, Chronic Disease Prevention 
and Health Promotion for approval, prior to implementation, including culturally and linguistically 
appropriate materials and materials developed to accommodate each of the enrolled target 
populations. 
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Figure 3.3.G DentaQuest’s Proposed Nevada Health Promotion and Education Programs 


Regionally Located and Regularly Scheduled Outreach Activities  
 


 


 
 
 
 
 


DentaQuest will conduct regionally located and regularly scheduled outreach activities to inform 
members about the availability of dental services and to significantly increase the number of 
children receiving services. This is a core component of other successful Health Promotion and 
Education efforts we have implemented in other states.  
 
We often partner with existing health plans providing medical services for the Medicaid 
population. In the case of Nevada, we understand that the Aetna, Anthem/Amerigroup, Centene 
and United Healthcare provide medical services on behalf of the DHCFP. DentaQuest has worked 
with all four of these health plans currently or in the past and is confident we can develop 
mutually beneficial relationships with the local entities to promote oral health and education. 
 
Additionally, we will target health fairs and other community events throughout the counties 
such as:  


 Touro University Nevada Health Fair 


 Nevada State Health Division's free health fair: Where Information and education on 
topics including diabetes, tobacco cessation, mammograms and nutrition will all be 
made available to the public 


 Healthy Kids, Happy Kids health fair in Carson City. 


 Public Health Fair at UNLV 
 
We’ve also found that partnering with county housing authority events for their communities has 
been beneficial in reaching the Medicaid population and plan to reach out to the Housing 
Authority of the City of Reno (serving Washoe County) and the Southern Nevada Regional 
Housing Authority (serving Clark County) to participate in their community events.  
 
And finally, partnering with local WIC and Head Start Programs have also proved to be the 
perfect venue to participate in regionally and regularly scheduled outreach activities. Our 
partnerships with these groups go beyond simply attending health fairs – we frequently present 
to parents and children alike on the Medicaid dental program, how to access care and the 
importance of good oral health habits at an early age. This is just a small representation of our 
total planned community events schedule.  


 
Cultural Ambassador Program 
 


 
 


Through our Cultural Ambassador Program, DentaQuest 
will appoint and train community partners to become 
cultural ambassadors, across the state, to serve as 
representatives of the Nevada Medicaid Dental program in 
communities that have historically experienced barriers to 
care. This program respects and honors the different ways 
diverse populations prefer to receive information and 
referrals for health care services, with the goal of 
increasing the likelihood of them using the Medicaid 
system.  
 
For example, we will seek engagement with promotoras, 
lay Hispanic/Latino community members who receives specialized training to provide basic 
health education in the community without being a professional health care worker. associated 
with health care. 
 
The community health worker (promotora) model is used because promotoras are effective 
disseminators of information, and act as the bridge between governmental and non-
governmental systems and the communities they serve. Community health workers also act as 


Nevada: 
Hispanic or 


Latin (of any 
race): 19.7% 


 
(Mexican: 


14.3%) 
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change agents within their naturally occurring social networks. 
 
Using promotoras ensures that the many social and cultural characteristics of low-income people 
can be drawn upon to improve the appropriate utilization of health care services. These social 
and cultural characteristics can be defined as strong family support through the many 
interdependent ties of the extended family and the network of comadres and compadres (co-
mothers and co-fathers), which are part of the family unit. The strength of these family ties help 
or hinder efforts to improve health behaviors because the information shared by the family is 
believed over that of a health care professional.  
 
For example, one study reported that Hispanics rarely turn to health care professionals for 
health-related information but instead seek out peers or authority figures within their own social 
networks. Therefore, if misinformation is held by a figure of respect within the family network, it 
is likely to be passed onto others, thereby reinforcing the misinformation and resulting in 
negative consequences on the current and future health status of the family. It is logical to 
assume, then, that in order to transmit information and affect behavior change in Hispanics a 
peer-based educational model that respects the social order of the culture must be utilized.  


 
 
We will educate community partners on a number of topics including: 


 Benefits and services available through the Nevada Medicaid dental program 


 The importance of establishing a Dental Home 


 How to refer recipients in need of dental care to DentaQuest 


 Where to access oral health education resources 
 


 Developing strong relationships with community health workers and community‐based 
organizations will be key to helping us expand our reach to the Medicaid population.  
 


 DentaQuest has implemented this program in a number of states and it has proven to 
be an invaluable tool in advocating for the oral health needs of Medicaid recipients. It 
also allows us to engage with public health leaders on participating in oral health 
events and speaking engagements, and distributing collateral on the importance of 
oral health and establishing good oral health habits at an early age. 


 


Direct‐to‐Recipient Outreach Campaign 
 
 
 
 
 
 


DentaQuest will implement a Direct‐to‐Recipient Outreach Campaign to help raise awareness on 
the availability of the Medicaid Dental Program, how to access covered dental services and the 
importance of preventive care. Depending upon the recipient’s communication preferences, we 
will call, text, email, and use postcard mailings. Our nationwide experience has shown that this 
outreach is effectively addresses the following barriers:  


 Geographic challenges 


 Cultural and linguistic barriers  


 Limited oral health literacy 
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3.3.5 OUT OF NETWORK SERVICES 
In the rare instance that a medically necessary service is not available or accessible through an in-
network provider, we allow referrals to an out-of-network or out-of-state provider through our Single 
Case Agreement (SCA) process. A request for such referral may be made by a provider or the recipient. 
Our SCA approach is expedited, individualized and incorporates the following steps:  
 


1. Negotiate with the out-of-network/out-of-state provider on reimbursement rates for services 
to be rendered. 


2. Send the approved SCA and cover letter to the practitioner for execution of agreement. The 
cover letter: 


 Outlines the out-of-network provider’s responsibility to render care under rules of the 
Nevada’s Medicaid guidelines 


 Clearly states the prohibition against balance billing 


 Details the list of services to be rendered, and associated fees 


 Provides office information, payment information, length of time the SCA is open, and 
recipient information 


3. The out-of-network Provider signs and returns the SCA to DentaQuest 
4. A DentaQuest Provider Relations Representative submits the completed SCA through 


DentaQuest’s internal help desk ticket system to get the out-of-network provider set up in our 
claims processing system 


5. The Provider Relations Representative contacts the out-of-network provider with final 
approval to treat the recipient 


6. The recipient is notified by a Concierge Services Representative that services have been 
approved through an out-of-network provider, gives the recipients all necessary information, 
and assists as needed with scheduling the appointment.  


 
We will then work to recruit the out-of-network provider who was issued the SCA to become an in-
network contracted provider. DentaQuest’s networks provide care to millions of Medicaid recipients in 
several states. For recipients who cannot readily locate a provider, or have an emergency, we are able 
to coordinate care on average in less than 24 hours.  


 


3.3.6 EMERGENCY DENTAL SERVICES 
As the largest and most experienced Medicaid dental administrator in the country, DentaQuest 
maintains strict adherence to the definition and processes for emergency dental services as defined by 
42 CFR §438.114(a). We do not interfere or create barriers to recipients in need of emergency dental 
services. Key practices we prohibit to ensure emergency care can be provided include: 


 Requiring prior authorization for emergency dental services and care.  


 Indicating that emergencies are covered only if care is secured within a certain period of time.  


 Using terms such as “life threatening” or “bona fide” to qualify the kind of emergency that is 
covered.  


 Denying payment based on the member’s failure to notify DentaQuest in advance or within a 
certain period of time after the care is given.  


 
So long as the care is deemed an emergency in accordance with 42 CFR §438.114(a), the recipient can 
obtain care from an in- or out-of-network provider. We ensure providers are made aware that they 
may render care immediately in emergency situations. However, in the instance where a provider 
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insists on the submission of a request for authorization, an authorization to render “emergency 
service,” are provided within 72 hours of request. Our policy is to review emergency authorization 
requests the same business day but no later than 24 hours after receipt to ensure we provide timely 
communication to the recipient and provider.  
 


Coordinating with Other Vendors and Other Services 
DentaQuest understands that the majority of Nevada Medicaid recipients are entitled to a number of 
benefits, such as medical services, pharmacy, behavioral health services, and transportation. 
DentaQuest is very well equipped at coordinating with other vendors and providers who are delivering 
other services covered under the Medicaid program.  
 
For example, in Texas, we coordinate with the Texas Health and Human Service’s Commission’s (HHSC) 
claims administrator or a health plan to ensure Medicaid recipients can receive the following services 
from Texas: 
 


 Treatment of a dislocated jaw, traumatic damage to teeth, and removal of cysts 


 Treatment of oral abscess of tooth or gum origin 


 Treatment of craniofacial anomalies 


 Outpatient dental care in a hospital or ambulatory surgical center (this is often needed for 
children with acute special needs or extensive Early Childhood Caries) 


 
We also have extensive experience working with organizations that serve recipients with special needs 
to coordinate their care. We understand that we will be responsible for ensuring all recipients 
including juveniles temporarily detained by a state or county agency; Seriously Emotionally Disturbed 
children, adults with Severe Mental Illness and individuals with substance abuse disorders; Children 
with Special Health Care Needs; homeless recipients; recipients with chronic conditions; and women 
with pregnancies can access covered medically necessary dental care. Our Recipient Services 
department is on the front lines of facilitating this care. And our Concierge Services department serves 
as another safety net to ensure recipients are matched with the appropriate dentist who can 
accommodate their needs. Both of these departments are described in greater detail in our response 
to Section 3.5.3 Recipient Services Department/Concierge Services. 
 


Federally Qualified Health Centers 
DentaQuest understands the important role Federally Qualified Health Centers play in ensuring access 
to care for the state’s existing Medicaid Dental Program. We had the opportunity to meet with the 
CEO of First Person Care Clinics in mid-November, which proved to be an invaluable exchange on the 
needs of the Medicaid providers and population represented by this RFP.  
 
Recognizing the important role FQHCs play, and to promote continuity of care for dental recipients, we 
will work to contract with all FQHCs that provide dental care for our network. We will welcome all 
contracts with the FQHCs, but in the event they choose not to participate in our network, we will 
ensure we pay a rate equivalent to the FFS rate.  
 
As is the case in many other states, we understand that Nevada provides FQHC wrap payments and 
are accustomed to providing quarterly reports to our state agency clients on FQHC activity.  
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3.4 ENROLLMENT REQUIREMENTS AND LIMITATIONS 
3.4.1 The vendor eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS.  
3.4.2 The vendor must accept recipients eligible for enrollment in the order in which they apply without restriction, 
up to the limits set under the contract 42 CFR 438.6(d)(1) .  
3.4.3 The vendor is responsible for services rendered during a period of retroactive enrollment in situations where 
eligibility errors have caused an individual to not be properly and timely enrolled with the vendor.  
3.4.4 Enrollment Interface 
3.4.5 Provider Enrollment Roster Notification 
3.4.6 Transitioning/Transferring of Recipients 


 


3.4.1 DIVISION OF RESPONSIBILITIES  
DentaQuest understands that the eligibility and enrollment functions are the responsibility of the 
DHCFP and the DWSS and that DentaQuest would be responsible for accepting and loading eligibility 
and enrollment data into its system.  
 


3.4.2 ACCEPTING RECIPIENT ELIGIBILITY 
As the DBA for over 100 Medicaid/CHIP dental programs across the country, DentaQuest is required to 
accept recipients eligible for enrollment in the order in which they apply without restriction, up to the 
limits set under the contract 42 CFR 438.6(d)(1). Eligibility and enrollment requirements are always 
dictated to us by our clients and DentaQuest does not, on the basis of health status or need for health 
services, discriminate against recipients eligible to enroll. DentaQuest does not and will not deny the 
enrollment nor discriminate against any Medicaid or CHIP recipients eligible to enroll on the basis of 
race, color or national origin and will not use any policy or practice that has the effect of 
discrimination on the basis of race, color or national origin.  
 
DentaQuest has designated personnel who are responsible for monitoring compliance with all civil 
rights/non-discrimination and cultural diversity/competency policies, especially with regard to 
monitoring the civil rights compliance of our providers, employees and subcontractors. Monitoring 
compliance of our subcontractors is a collaborative effort between DentaQuest Vendor Management 
personnel and Compliance Program personnel. 
 
Additionally, we conduct initial and annual cultural awareness training for all staff. This training 
focuses on providing a competent system of service, which acknowledges and incorporates the 
importance of culture, language, and the values and traditions of recipients. 
 


DentaQuest’s Enrollment and Eligibility Process 
DentaQuest will implement its pre-existing Enrollment and Eligibility system, housed within our claims 
management system, Windward, to electronically accept and process Nevada eligibility files from the 
state’s MMIS. Windward is built on a .NET/SQL platform and supports administration of dental 
benefits in a government program setting. Distinct modules support each aspect of program 
administration with web‐based interfaces, making it easy for us to deploy the system to individual 
users without having to install local software. Windward modules support claims, operations, 
recipient enrollment and eligibility, payment and billing, customer service, client configuration, and 
provider and utilization management. A separate infrastructure supports reporting, so that reporting 
requirements do not conflict with system performance. State‐of‐the‐art Cisco Unified Computing 
System (UCS) and EMC storage hardware support our systems. System databases are on high-
performance SAN devices to accommodate increases in business volume and simplify central 
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management of the system. DentaQuest uses virtual servers to augment its core systems where 
appropriate. This permits hardware independence and efficiency. 
 
DentaQuest will construct the interface with the Nevada MMIS and will configure business rules to 
accept and process daily eligibility files and full replacement files provided by the DHCFP.  
 


Utilizing our Enrollment System 
DentaQuest works with all of its state and health plan clients to process electronic daily eligibility files 
and full replacement files. Typically, we exchange data with clients using the HIPAA X12N 834 version 
5010 file format. However, we will work with the DHCFP during the implementation process to 
customize the parameters for exchanging information.  
 
Our standard is to process eligibility files daily. All eligibility and enrollment data is automatically 
loaded in near real-time of receipt. This automated process ensures that the data can be processed at 
any time, even if it was transmitted during non-traditional business hours. Uploaded data is made 
available in the DentaQuest Enrollment System. 
 
DentaQuest strictly adheres to Secure File Transfer Protocol and connects with each state’s system and 
its statewide data network using VPN to transfer HIPAA-compliant files to an SFTP site. We have also 
set up dedicated connections to facilitate the secure transfer of files. DentaQuest can either pick up 
the file from the DHCFP’s FTP site, or the DHCFP can post the file to our site. 
 
We use ARRA HI-TECH-compliant encryption algorithms for data exchange. DentaQuest supports the 
following secure data transfer methods:  
 


 Trading Partner Portal: We provide a secure web-based management portal for trading 
partners such as our clients, providers, clearinghouses and other insurers. These portals 
employ secure login credentials and 128-bit SSL encryption to enable the transfer of standard 
HIPAA EDI transaction sets, acknowledgements, and reports. 


 Web Client Services Site: We provide clients a secure website to transmit data. The Internet 
connection to our website is protected by 128-bit SSL encryption using a certificate. Clients 
who wish to use the website contact DentaQuest, complete a Security Request Form, and are 
provided with a username and password.  


 File Transfer Protocol: We offer a secure FTP site for data transmission. It is password 
protected and each user has a unique ID and password. Files are protected with encryption 
using PGP. 


 
We load the file into our system, where it is processed in three stages: 
 


 Stage 1: Recipient validation and subgroup assignment. 


 Stage 2: This stage compares each recipient record against current data in our system to 
identify additions, terminations, and other updates. Our Recipient Enrollment Analysts 
investigate and resolve any fatal or informational errors. We will assign an analyst to the 
Nevada Dental Program who will work with the DHCFP team to correct any file 
discrepancies.  
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 Stage 3: This stage applies the membership updates in our claims processing system. 
DentaQuest staff can see these updates immediately. We update the Provider Web Portal 
every evening so that changes are available on the next calendar day.  


 
The system validates records in every step of the process. DentaQuest’s Recipient Enrollment Analysts 
monitor the eligibility files to ensure accurate processing. The enrollment analysts work the error 
reports immediately upon completion of the file. The flow chart in Figure 3.4.A below shows our 
eligibility download process. Updates are available in the system immediately upon completion of the 
file load. The Provider Web Portal is updated via an overnight replication process. 
 


 
 


Written Policies for Enrolling Eligible Populations 
DentaQuest maintains a comprehensive companion guide that outlines our policies and processes for 
enrolling all eligible populations and receiving monthly and other updates from its clients. This 
companion guide will be shared with the DHCFP.  


 


3.4.3 RETROACTIVE ENROLLMENT 
DentaQuest is routinely required to pays claims for services provided to recipients who had an active 
span of eligibility at the time that the services were rendered. On occasion, Nevada may retroactively 
add recipients after DentaQuest has processed and denied the claim. When this occurs, DentaQuest 


Figure 3.4.A 
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will compare denied claims to eligibility post-adjudication to identify claims for these recipients; we 
will then re-adjudicate the claim accordingly: 


 


 If we verify that the recipients had active eligibility, then the claim is processed normally 


 If eligibility is inactive, then we deny the claim through the claim payment process 
 
For in-state providers in these circumstances, DentaQuest will pay the providers for such services only 
in the amounts that would have been paid to a contracted provider in the applicable specialty. Out-of-
state providers in these circumstances will be paid according to a negotiated rate between 
DentaQuest and the out-of-state provider. We understand that the timeframe to make such 
corrections will be limited to 180 days from the incorrect enrollment date.  
 
There may be minor data differences between the filed claim and our recipient enrollment data. In 
these cases, the Windward system applies “Member Not Found” logic and routes the claim to 
enrollment staff for resolution. If the enrollment staff finds the recipient, they return the claim to the 
Claims Processors for entry and adjudication.  
 


3.4.4 ENROLLMENT INTERFACE 
DentaQuest’s best practices for determining the number of recipients each enrolled Primary Dental 
Care Site (PDCS) can accept as new patients has been used to assign over 5.5 million recipients to PDCS 
in nine states. The process is as follows: 


 Upon initial enrollment providers select the practice status as either open to new patients or 
accepting additional patients.  


 Every PDCS completes a “capacity survey,” to indicate how many additional recipients they 
have the capacity to treat, confirm the age of recipients the office treats, and provide other 
information that would be pertinent to recipient needs (handicapped accessibility, ability to 
treat special needs, etc.).  


 The Provider Relations teams makes regular contact with offices by phone and in person 
throughout the year to ensure that correct assignment and directory status is maintain year 
round.  


 To ensure no single office is overloaded, a formula is used to calculate a target and maximum 
capacity for each office. 


o The formula is based on assumption that any provider’s maximum patient panel load 
is 2,500. Because we realize each provider treats more than just the recipients in 
DentaQuest’s network, we use 60 percent of that number (which is 1,500) as the 
maximum capacity for each PDP at an office; unless they indicate that they can 
accommodate a larger capacity.  


 To ensure that the office is maintaining a high level of service, appointment availability for 
assigned recipients is monitored through quarterly surveys. This ensures that the office 
maintaining availability to contractual standards.  


  
On a monthly basis, DentaQuest will issue a report showing the recipient information and their 
corresponding PDCS assignment to the DHCFP. This report can be generated on demand, so if the 
DHCFP would prefer to receive it more frequently, DentaQuest can easily accommodate that request. 
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3.4.5 PROVIDER ENROLLMENT ROSTER NOTIFICATION 
Exceeding RFP requirements, DentaQuest provides PDCSs with access to daily enrollment roster 
notifications via our Provider Web Portal – the rosters are updated in near real time.  
 
All recipients are assigned to a PDCS within one to three days (time variance depends on if the 
recipient needs to be manually assigned or can be auto-assigned). The newly assigned recipients to 
the PDCS will appear on the enrollment roster the following day, exceeding the RFP requirement of 
five business days. If the recipient loses eligibility or changes their PDCS assignment, it will be reflected 
on the roster the following day.  
 
As part of the initial training provided to all offices, each PDCS will learn how to access and read their 
rosters via the Provider Web Portal. This training will occur in-person with the offices’ assigned in-
state Provider Relations Representative.  
 


3.4.6 TRANSITIONING/TRANSFERRING OF RECIPIENTS 
DentaQuest follows all HIPAA and privacy laws when transitioning or transferring recipients and will 
cooperate fully within those laws to provide the necessary information to ensure continuity of care for 
the recipient.  
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3.5 RECIPIENT SERVICES 
3.5.1 Information Requirements 
3.5.2 Member Handbook 
3.5.3 Recipient Services Department/Concierge Services 
3.5.4 Dental Provider Requirements 
3.5.5 Children with Special Health Care Needs (CSHCN) 


 


3.5.1 INFORMATION REQUIREMENTS 
DentaQuest believes that creating visually engaging, low barrier, and culturally and linguistically 
appropriate publications are key to ensuring they are actually read by the intended audiences.  
 


Culturally Appropriate Materials 
We use multiple means to engage recipients of different cultures. For example, in Texas we have 
helped educate migrant farm workers to ensure their children receive EPSDT dental services through 
the use of a fotonovela. A fotonovela is a small pamphlet similar to comic book format but with 
photographs instead of illustrations, combined with small dialogue bubbles. They are a traditional 
print medium in Mexico, Latin America and the Caribbean and are frequently used to provide health 
information. We have provided a sample in Figure 3.5.A below. Our fotonovela received high praise 
from the Texas Health and Human Services Commission, and DentaQuest was the first benefits 
manager they had worked with that created such an effective message for the migrant community. 
Likewise, we can use fotonovelas among targeted, underserved, Nevada populations and cultures as a 
way to promote health education. 
 
 As another example of culturally appropriate materials we produce, we know that Ratón Pérez is a 
figure popular in Spanish and Hispanic American cultures that is similar to the tooth fairy. Because of 
Nevada’s large Hispanic population served through Medicaid programs, we will make outreach items 
available that features Ratón Pérez, as illustrated in Figure 3.5.A. 


 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 Figure 3.5.A Examples of culturally appropriate materials developed by DentaQuest 
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Linguistically Appropriate Materials and Service 
We accommodate the needs of recipients with Limited English Proficiency, or with visual or hearing 
impairments, in the following ways. 
 


 Written Materials: We will create all written materials in English and Spanish for Nevada 
recipients. We have created materials in numerous languages for other clients, and we are 
prepared to translate materials into any other language needed by Nevada recipients. 
DentaQuest uses a certified translation vendor to ensure accuracy. In accordance with the 
Americans with Disabilities Act of 1990, we can and will provide written materials in 
alternative formats including audio, braille, and large print.  
 


In addition, we include a language block on Notice of Action letters and appeal 
correspondence to inform recipients they can contact us for translation assistance (Figure 
3.5.B). In accordance with ACA 1557, we include interpretation tag lines in the top 15 
languages prevalent in the state. We reference the documentation published by the U.S. 
Department of Health and Human Services and the Centers for Medicare & Medicaid Services 
to obtain the top 15 languages and the interpretation tag lines in those languages. 
 
 Figure 3.5.B Language block appearing on recipient notifications 
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 Translation Assistance: We inform recipients that they can receive translation assistance from 
DentaQuest. Our Call Center’s toll-free line is included in the Member Handbook so they may 
contact us for assistance. The Handbook also explains that a provider must make 
interpretation services available free of charge to each recipient.  
 
DentaQuest’s Call Center is staffed with 40 percent bilingual Spanish/English representatives. 
We also contract with Certified Languages International (CLI), to provide comprehensive 
language interpretive services for 236 different languages. In the event a recipient with 
Limited English Proficiency (LEP) contacts us, DentaQuest will set up a three-way call with a CLI 
interpreter in order to facilitate the call. DentaQuest recognizes that while it’s important to 
have interpreters with the appropriate language skills, it is also critical to ensure that they 
understand the cultural norms associated with the language so that our LEP callers are 
comfortable speaking with our representatives. This is one of the reasons DentaQuest has 
continued to partner with CLI, as the interpreters are not only experts in the different 
languages, but also well-versed in the associated cultural norms. Hearing impaired callers may 
call our TTY service line 1.800.466.7566 during regular business hours. All of our 
representatives are trained to handle relay service calls.  


 
The Member Handbook will include information on how to contact Recipient Services, that free 
translation assistance is provided by DentaQuest and that recipients have a right to receive 
information in non-English languages.  
 


3.5.2 MEMBER HANDBOOK 
DentaQuest develops and authors Member Handbooks and other recipient-facing materials for 
millions of Medicaid recipients across the country each year. We reference the U.S. Department of 
Health and Human Services Centers for Medicare & Medicaid Services Toolkit for Making Written 
Materials Clear and Effective, guidelines for limited literacy, Federal Plain Language Guidelines, and 
other resources to ensure our dental health materials are clear and absorbable. 
 
Exceeding RFP requirements of writing the Member Handbook at an eighth grade reading level, we 
place a strong emphasis is placed on developing “low barrier” materials, meaning the materials are 
written at or below a sixth grade reading level, incorporate white space on the page, use graphics, 
emphasize cultural appropriateness, use bullet points, and use short sentences and paragraphs. To 
verify reading levels, we use Flesch‐Kincaid Grade readability tests to identify comprehension 
difficulty. It measures reading ease and the grade level of the written text. To verify we meet reading 
level requirements, DentaQuest will provide readability tests to the DHCFP for recipient materials.  
 
From experience in other state Medicaid markets, DentaQuest understands the benefits of distributing 
effective, comprehensive, easy to understand, enrollment information to recipients. The Member 
Handbook is critical to ensuring recipients understand their benefits. Exceeding RFP requirements, we 
will develop, print, and mail recipients a New Member Welcome Packet that contains:  


 Welcome Letter 


 Identification of the recipient’s PDCS (Dental Home) 


 Condition or age-specific inserts to educate recipients on topics including pregnancy, EPSDT 
services, the importance of regular check-ups, fluoride varnish, and sealants 


 Member Handbook 


 Provider Directory 
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Figure 3.5.C DentaQuest’s Recipient-Centered Experience Continuum 


The New Member Welcome Packet is a key 
component of DentaQuest’s Recipient 
Centered Experience continuum. As 
outlined in other sections of this RFP, we 
have a number of strategies to engage 
with recipients and to ultimately produce 
better oral health outcomes. Figure 3.5.C 
showcases all three core components of 
our Recipient-Centered Experience 
Continuum. 
 


Development and Distribution of the 
Member Handbook and Other 
Welcome Materials  
For both the initial development and 
distribution, and re-distribution process 
DentaQuest will write the materials and 
will seek approval from the DHCFP prior to 
distribution. We will collaborate to ensure 
that all parties are satisfied with the 
language and feel that the content covers 
topics in an easy‐to‐understand format. Once 
final approval is secured, DentaQuest will use a 
certified translator to translate the materials for 
final production.  
 
Upon enrollment – within five business days of DentaQuest receiving the eligibility files from the 
DHCFP – we will mail these packets to recipients. DentaQuest consistently meets turnaround times for 
distributing New Member Welcome Packet materials on behalf of 64 states and health plans across 
the country. In 2015, DentaQuest distributed approximately 4.9 million pieces to recipients outlining 
their benefits. In Texas, where we are also required to mail welcome materials within five business 
days, we consistently meet or exceed that goal. 
 
As eligibility files are received from the DHCFP, DentaQuest will place them in a queue for a weekly 
mailing that we conduct for new recipients. We will coordinate with our printing vendor to print and 
ship all orientation packets, providing them with a weekly file of new recipients via a secure FTP site to 
ensure that all appropriate security measures are taken. This vendor will be required to adhere to 
Contractual timeframes required by the DHCFP. DentaQuest tracks the day it receives the enrollment 
file and the date the packet was mailed to ensure compliance with the ten‐day requirement. 
 


Contents of the Member Handbook 
Our Member Handbook will comply with the requirements of RFP Section 3.5.2.2 including: 


 Orienting new members of its benefits and services including confirmation of the recipient's 
PDCS selection or assigned PDCS; 


 Role of the primary care dentist; 


 The days the office or facility is open and services are available; 


 The address and telephone number of the vendor’s office or facility; 
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 How to utilize services in sufficient detail to ensure that recipients understand benefit amount, 
duration and scope including prior authorization requirements; 


 What to do in a dental emergency or urgent dental situation including how to access 
emergency dental care after hours and on weekends, or out of the service area, inform the 
member to dial 911 if there is a medical emergency; 


 Information on Grievance, Appeals, and Fair Hearing procedures, as specified in 42 CFR 
438.10(g);  


 A list of current network PDCSs who are and who are not accepting new patients in the 
recipient’s service area and all languages spoken (this will be included as part of the Provider 
Directory); 


 The provider list located on the vendor’s website shall be updated by the vendor monthly; 


 Any restrictions on the recipient’s freedom of choice among network providers; 


 Procedures for changing a PDCS; 


 Recipient rights and protections as specified in 42 CFR 438.100; 


 Procedures for enrollment and disenrollment; 


 Procedure for referral to specialists or other medically necessary dental services; 


 Referral for service that the vendor does not cover because of moral or religious objections, 
the vendor need not provide the information on how or where to obtain the service; 


 Any information regarding cost sharing which may apply for a non-covered service; 


 How to access Non-Emergency Transportation; 


 The vendor is required to provide to the recipient upon request, information on the structure 
and operation of the vendor and information about provider incentive plans as set forth in 42 
CFR 438.6(h); 


 Information the member needs in order to decide among all relevant treatment options; 


 The risk, benefits, and consequences of treatment and non-treatment;  


 The member’s right to participate in decisions regarding his or her healthcare, including the 
right to refuse treatment, and to express preferences about future treatment decisions; 


 A distinct section for eligible recipients which explains the EPSDT program and includes a list of 
all the services available to children; a statement that services are provided to the recipient at 
no costs and a telephone number which the recipient can call to receive assistance in 
scheduling an appointment; 


 Notification of the recipient’s responsibility to report any third-party payment service to the 
vendor and the importance of doing so; and 


 Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, 
including hotlines, e-mail addresses and the address and telephone number of the vendor’s 
fraud and abuse unit. 


 
The following statement will conspicuously state the following in bold print: 
 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED OR 
INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND THE RECIPIENT.” 


 
In addition to mailing all recipients a hardcopy of the handbook, we will also make it available online. 
Our Welcome Letter will direct the recipient to this online resource and will state that the recipient 
may request Member Handbook information at least once per year or upon request.  
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Provider Directory 
As mentioned above, we will also include a Provider Directory with the New Member Welcome Packet. 
The following information will appear in the directory: 
 


 Provider name 


 Address 


 Telephone numbers 


 Office hours 


 Languages spoken, aside from English 


 Specialty 


 Whether or not the provider is accepting new patients 


 Practice limitations including whether the Provider is willing to serve children and adults with 
special health care needs and whether the Provider’s practice has age restrictions. 


 
Recipients will be encouraged to use our online Find-A-Dentist tool as well, as this tool is refreshed in 
real time with the most accurate provider information. More information about our Find-A-Dentist 
tool is located in our response to Section 3.6.7. 
 


Provider Terminations 
Keeping recipients connected to an actively enrolled, in‐network dentist is a top priority. We will 
provide written notice within 15 business days of termination to recipients who have received care 
from any terminated Provider. Likewise, we will provide assistance in locating a new dentist that 
meets their individual needs either through interactions with a Recipient Services Representative, or 
through our on‐line Find‐a‐Dentist tool.  
 


3.5.3 RECIPIENT SERVICES DEPARTMENT/CONCIERGE SERVICES 


DentaQuest will maintain a Recipient Services Department to personally assist recipients with finding 
a dentist and other needs related to the program. DentaQuest currently maintains four call centers 
that include recipient services in Florida, South Carolina, Texas, and Wisconsin for its Medicaid and 
CHIP business. Each call center is structured into teams comprised of a supervisor, leads, and Recipient 
Service Representatives (RSR) and Provider Services Representatives (PSR).  
 
The Nevada service team will provide live assistance to Nevada recipients through a dedicated toll-
free hotline Monday through Friday, 8:00 a.m. through 5:00 p.m. After these regular business hours, 
we also ensure recipients can access key information through our interactive voice response (IVR) 
system. The IVR is accessible for both English and Spanish speaking recipients. Using our IVR, callers 
can: 


 Verify eligibility 


 Locate a dentist 


 Get benefit information 


 Verify procedure history 


 Check the status of a claim/authorization 


 Leave a message for DentaQuest staff 
 
We return all phone calls within one business day of receipt. The IVR instructs recipients to call 911 for 
a life-threatening emergency. We ensure the provision of emergency dental care can be provided 
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afterhours and on weekends by working with all participating providers to ensure they have 
afterhours support for their Medicaid patients. Our providers are required to have an answer service 
or instructions on how a recipient may contact them for emergency care when their office is closed.  
 


Recipient Services Department Staff Duties 
Recipients can call our toll-free line Monday through Friday from 8:00 a.m. through 5:00 p.m. and 
press “2” to speak with a representative. 
 
RSRs offer assistance on a variety of inquiries including: 


 Explaining the operation DentaQuest 


 Explaining covered benefits 


 Resolving, recording and tracking recipient grievances and appeals in a prompt and timely 
manner 


 Responding to recipient inquiries 


 Providing a listing of participating dental providers 


 Answering questions on eligibility, claims and benefits 


 Providing assistance with transportation requests 
 


DentaQuest uses the Salesforce Customer Relationship Management (CRM) tool to support recipients 
through the Call Center. Salesforce offers the most current CRM technology. We train our staff to be 
thorough and accurate in entering and categorizing call information so that we can generate accurate 
reports for reference, tracking, and analysis. Our RSRs or other authorized users use CRM to document 
information such as: 


 Name of caller 


 Caller phone number 


 Caller’s plan 


 Subject/type/category of call (e.g. eligibility; claims and billing inquires; appointment 
assistance request; benefit inquiry; help with finding a Provider; preauthorization; complaints, 
grievances, and appeals, etc.) 


 Call notes/call resolution 


 Follow up needed, if any 
 
Salesforce allows the RSRs to document all necessary information regarding the incoming inquiry. 
RSRs can capture the caller, the plan they are inquiring about, the subject/type of the inquiry, 
document any notes related to the conversation/resolution, and other information. The Salesforce log 
will then time stamp the call/case and attach it to the recipient’s record.  
 


Training Program for Recipient Service Representatives 
All DentaQuest staff serving recipients and providers for the Nevada Dental Program will have a 
comprehensive understanding of the program. From our experience managing dental programs in 30 
states, we know firsthand the beneficial impact of a well‐trained workforce, and we regularly go 
beyond the parameters of contractually required training. To DentaQuest, an informed workforce is 
an effective workforce. Upon being hired, all employees go through a comprehensive onboarding and 
training process. Before they even begin the specialized training that may be associated with their 
specific position, DentaQuest acclimates new employees to our mission. 
 
Every new employee is subject to an all‐day comprehensive tutorial on DentaQuest, its policies, 
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culture, history and mission, and the responsibilities that they have as team members. We believe that 
it is critical that employees – at every level of the organization – acutely understand the importance of 
the work that we do and the impact that it has on participants of the program. While all employees 
receive Nevada-specific training, it will be particularly rigorous for staff who regularly interact with 
the provider and recipient communities.  
 
CSRs receive a mandatory 168 hours of training, much of it focusing on program information. This 
gives them a firm foundation of knowledge before they interact with other parties in a substantive 
manner. We use a variety of training methods, including classroom‐style learning, seminars, side‐by‐
side job shadowing and individual monitoring sessions. 
 


Market-specific Topics 
Our Call Center staff is divided into pods. While all representatives are trained to answer calls for any 
DentaQuest’s client, we have found it most effective to route specific states to the same pods of team 
members enabling them to build a more expansive knowledge base on the state’s requirements and 
nuances. We address key state-specific guidelines on the following topics in initial training:  
 


 Orthodontia covered through FFS 


 Member Handbook requests 


 Transportation 


 Eligibility verification 


 Pre-authorization requirements  


 Coordination of benefits 


 Adult dental benefits 


 Complaints and appeals 


 Continuation of care 


 Plan-specific benefits 


 Claims status and payment 


 Remittance information 
 


Customer Service Best Practices 
Employees learn customer service principles to understand why they are so critical to our business in 
Customer Service 101. Trainers illustrate both internal and external customer service interactions 
through face-to-face and phone simulations. This course is followed by Customer Service 102, which 
teaches techniques to improve the attitude one brings to customer service. Both courses help our RSRs 
learn how to manage dissatisfied callers. 
 


Dental 101 and 102 
Dental 101 introduces the basic building blocks of the dental vocabulary, tooth numbering for adults, 
tooth structure/surfaces, dental diseases, basic concepts in children’s dentistry, dental emergencies, 
and habits that can damage teeth. The course also reviews the different dental specialties, the ADA 
claim form, and an introduction to applicable codes. Dental 102 provides more in depth information 
on a variety of dental procedures. 
 


Ongoing Training for All Employees 
DentaQuest also has mandatory ongoing training programs for all of its employees that they must 
pass as a condition of their employment. Topics include: 


• Compliance  
• Fraud, waste and abuse  
• Preventive health  
• Record retention  
• Cultural competency  
• Non‐discrimination  
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• Computer and information security  


 
Ensuring Quality of the RSR Team through Ongoing Monitoring 
We hold ourselves to the highest standards when it comes to answering telephone calls in a timely 
manner and addressing the associated issues in a thorough fashion. For quality assurance purposes, 
we monitor RSRs for quality eight times per month. Quality assurance auditors use the Aspect Quality 
Management System, which permits them to listen to calls and record representatives’ desktop to 
ensure inquiries are being appropriately handled. An individual score is calculated for each call. 
Auditors share monthly scores with customer service management, and additional training is provided 
as needed.  
 
We record 100 percent of calls. An individual quality score is given for each call as shown in Figure 
3.5.D. Each sub-category is scored with either a “yes” or “no.” Yes = Category has been completed 
satisfactorily; No = Category has not been completed satisfactorily.  
 


Figure 3.5.D Call Monitoring Quality Scoring Criteria 
Quality Criteria Score Value  


(% Total Score) 
Criteria 


Greeting the caller 5% Was the greeting accurate and appropriate?  


Validating caller identity 15% Did the RSR properly validate the caller and their 
right to PHI? 


Call resolution 35% Did the RSR provide complete, accurate information; 
was the call documented appropriately and 
completely in CRM; was call control maintained? 


Ending the call 10% Did the RSR use proper call ending and closing 
procedures? 


Soft skills 15% Was the RSR professional? How was their demeanor, 
language, and tone? 


Telephony skills 10% Did the RSR use proper hold and transfer 
procedures? 


Market specific requirements 10% Did the RSR follow market-specific client 
requirements? 


 
Each RSR must maintain an average score of 95 percent to be compliant with DentaQuest standards. 
We are pleased to share that our average quality monitoring score last year was almost 97 percent. 
The RSR’s scoring evaluation will be provided to Recipient Service management should the quality 
monitoring auditors identify any issue. Depending on the severity of the issue, the RSR’s leader may 
refer her/him back to the customer service training program, provide targeted training, or initiate 
termination if significant infractions have been identified. 


 
Concierge Services 
General requests to locate a provider can typically be handled by our RSR team. All RSRs have instant 
access to the Provider Directory and can quickly help recipients find in-network providers that best 
meet their access, condition, age, language, and accessibility needs.  
 
When a recipient calls us to locate a dentist, we will first recommend a Dental Home; if the recipient 
does not choose to see that provider, we will offer three providers closest to their home and that 
meets their other needs as well. DentaQuest’s CRM tool allows RSRs to search for providers using a 
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number of criteria including those listed in Figure 3.5.E. Our CRM uses geo-centric technology to 
generate a list of providers closest to the recipient’s home or work. 
 


Figure 3.5.E CRM Provider Search Criteria 


Field Additional information 


Mileage criteria Required field. Ensures reps are only providing referrals to providers 
within the required 25 mile radius criteria. 


Provider specialty Required field. 


Provider status Required field. Defaults to “Participating.” 


Office languages Required field. Defaults to “All.” 


Provider first name Optional field. 


Provider last name Optional field. 


Service office Optional field. 


Recipient age Optional field. System searches based on age to find the right 
provider. 


Provider type of work 
performed 


Optional field. Search for general dentists who can perform specialty 
care such as oral surgery or root canals. 


Handicap access Optional field. 


Special needs Optional field. 


Public transportation 
accessible 


Optional field. Search for offices accessible via public transportation. 


Accepting new 
patients 


Required field. This is the default option. 


 
In the rare instance we cannot readily locate a provider that meets the recipient’s needs and is within 
the 25 mile distance requirement, the call will be warm transferred to our Concierge Services 
Department. Staff assigned to the Nevada program will then provide further assistance with locating 
a provider. 
 
Concierge staff will first review a listing of in-network providers who are willing to see recipients on a 
case-by-case basis but prefer not to be on our Provider Directory. If there is no in-network option 
available, the Concierge staff member will reach out to in-state provider relations team to seek out-of-
area or out-of-network care. The Nevada Provider Relations Representative will then locate a non-
participating dentist who is willing to negotiate a Single Case Agreement to provide treatment to the 
recipient. Once the Provider Relations Representative secures a commitment from the non-
participating dentist, the Concierge staff member will help the recipient set up an appointment.  
 
Our Concierge Services team can also assist recipients who would like to change their Primary Dental 
Care Site. They will be responsible for updating the new provider in our system. Updates to any 
Primary Dental Care Sites will be provided electronically to the DHCFP. 
 


Self-Service Option for Recipients – Member Web Portal 
DentaQuest offers all recipients access to our free, HIPAA-compliant Member Web Portal, which is 
available in both English and Spanish. The portal provides access to general plan and recipient-specific 
information, surveys, and an easy-to-use platform through which recipients can file complaints and 
appeals. Additionally, our portal is also optimized for Smartphone use.  
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Member Portal Features and Functionality 
Our Member Web Portal offers a number of functions, features, and content 
designed to provide current information, data, and assistance to users, 
including: 


 Access to claims history 


 Find-A-Dentist search tool 


 Real‐time notification for dental care reminders 


 Access to educational materials on preventive dental care 


 Access to a calendar of community events such as health fairs 
and free dental clinics 


 Links to public health care websites applicable to the Nevada 
Dental Program 


 Customized and culturally appropriate information 


 Ability to view past and present claim status and details 


 Ability to access and print out identification cards 


 Update contact information and family members 


 Quickly receive updates on benefit and plan changes 


 Mobile phone browsing compatibility 


 Live chat with recipient services during normal business hours 
 
Our Member Web Portal allows recipients to select how they prefer to receive communications from 
DentaQuest. Options include phone, email, text, or mail. Promoting this choice allow us to frequently, 
efficiently, and effectively engage with recipients. In addition, these options allow us to keep pace 
with the technology trends of the Medicaid population. We have learned through focus groups and 
surveys that Medicaid participants prefer to communicate through a combination of both digital and 
traditional communication channels. Communication options will be noted in our CRM for future 
reference. 
 


3.5.4 DENTAL PROVIDER REQUIREMENTS 
Research suggests that – regardless of geographic location, dental care delivery system, or cultural 
diversity of the population – having a consistent source of dental care is the strongest predictor of a 
dental visit in the past 12 months2. To promote better dental outcomes in Nevada, we will use our 
Dental Home Program Model to assign all recipients to a Primary Dental Care Site (PDCS). The 
American Academy of Pediatric Dentistry defines a Dental Home as “the ongoing relationship between 
the dentist and the patient, inclusive of all aspects of oral health care delivered in a comprehensive, 
continuously accessible, coordinated, and family‐centered way. Establishment of a Dental Home 
begins no later than 12 months of age and includes referral to dental specialists when appropriate.” 
 
Through our Dental Homes3, we can improve each recipient’s dental care coordination and experience 
because, in this model, the recipient establishes a trusting relationship and regular regimen with a 
dentist who knows the recipient’s history. As a result, the likelihood that a recipient will get dental 


                                                 
2 Evaluating the Effect of Usual Source of Dental Care on Access to Dental Services: Comparisons among Diverse Populations, Medical Care 
Research and Review, Vol. 56 No. 1, (March 1999) 
3 For purposes of this response, please understand that DentaQuest uses the terms “PDCS” and “Dental Home Provider” synonymously. The 


hallmark of DentaQuest’s Dental Home Program is to have PDCS assignments.  
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care on an ongoing, consistent basis is increased – as compared to an individual who only goes to the 
dentist when they have an emergency.  
 


PDCS Assignments through the Dental Home Program 
Upon enrollment, recipients are given the option to self-select a PDCS in their geographic area. If the 
recipient chooses not to self-select, they will be auto-assigned using the process illustrated in Figure 
3.5.F within five business days of the effective date of enrollment (typically within one to three days).  
 
When auto-assigning a recipient to a PDCS, we consider the following: 


 Was the recipient treated by the provider office previously (determined through historic claims 
matching)? 


 Was a family member at the same address previously treated by a certain office? 


 Which offices are closest to the recipient’s home (within 25 miles of their home address)? 


 Are there minimum and maximum ages for provision of services at offices? 


 What is the office capacity level, based on the number of recipients the office has agreed to 
accept?  
 


Once assigned, DentaQuest provides education on the Dental Home Program by: 


 Calling the recipient to inform them of their PDCS and available benefits 


 Send the New Member Welcome Packet that includes information on their Dental Home 
Provider. The welcome packet also includes a Recipient Handbook, ID card and Provider 
directory 


 
Recipients are permitted to change their PDCS at any time by making a request through our toll-free 
hotline. We are also in the process of adding system functionality to allow the recipient to change 
their PDCS online. DentaQuest will monitor all PDCS changes and the reasons for such requests.  
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Figure 3.5.F DentaQuest’s personalized PDCS/ Dental Home Assignment Process for Nevada 
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Highlight of DentaQuest’s Key Best Practices for Dental Homes and PDCS Assignments 
Through our experience of structuring Dental Home programs for over 5.5 million recipients across the 
country, we have learned many valuable best practices that will be leveraged in Nevada. A summary 
of some of these best practices include: 
 


 Making PDCS assignments at the provider-location level, rather than at the unique provider 
level, promote a provider- and recipient-friendly experience. This not only ensures that a 
Recipient may see any provider at a given location, it also guarantees that if a recipient’s 
treating dentist is out of town or unavailable and the recipient requires urgent care, the 
Recipient’s historical dental records are readily available for the treating Provider. This 
method facilitates a consistent source of care – in a place where the recipient is familiar and 
comfortable. 
 


 When analyzing outcomes of PDCS assignments, we found the majority (62 percent) of 
recipients that access services get their care from their assigned PDCS. With this knowledge, 
we saw an opportunity to direct non-utilizing recipients to higher performing offices in an 
effort to not only increase access, but also to enhance the quality of care. In one market we 
identified higher performing offices – ones that get their recipients in for regular care and the 
right kind of care at a standard price point. We then identified non-utilizing recipients and 
assigned them to the higher performing offices while simultaneously communicating with the 
provider office about the new patient load and notifying the recipient of their Dental Home.  
 


 Educating both the recipient and the provider about the Dental Home Program is key to 
successful compliance. It is simply not enough to educate the provider on their role as a Dental 
Home provider. Recipients needs understand why continuity of care is a critical component to 
maintaining their oral health and well-being; without the Dental Home, continuity of care can 
deteriorate. Nevada recipients will receive extensive education on the importance of a Dental 
Home through our targeted outreach efforts. 
 


 Assignment logic lessons learned: In Texas, our largest Dental Home market, we learned a 
number of valuable lessons that helped us refine the assignment logic for the Dental Home 
program including the following: 


o Our system was set up initially with a one-year time frame to review for history in our 
system. Because the Medicaid population frequently gains and loses eligibility, the 
review period was increased to 520 days so that if a recipient had history within 1.5 
years, we would assign them based on that history. This better ensures recipients will 
be assigned where they have/had history. 


o Our system was set up so that when a recipient regains eligibility, if the recipient is 
now outside of the mileage parameters of the provider where they have history, the 
recipient would be reassigned to a closer provider. Since many recipients want to go 
back to the provider at which they have a history, regardless of mileage, and the 
recipient may, at any time, change their Dental Home assignment, we modified the 
system to allow, based on client needs, adhering to or waiving the mileage criteria 
when a recipient has history.  
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3.5.5 CHILDREN WITH SPECIAL HEALTH CARE NEEDS (CSHCN) 
As part of our Dental Home Program, DentaQuest will ensure CSHCN are matched with a general or 
pediatric dental office that can effectively accommodate and treat their general oral health care 
needs. In many cases, services provided to CSHCN will not require authorization review. Treatment 
plans developed by the CSHCN’s PDCS that require standard authorization decisions will be reviewed 
for medical necessity within 14 calendar days and within 72 hours for expedited requests.  
 
At no point does DentaQuest require a referral for specialty care for any recipient, so the CSHCN 
recipient will not be burdened by having to request a referral or by waiting for an approval to see a 
specialty care provider. Additionally, we do not place any limits on the number of specialty care visits 
a recipient may have. CSHCN recipients in need of specialty care may contact our Recipient Services 
department for assistance in locating a provider who can accommodate their needs.  
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3.6 NETWORK 
The vendor is required to establish and manage appropriate provider networks and maintain existing written provider 
agreements with such providers in geographically accessible locations. The vendor must maintain a network of General 
Dentists, Pediatric Dentists, Endodontists, Oral Surgeons, Oral and Maxillofacial Surgeon, Periodontists and Prostodontists, 
Dental Hygienists, and ancillary services sufficient to provide access to all services covered in this RFP in a manner that complies 
with access standards described in this RFP, in the DHCFP’s Access to Care Plan, and the Code of Federal Regulations. 
Consideration must be given to the number of expected recipients that may enroll. The vendor when establishing and 
maintaining its network must consider the expected utilization of services and the numbers and types of providers given the 
characteristics and dental care needs of the specific Medicaid population enrolled with the vendor. The vendor’s management 
oversight includes, but is not limited to, credentialing, maintenance, provider profiling, peer review, dispute resolution and 
Dental Director Services. The vendor must conduct secret shopper surveys to a statistically sound sample across their network 
as part of the Access to Care Monitoring Plan to identify appointment standards and access to services which must be reported 
annually. 


 
The vendor must describe their approach to network management including if the network will be an open or closed network 
and if some services are currently planned to be provided through subcontractors, sub capitation, fee for service or alternative 
models. 


 
Network providers will be required to use designated practice guidelines and protocols. Prior to the contract start date the 
vendor shall identify the practice guidelines it intends to use for acceptance by the DHCFP. Submission shall occur after 
awarded contract but before the contract start date. The State shall accept or reject, in writing, within ten (10) business days of 
receipt.  


 
If the vendor puts a provider group at substantial financial risk for services not provided by the provider group, the vendor must 
ensure that the provider group has adequate stop-loss protection. 


3.6.1 Adopt Practice Guidelines 
3.6.2 Implement Practice Guidelines 
3.6.3 Network Management 
3.6.4 Subcontractors 
3.6.5 Access and Availability 
3.6.6 Provider Contracts 
3.6.7 Provider Directory 
3.6.8 Recipient Communications 
3.6.9 Provider Communications 
3.6.10 Provider Policy and Procedure Manual 
3.6.11 Network Maintenance 


 
DentaQuest has established and maintained dental networks across 30 states, serving over 45,000 
dental providers who provide care to over 20 million Medicaid and CHIP recipients. The solutions 
presented in our RFP response to establish and maintain a dental provider network for Nevada are not 
theoretical - we have demonstrable programs across the country that showcase real solutions to real 
problems. These programs had challenges that are very similar to the ones facing Nevada and its 
Medicaid/CHIP dental program. We know what is required to engage with providers and incentivize 
them to participate. And we appreciate the mechanics of better connecting underserved populations 
to important preventive care to control costs and enhance overall health. We understand these things 
because we’ve done them.  
 
Figure 3.6.A demonstrates our success in increasing provider participation in three states where we 
administer Medicaid Dental Carve-Out Programs. The chart indicates the number of unique providers 
that accepted Medicaid immediately prior to DentaQuest taking over as DBA compared to the number 
of unique providers today under DentaQuest’s administration. We achieved these results by 
streamlining provider administrative procedures and employing high-touch service through in-state 
Provider Relations Representatives.  
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Figure 3.6.A Medicaid dental provider participation, before and after 
DentaQuest A robust and accessible provider network inclusive of 


Federally Qualified Health Centers (FQHC), providers 
with the ability to serve recipients with special needs, 
providers in community settings, mobile clinics, large 
group practices, and school-based clinics is the 
backbone to a strong Medicaid dental program.  
 


DentaQuest’s Approach to Network Management 
DentaQuest is prepared to build an open, compliant 
and accessible network to serve the approximate 
450,000 recipients located in Clark and Washoe 
Counties prior to the go-live date of July 1, 2017.  
 
The following specialty types will be included in our 
network: 


 General Dentists 


 Pediatric Dentists 


 Endodontists 


 Oral Surgeons 


 Oral and Maxillofacial Surgeon 


 Periodontists 


 Prosthodontists 


 Dental Hygienists 
 
DentaQuest plans to pay providers using a fee-for-service reimbursement methodology. 
 
DentaQuest will ensure timely access to all services covered in this RFP focusing its recruitment efforts 
to achieve the following goals:  


 Develop and maintain relationships with key stakeholders and providers across the service 
areas to assist with recruitment and stabilization of a solid provider network 


 Ensure Primary Dental Care Sites (PDCS) are not more than 25 miles from each recipient’s 
address 


 Have at least one full-time equivalent dentist per 1,000 recipients per geographic service area, 
exceeding the RFP requirement of 1 per 1,500 recipients 


 Provide access to all types of dental specialists for referrals with at least one specialist per 
1,500 recipients per geographic service area 


 Ensure at least 50 percent of network Primary Dental Providers accept eligible recipients at all 
times. 


 
To meet these goals, and with the expectation of serving approximately 450,000 recipients at the time 
of Contract implementation, we will implement the process outlined below. Figure 3.6.B provides a 
high level overview of our goals for each phase of the recruitment process, followed by Figure 3.6.C, 
which provides more detail on specific steps occurring in each phase. Our recruitment efforts will be 
led jointly by our internal Network Development team and our local Nevada Provider Relations team.  
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Figure 3.6.B  


High Level Overview of DentaQuest’s Key Nevada Network Goals 


 
 
Figure 3.6.C Nevada Network Plan and Timeline 
DentaQuest’s Detailed Nevada Recruitment Plan and Timeline 


First 30 days after the Contract is awarded 
 Obtain provider data from the DHCFP and analyze it zip code-by-zip code to determine where 


gaps exist and identify recruitment opportunities 


 Develop and establish network goals and our recruitment plan taking into consideration the 
number of targeted providers, access, ratio of recipients-to-providers, access to PDCS, and 
program cost. 


 Submit the network development plan, recruitment process, credentialing process, 
recruitment materials, and marketing materials to the DHCFP for approval. 
 


120 days prior to Go-Live date 
Key goal: Recruit 85 additional non-participating providers 


 Mail marketing and recruitment materials to all targeted practitioners. Outreach will include 
explaining how DentaQuest eliminates administrative barriers typically associated with 
government-sponsored programs through features including our user-friendly web portal; 
real-time claims processing; local Provider Relations Representatives; and prompt claims 
payment. Through these offerings, we are able to increase the network of dentists willing to 
participate in the program and bring services to areas that need them the most. 


 Track and monitor all recruitment calls and site visits.  


 Plan and schedule seminars and WebEx trainings for providers to educate them about our 
company, enrollment, and credentialing process. 
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 Collect provider contracts and enrollment materials from practitioners. 


 Initiate our electronic, streamlined, NCQA-certified credentialing process. This ensures that 
recipients are provided quality dental care, consistent with appropriate dental guidelines, and 
within generally accepted practice parameters. Our enrollment and credentialing process is 
also designed to reduce burden on providers: we offer assistance with the application, 
credentialing, and contracting process. 


 


90 days prior to Go-Live 
 Generate and analyze Geo-Access reports for any network gaps and increase provider 


recruitment efforts where needed 


 Provide the DHCFP with updated reports on network build progress 
 


30 days prior to Go-Live 
Key Goal: Contracted and compliant network of 435 providers 


 Mail Go-Live notices to all credentialed providers 


 Deploy a local Provider Relations Representative, assigned and dedicated to each provider 
office, to visit the location, in person, to conduct an in-depth orientation with the staff. We 
ensure that this orientation is conducted at a time that works for the staff and is designed to 
provide the office with the resources needed to provide high quality, timely, services to 
recipients. 


 Plan, schedule, and host seminars and WebEx provider trainings for all practitioners.  


 Continue to monitor the network and adjust recruitment as needed 


 Submit final network directory to the DHCFP 
 


Operational Phase 
Key Goals: Increase network by another 20 percent for a total of 522 providers and ensure at 
least 75 percent of providers are accepting new patients 
 


 Following Contract Go-Live and throughout the term of the Contract, we will conduct on-going 
monitoring of provider network (more information on this in Section 3.6.5). 


 


Tactics to Increase Nevada Provider Participation  
DentaQuest will employ a mix of traditional, non-traditional, unique and progressive tactics to both 
increase the size of the provider network and increase the number of existing Medicaid providers who 
are open to seeing new recipients including: 


1. Local support – DentaQuest will hire Provider Relations Representatives who will be assigned 
and dedicated to each practice to support providers and their staff. 


2. Offering a user-friendly, free Provider Web Portal to seamlessly manage their entire 
DentaQuest patient base 


3. Administrative efficiencies to remove undue burdens on providers.  
4. Dental Advisory Committee - We believe it is important that providers understand we are 


accountable to them just as much as they are to us. Establishing a Dental Advisory Committee 
will ensure provider voices are heard. 


 
Each is discussed in greater detail below. 
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1. Local Support through In-state Provider Relations Representatives  
We have found that personalized service is critical to establishing and 
maintain a network of engaged providers. DentaQuest will hire two in-state 
Provider Relations Representatives – one to serve the needs of providers in 
each of the covered counties.  
 
We assign a Provider Relations Representative to each participating provider 
office location within the network: these representatives will be easy to reach 
by cell phone, office phone, email, fax, and mail. They will visit provider 
offices at least annually, but be available anytime a provider wishes to meet 
in person. Our providers across 30 states consistently cite having an assigned 
representative as one of the most important resources we offer.  
 
Our Provider Relations Representatives are out in the field, developing significant relationships with 
providers. They serve as a trusted business partner, helping providers keep their offices running at 
peak efficiency. Representatives are responsible for recruiting and training providers, negotiating 
contracts, and educating staff about the Provider Web Portal and other resources available to them. 
DentaQuest will ensure our Provider Relations Representatives establish relationships with Essential 
Community Providers in their region. They will also be responsible for conducting proactive, annual 
check-in visits to ensure continued satisfaction and support. 
 
Upon contracting, every office will be visited in person by the assigned Provider Relations 
Representative. This visit will serve as an introduction and as an opportunity for critical program 
training. The Provider Relations team will be available during normal business hours and will respond 
to voicemails, emails, and mail within one business day. Most of their time will be spent in the field, 
visiting Providers to help resolve issues, strengthen relationships, and provide training on the 
resources available to them.  
 


2. Provider Web Portal 
DentaQuest maintains a self-service Provider Web Portal built on the Salesforce platform that allows 
for the automated processing, adjudication, and correction of claims. All Nevada Dental Providers will 
be encouraged to sign up for the free portal.  
 
As a cloud-based system, Salesforce allows for flexible and secure internet access. The web portal is 
hardware agnostic, meaning users can access the portal using a variety of devices, including PCs, 
tablets and smartphones. Our web portal is fully integrated with our Windward claims system, 
extracting information directly in real time. Additionally, the web portal is HIPAA compliant and meets 
all statutory requirements found in 36 CFR § 1194.22 (web-based intranet and internet information 
and applications) to accommodate individuals who are blind or visually impaired.  
 
We consider our Provider Web Portal a key tool for Providers to manage all aspects of their 
participation with DentaQuest. The following list in Figure 3.6.D details the vast functionality of our 
portal:  
 
 







DentaQuest USA Insurance Company, Inc. 
Section 3: Technical Proposal 
Response to RFP 3290 for Dental Benefits Administrator 


58 | P a g e  


 


 
 
 
Figure 3.6.D DentaQuest’s Provider Web Portal Functionality 


 


 


Enrollment and contract management 


 Access all forms required to apply for the program 


 Submit application and supporting information 


 Receive and send information regarding incomplete or incorrect applications 


 Update information (address, specialties, languages spoken, ages served, etc.)  


 Access contract amendments 
 


 


Claims and authorizations 


 Check recipient eligibility and history  


 Submit claims and authorizations 


 Upload and submit authorization supporting documents (i.e. X-rays, forms, 
pictures) 


 Check status of authorizations and claims 


 Enroll in electronic funds transfer and view payment status 


 View explanation of benefits 


 Access and submit all forms required to enroll in EDI 


 Request electronic claims submission support 
 


 


Outreach support 


 Access a roster of recipients they have treated in the past who are due for age- 
appropriate services (sealants, fluoride treatments, etc.) 


 Run utilization reports (on self) 


 Log recipients who have broken appointments 


 Send reminders for scheduled appointments 
 


 


Customer service 


 Online chat with customer service and/or Provider Relations Representatives 


 Log complaints and appeals 


 Request assistance with billing or other program-related questions 


 Request an on-site visit from a Provider Relations Representative  


 Respond to annual customer service survey 


 Access Provider newsletters and other communications 


 Store various communication documents including bulletins, newsletters, forms, 
etc. 


 Provide communication preferences 
 


 


Training 


 View schedule and enroll in training seminars 


 Access training seminar materials 


 Access training webinars 


 Access training evaluations 
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All providers will be encouraged to sign up for our free Web Portal. In addition, our in-state Provider 
Relations Representatives will provide one-to-one training for offices.  


3. Administrative Efficiencies  
In a 2013 Pew Charitable Trust report, “In Search of Dental Care: Two Types of Dentist Shortages Limit 
Children’s Access to Care,” dentists cite burdensome administrative procedures as a primary reason for 
not joining Medicaid networks. We have heard first hand from Nevada providers on the existing 
barriers that make it difficult to participate in the Medicaid program. Having administered Medicaid 
programs for the past 23 years, DentaQuest is familiar with the administrative barriers faced by 
dentists participating in government-sponsored programs. One by one, we have eliminated these 
barriers – through advanced technology, service improvements, and giving dentists a say in how we 
conduct business with them. 
 
As listed in Figure 3.6.E, these include our Express Pass, Direct Deposit, Pre-Payment Review, Broken 
Appointment Program, and Dental Service Organization Concierge Program.  
 
 
Figure 3.6.E DentaQuest’s Provider tools and resources make it easier for Providers to serve recipients 


Tool/ 
Resource 


Description Key Features  Key Benefits 


Express Pass Gives providers who have 
demonstrated low clinical 
denial rates the ability to 
bypass authorization 
requirements for certain 
dental procedures 


 Providers with an 
authorization approval rate 
in excess of 95 percent 
could qualify to participate 
in this program  


 Non-financial provider 
incentive 


 Implemented on a CDT code 
by code basis  
 


 Offers providers timesaving 
and will ultimately positively 
impact the recipient 
experience. 


Direct Deposit Free, electronic, direct 
deposit 


 Deposits funds into 
provider accounts 
electronically 


 Publishes the remittance 
statement on the Provider 
Web Portal at the same 
time as the deposit 


 Free for all offices 


 Faster Provider 
reimbursement 


 Eliminates possibility of lost or 
stolen checks 


Pre-payment 
Review 


Allows providers the 
choice of submitting for 
pre-authorization or pre-
payment review on all 
services except hospital-
setting care 
 
Enables the provider to 
move forward with 
rendering services 
without the delay of a 
pre-authorization process 
 


 Outlines clinical criteria for 
authorizations in the 
Provider Manual, helping 
providers understand the 
exact criteria we would use 
to assess medical necessity 


 Offers peer-to-peer 
consultations with our 
dental consultants to help 
providers understand why a 
service was denied or to ask 
questions 


 Providers can perform the 
service immediately upon 
identifying the need  


 Recipients do not need to 
make a second trip to the 
office to receive their care 


 Pre-payment review maintains 
the same fiscal and program 
integrity afforded by the 
preauthorization process 
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Tool/ 
Resource 


Description Key Features  Key Benefits 


Broken 
Appointment 
Program 


An industry first, this 
program allows dentists 
to use our web portal to 
report recipients who 
missed their appointment 
 
Twice a month, we 
generate a report based 
on provider logs of 
missed appointments and 
contact recipients via 
text, email or automated 
call to reiterate the 
importance of keeping 
their appointment or 
calling to cancel at least 
24 hours ahead of time. 
We will also offer 
assistance in rescheduling 
the appointment 
 


 Applies preventive 
measures to ensure the 
recipient goes to their 
appointment including 
reminder calls, text 
messages, and emails as 
the recipient’s appointment 
approaches 


 Includes proactive 
education on the 
importance of keeping 
appointments as part of 
recipient educational 
materials 


 Delivers follow-up 
education if a recipient 
misses an appointment 


 Provides best practice 
information to dental 
offices that have been used 
successfully across other 
Medicaid programs 


 Furnishes a roster to the 
Provider with a list of 
recipients with missed 
appointments 


 Double dose of outreach and 
education from both 
DentaQuest and the provider 
will increase the likelihood of 
the recipient rescheduling 
their appointment.  
 


 Results: For one state agency 
client, there were 23,333 
recipients with broken 
appointments logged through 
the Provider portal in a single 
year. After outreach on the 
importance of keeping their 
appointment, 35.4 percent of 
targeted recipients went in for 
care within two months.  


 


Dental 
Service 
Organization 
Concierge 
Program 


Dental Service 
Organizations (often 
referred to as “large 
group practices, but also 
includes FQHCs and 
Essential Community 
Providers) are a key link 
to serving Medicaid 
populations as they 
typically maintain a 
number of locations 
across any given state 
and see a large 
percentage of Medicaid 
recipients.  
 


 Streamline process for new 
provider enrollments 


 Efficient process for 
requesting office updates 


 Pro-active outreach and 
assistance with re-
credentialing 


 Direct contact between 
DentaQuest’s Provider 
Operations department and 
the contact at the dental office 


 New applications as well as re-
credentialing is completed 
within 10 working days 


 New provider applications are 
only four pages in total 


 A single point of a contact for 
all other issues outside of 
enrollment and credentialing 
including but not limited to:  


 Claim Issues 


 Authorization issue 


 Requests for provider 
reports 


 
4. Dental Advisory Committee  
One of the first activities DentaQuest undertakes when it is awarded a Medicaid Dental Carve Out 
Contract is to establish a Dental Advisory Committee (DAC). The DentaQuest Nevada DAC will be 
comprised of key dental professionals that currently participate in the Medicaid dental program.  
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The Committee’s mission will be to provide DentaQuest with feedback and insight into the following: 
 


 Current state of the Nevada Medicaid dental program 


 Improvements that can be made to the administration of the program 


 Ideas to improve the oral health of Nevada recipients 


 Educational needs for recipients and providers 
 
We have established DACs in other states, and have found they have a tremendous impact on 
ensuring that providers are trained, engaged and satisfied with the Medicaid dental program. The 
Nevada DAC will meet four times per year; this is a volunteer committee with compensation for travel 
related expenses. We will use the feedback and insight gained in these meetings to guide ongoing 
network development efforts and facilitate an agile response to any issues that may arise during the 
term of the contract. They will also help us monitor the pulse of the dental community.  
 


3.6.1 – 3.6.2 ADOPT AND IMPLEMENT PRACTICE GUIDELINES 
The medical necessity criteria we use to make clinical decisions is formulated from information 
gathered from practicing dentists, dental schools, ADA clinical articles and guidelines, insurance 
companies, state requirements, and other dental-related organizations. The criteria are based on 
procedure codes as defined in the American Dental Association’s Code manuals, as well as the most 
current guidelines published by the American Academy of Pediatric Dentistry. When a procedure code 
requires review, DentaQuest will request from the provider and review specific documentation to 
support the medical necessity for that procedure. The documentation required is specified by generally 
accepted dental standards for medical review. The examples include radiographs, periodontal 
charting, treatment plans, or descriptive narratives. The criteria are designed as guidelines for medical 
necessity review and payment decisions, and are not intended to be all-inclusive or absolute. 
Additional narrative information is accepted in special situations. Our medical necessity criteria 
conform directly to each state’s requirements. In the case of Nevada, DentaQuest will consult the 
guidelines set forth by state statutes and regulations, the Title XIX and Title XXI State Plans, and other 
State policy and procedures, including the Medicaid Services Manual (MSM). 
 
Our Practice Guidelines will be outlined in detail in the Provider Policy and Procedure Manual. This 
document serves as the central resource for our networks and is considered an extension of the 
provider contract.  
 


3.6.3 NETWORK MANAGEMENT 
 
Primary Dental Care Site Responsibilities  
Research suggests that – regardless of geographic location, dental care delivery system, or cultural 
diversity of the population – having a consistent source of dental care is the strongest predictor of a 
dental visit in the past 12 months4. To promote better dental outcomes in Nevada, we will use our 
Dental Home Program Model to assign all recipients to a Primary Dental Care Site (PDCS). The 
American Academy of Pediatric Dentistry defines a Dental Home as “the ongoing relationship between 
the dentist and the patient, inclusive of all aspects of oral health care delivered in a comprehensive, 


                                                 
4 Evaluating the Effect of Usual Source of Dental Care on Access to Dental Services: Comparisons among Diverse Populations, Medical Care 
Research and Review, Vol. 56 No. 1, (March 1999) 
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continuously accessible, coordinated, and family‐centered way. Establishment of a Dental Home 
begins no later than 12 months of age and includes referral to dental specialists when appropriate.” 
 
A key component to solidifying the success of the Dental Home Model is to ensure every general and 
pediatric dental office is educated on their important role as a PDCS. Because the PDCS serves as the 
recipient’s initial point of contact with DentaQuest, we will provide initial and on-going training to 
every PDCS on the following topics: 


 Delivery of covered medically necessary, dental services and preventive services, including 
EPSDT screening services 


 Referrals for specialty care and other covered medically necessary services in the vendor 
benefit package 


 Continuity and coordination of the enrolled recipient’s dental care 


 Maintenance of a current Dental record for the enrolled recipient, including documentation of 
all services provided by the PDP, and specialty or referral services, or out-of-network services.  


 Guidelines for the management of acute dental trauma 


 Strategies for encouraging recipient participation, with a particular focus on parents or 
guardians of recipients 6 to 35 months of age. 


 


Monitoring PDCS to ensure Compliance with DentaQuest and Nevada Requirements 
DentaQuest uses a number of methods to ensure PDCS compliance with both our and the state 
agency’s requirements. We monitor and analyze the following information: 


 Provider adequacy – Appointment availability, appointment wait times, and after-hours 
surveys; performance measures and corrective actions, and Providers that did not meet 
credentialing review standards 


 Complaints and grievances – Formal, or written complaints, grievances, or appeals from 
providers or recipients addressing appointment availability, wait times, and after-hours 
adequacy 


 Provider and recipient satisfaction surveys – Gives insight into their experience with 
DentaQuest and the provider  


 Provider performance reports – We generate provider performance reports that provides a 
snapshot of key dental quality measurements by individual provider, such as placement of 
sealants and fluoride treatments, and provides each PDCS with actionable data to help 
increase quality of care and promote better outcomes. We also provide network averages so 
each provider can see how their performance compares with their peers. 


 
Essential Community Providers  
DentaQuest will negotiate in good faith to contract with all Essential Community Providers in Nevada 
who provide dental care, including: 


 A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) 


 The University Medical Center of Southern Nevada 


 The University of Nevada School of Medicine (UNSOM) 


 The University of Nevada, Las Vegas School of Medicine (UNLV SOM) 


 Division of Public and Behavioral Health (DPBH) 


 Division of Child and Family Services (DCFS) 


 Community Centered Behavioral Health Clinics (CCBHC) 


 County Child Welfare Agencies 
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We understand the important role these providers serve to ensure access to care for Medicaid and 
CHIP populations. To better understand some of the challenges of the current dental program, 
DentaQuest met with representatives from key Essential Community Providers including: 


 First Person Care Clinics 


 Nevada Health Centers 


 Community Health Alliance 
 
All of the Essential Community Providers will be invited to participate in DentaQuest’s Dental Service 
Organization Concierge Program. Because these groups are a key link to serving Medicaid and CHIP 
populations, we offer additional streamlined processes to ensure participating in our network is as 
easy as possible.  
 
As part of this program, the Essential Community Providers will have: 


 Streamlined process for new provider enrollments 
o New applications as well as re-credentialing is completed within 10 working days 
o New provider applications are only four pages in total 


 Efficient process for requesting office updates 


 Pro-active outreach and assistance with re-credentialing 


 Direct contact between DentaQuest’s Provider Operations department and the contact at the 
dental office 


 A single point of a contact for all other issues outside of enrollment and credentialing 
including but not limited to:  


o Claim Issues 
o Authorization issue 
o Requests for provider reports 


 


3.6.4 SUBCONTRACTORS 
DentaQuest understands that all Subcontracts, excluding network provider contracts but including 
delegation agreements, must be in writing, must be prior approved by the DHCFP, and must contain 
all applicable items and requirements as set forth in the DHCFP DBA Contract, as amended. 
DentaQuest will not delegate any item or requirement in the DHCFP DBA Contract to any 
subcontractor without the express, written approval of the DHCFP. We understand that our failure to 
obtain advance written approval of a Subcontract from the DHCFP will result in the application of a 
penalty equal to $25,000 for each incident. Without limitation the vendor must make all Subcontracts 
available within five business days of a request by the DHCFP. This includes but is not limited to 
administrative, technical and sub-contracted dental providers. 
 
DentaQuest further acknowledges that it has read, understands, and agrees to the entirety of Section 
3.6.4. 
 


3.6.5 ACCESS AND AVAILABILITY 
DentaQuest will maintain a network of dental providers that meet the following requirements: 


 Ensure Primary Dental Care Sites are not more than 25 miles from each recipient’s address 


 Have at least one full-time equivalent dentist per 1,500 recipients per geographic service area 


 Ensure at least 50 percent of network Primary Dental Providers accept eligible recipients at all 
times 
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 Provide access to all types of dental specialists for referrals with at least one specialist per 
1,500 recipients per geographic service area 


 
We ensure access and accessibility in a number of ways, including: 


1. Monitoring state access requirements for the proximity of care to ensure our network 
complies with mileage requirements and ratios of recipients to providers 


2. Monitoring the providers in our network to ensure compliance with appointment availability 
and office wait time standards 


3. Educating recipients about their benefits through welcome calls and other outreach efforts 
  


Monitoring State Access Requirements 
We will monitor network access, on an ongoing and recurring basis, throughout the life of the 
Contract to verify that covered services are available and accessible to recipients in compliance with 
the standards described in the RFP. Our network adequacy monitoring plan incorporates review of the 
following data sources to verify our network is accessible within the mileage requirements and meets 
the required recipient to provider ratio:  
 


 Geo Access Mapping – We monitor mileage requirements on a quarterly basis using a 
program developed by Quest Analytics, a leading software company designed specifically for 
network access and adequacy analysis. This geo-coding software program takes into 
consideration the participant addresses and provider location addresses. The end-user report 
(often referred to as a “Geo-Access report”) provides a snapshot of overall access, distances to 
the three closest providers, an access standard comparison and detailed access summary by 
county.  


 Quarterly Provider Listing – This report provides a snapshot of the current network. It includes 
the number of newly enrolled providers, accessibility of the network, credentialing statistics, 
terminations, and recruitment activities. The quarterly provider listing also shows the number 
of providers accepting new patients (open panels) and the number of providers accepting 
existing patients only (restricted panels). This report allows us to calculate the most accurate 
recipient to provider ratios. 


 Request a Dentist Report – This details the number of special provider requests made through 
our call center or Concierge Services team. These special requests are made when a recipient 
cannot readily locate a provider within the required mileage criteria, or if the recipient 
presents special needs. Analyzing this report helps us assess if there are specialty provider 
gaps in a certain area. 


 Provider Grievance Report – Trends in this report will allow for a deeper investigation to the 
root cause of the grievance, and if an action plan is required. The ultimate goal is to minimize 
provider terminations. 


 Quarterly Service Accessibility Survey – DentaQuest surveys offices on a quarterly basis to (a) 
verify the number of providers seeing new patients and their office capacities, and (b) ensure 
they are meeting appointment wait time standards. 


 


Monitoring Providers to Ensure Compliance with Appointment Availability and Office Wait 
Time Standards 
We understand that for Nevada, per RFP Section 3.6.5.8.B and C, providers must adhere to following 
appointment availability requirements: 
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Primary Dental Providers  Specialty Providers 


 Urgent care provided within 24 hours 


 Therapeutic and diagnostic care 
within 14 days  


 Routine or preventive care within six 
weeks 


 Referrals for specialty care no later 
than 30 days 


  Same day, emergency appointments 
within 24 hours of referral 


 Urgent care within 3 calendar days of 
referral 


 Routine care within 30 days of referral 


 
DentaQuest takes to following steps to ensure our network is aware of their responsibility to meet 
appointment availability and wait time requirements: 
 


1. We contractually obligate the provider to meet such requirements. Explicit language will be 
included in the Provider Contract. 


2. The appointment availability and wait time requirements will be listed in our Provider Policy 
and Procedure Manual. 


3. Our in-state Provider Relations team will educate all providers on the requirements during the 
initial in-person training visit.  


4. Requirements will be reiterated during any additional in-person visits.  
5. Periodic reminders on the requirements will be distributed to all providers through fax-blasts 


and our Provider Web Portal. 
 


Monitoring our Providers to Ensure Adherence and Compliance 
DentaQuest conducts quarterly verification surveys to determine if offices are complying with 
appointment availability requirements. 
 
Verification surveys are conducted by phone via a “secret shopper” method. DentaQuest contacts the 
office and asks when the next available appointment would be for the types of care listed above. If we 
learn the office is out of compliance with a specific requirement, the customer service representative 
will log this information into our customer service management system and route the issue to our 
Provider relations department. 
 
Quarterly surveys, in conjunction with monitoring recipient complaints and wait lists for covered 
services, allow us to keep a better pulse on the service recipients receive from our providers.  
 


When a Provider fails to Comply with Appointment Availability Standards  
If we identify a provider who fails to meet contractual access standards such as appointment 
availability, new patient acceptance, capacity to communication with all recipients, referral program 
guidelines, or after-hours coverage requirements, our local Provider Relations team will take action, to 
include: 


 For providers with no previous deficiencies – We mail a re-education letter to remind the 
provider about the contractual requirements and support the provider in his or her effort to 
correct the deficiency. 


 For providers with prior complaints or deficiencies – Provider Relations conducts in-person re-
education that is specific to the compliant or deficiencies, and tailored to meet the needs of 
that particular provider. 
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 For providers who fail to comply or refuse to discuss the deficiency – The provider will be 
required to accept and comply, within 30 days, with a corrective action plan that details 
improvement milestones to return to compliance. Once successfully completed, we will 
conduct a follow-up audit to verify continued compliance with standards.  


 If non-compliance continues – We may restrict new recipients assigned to the provider or 
terminate their Contract. 


 


Educating Recipients about their Benefits through Welcome Calls and Other Outreach Efforts 
As soon as DentaQuest receives information on a newly enrolled recipient, we will conduct an 
outbound welcome call. During this call, we will educate recipients about their dental benefits, how to 
access care and receive information on the importance of establishing a Dental Home. Other outreach 
efforts support this welcome call to ensure recipients understand: 


 How the dental program operates 


 The availability of Medically Necessary Covered Dental Services, benefit limitations, and any 
Value-Added services offered by DentaQuest 


 Dental Exams and preventive care 


 The importance of oral health, proper nutrition and the relationship between oral health and 
systemic/overall health 


 Oral health literacy 


 Non-Emergency Transportation for Medicaid Members 


 
Provider Terminations 
Keeping recipients connected to an actively enrolled, in‐network dentist is a top priority.  
We will provide written notice within 15 business days of termination to recipients who have received 
care from any terminated provider. Likewise, we will provide assistance in locating a new dentist that 
meets their individual needs either through interactions with a Recipient Services Representative, 
through our toll‐free telephone line, or through our on‐line Find‐a‐Dentist tool.  
 
Should DentaQuest decredential, terminate, or disenroll a provider, we will inform the DHCFP Provider 
Enrollment Unit within five business days. 
 


Notification of Significant Network Changes 
DentaQuest recognizes the importance of alerting the DHCFP when an unexpected change might 
impair its network provider. In the unlikely event a large-scale provider group terminates from the 
network or in the event of a natural disaster, DentaQuest will implement a methodical process to 
ensure the following goals are met:  


1. The DHCFP receives the proper notification in accordance with the RFP requirements  
2. Recipients receive the proper notification in accordance with the RFP requirements  
3. 100 percent of disrupted recipients receive a new permanent or temporary PDCS (depending on 


the situation)  
 


1. Notification of unexpected change that might impair its network the DHCFP  
DentaQuest will notify the DHCFP’s designated staff, within one business day, of any unexpected 
change that would impair its provider network. This notification will include: 


 Information about the nature of the change and how the change will affect the delivery of 
covered services 
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 DentaQuest’s plans for maintaining the quality of recipient care if the provider network 
change is likely to result in deficient delivery of covered services. 


 
DentaQuest will also notify the DHCFP of any change in its network that will substantially affect the 
ability of recipients to access services as soon as the change is known, or not later than 15 calendar 
days prior to the change. 
 
Our Nevada Medicaid/CHIP Operations Manager will be responsible for relaying this information.  
 


2. Notification to recipients affected by provider terminations  
When timely notice from the provider is received, DentaQuest will notify affected recipients to ensure 
they may experience continuity of care through a new PDCS assignment.  
 


3. Systems and policies used for continuity of care of members experiencing provider 
transitions  
In the event the recipient’s treatment is impacted as a result of the loss of a provider, the DentaQuest 
Recipient Service team will assist the recipient with continuation of care during the transition period. 
As appropriate, we will ask the terminating provider to complete all active treatment cases within 180 
days. All recipients in active treatment will be advised to contact DentaQuest for assistance in locating 
a new provider capable of performing the work.  
 
We will ensure both the recipient and the new provider have no “hoops” to jump through in order to 
receive or render care. For example, if the recipient’s care required prior authorization and the 
terminated provider had received the approval, we will automatically transfer the approval to the 
new provider.  
 
DentaQuest is committed to maintaining an adequate network with the ability to service the needs of 
all recipients and we are confident that no matter the situation, recipients will receive continuity of 
care.  
 
To that end, if DentaQuest’s Recipient Service team is unable to identify a new in-network provider 
within the required mileage standards, DentaQuest will arrange for a single case agreement with a 
nearby out-of-network provider to ensure the recipient receives timely care. 
 


3.6.6 PROVIDER CONTRACTS 
DentaQuest will draft a customized Provider Contract specifically to meet the requirements set forth in 
this RFP and additional stipulations as required by the DHCFP. Additionally, our Provider Contract will 
comply with all applicable federal and state laws, regulations, and requirements.  
 
DentaQuest’s Legal and Compliance department will draft the Provider Contract for Nevada; it is 
through this Contract we set our expectations and policy requirements for willing participating 
providers. We will submit a copy of our Provider Contract for review during Readiness Review, at 
request of the DHCFP or for any substantive revisions thereafter to the DHCFP for review and approval 
as required. 
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3.6.7 PROVIDER DIRECTORY 
Our Provider Directory complies with the requirements of RFP Section 3.6.7. Our directory is available 
both online and all new recipients will receive a copy of the directory in their New Member Welcome 
Packet as well. 
 
The Provider Directory is searchable online through our interactive Find-A-Dentist and is updated in 
real-time, which greatly exceeds the RFP requirement of monthly updates. Access through an easy‐to‐
find link on DentaQuest’s website, Find-A-Dentist allows users to search our most up‐to‐date Provider 
Directory using a variety of criteria including:  
 


 Zip code   


 Provider’s name   


 Office name   


 Gender   


 Specialty   


 Languages spoken at the office   


 Special needs capacities   
 
Search results include hours of operation, specialties, and details about the dentist and office. Users 
can also view practice limitations including whether the provider is willing to serve children and adults 
with special health care needs and whether the provider’s practice has age restrictions. Written 
instructions and map directions make it easy for the user to locate the office.  
 


 
Figure 3.6.F Search options on DentaQuest’s Find-A-Dentist online provider directory 


 
Information on our provider panel is kept up‐to‐date through phone calls with providers and office 
visits by provider relations staff. Any time there is an update, our Provider Operations team will 
update Windward to reflect the new information. As previously mentioned, these changes will be 
available in real-time via the Find-A-Dentist tool. 
 
As required by the DHCFP, DentaQuest will confirm the network adequacy and accessibility of its 
provider network and that when queried at least 90 percent of listed providers will confirm 
participation in our network.  


 
On a monthly basis, no later than the 10th day of the month, DentaQuest will submit to the DHCFP a 
list of all providers who have been enrolled and a list of all providers who have disenrolled, 
deactivated, terminated, decredentialed or been removed from the active provider enrollment in the 
previous month.  
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3.6.8 RECIPIENT COMMUNICATIONS 
DentaQuest places a strong emphasis on developing “low barrier” materials, meaning the materials 
are written at or below a sixth grade reading level, incorporate white space on the page, use graphics, 
emphasize cultural appropriateness, use bullet points, and use short sentences and paragraphs. To 
verify reading levels, we use Flesch‐Kincaid Grade readability tests to identify comprehension 
difficulty. It measures reading ease and the grade level of the written text. To demonstrate we meet 
reading level requirements, DentaQuest will provide readability tests to the DHCFP for recipient 
materials. DentaQuest will submit all proposed recipient communications to the DHCFP for approval 
prior to distribution.  
 


3.6.9 PROVIDER COMMUNICATIONS 
DentaQuest will submit all proposed provider communications to the DHCFP for approval prior to 
distribution.  
 


3.6.10 PROVIDER POLICY AND PROCEDURE MANUAL 
Fostering a collaborative partnership with providers is critical to the success of a network and a clear 
and comprehensive Provider Policy and Procedure Manual is an important element to that success. 
This Manual will serve as the cornerstone of our provider training and communication, will be easily 
accessible to anyone via our public website, and will offer an in-depth, systematic overview of topics, 
as required by RFP Section 3.6.10.2.  
 
The Manual is divided into two sections; for Nevada the: 


 Front end will contain rules, regulations, criteria, and forms specific to the Nevada dental 
program.  


 Back end will contain the benefit tables, lists each covered benefit (CDT code), describe the 
code, provide age limitations, list teeth covered, state if authorization is required or not, detail 
any benefit limitations, and outline any documentation that may be required with the claim or 
authorization.  
 


Developing the Provider Policy and Procedure Manual 
We have created Provider Policy and Procedure Manuals in each of the 30 states where we administer 
dental benefits. Through this wide-reaching experience, we have built a streamlined and effective 
process for developing the manual that is summarized as follows: 


 Upon contracting with the state, our Nevada Medicaid/CHIP Operations Manager will obtain 
and document the finalized benefit requirements from the DHCFP.  


 The Nevada Medicaid/CHIP Operations Manager creates the front end of the Provider Manual 
pursuant to our Contract, and incorporates all relevant laws, guidelines, and regulations. We 
start with a base template to create the state specific content and forms found in the front end 
of the Manual.  


 We then commence development of the back end of the Manual. This includes determining 
how many exhibits will be needed because each exhibit is designed to highlight the benefits 
for specific age groups. For example in Nevada, we anticipate there will be one exhibit for the 
child benefit, one exhibit for the adult benefit and one exhibit for the pregnant women 
benefit. The details used to populate the benefit tables in the back end are determined during 
the implementation phase, will be the result of discussions with the DHCFP, and be subject to 
the DHCFP approval.  
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 Once the front and end back end are complete, we assemble and distribute to the account 
management for review and approval. Upon the DHCFP and the Nevada Medicaid/CHIP 
Operations Manager’s approval, we will post the Manual to DentaQuest’s internal shared 
drive.  


 The Nevada Medicaid/CHIP Operations Manager will notify and distribute the complete 
Provider Manual to all necessary internal departments (Recipient Services, Provider Relations, 
Claims, Utilization Management, etc.).  


 The Manual is then posted to the Provider Web Portal. 
 


The Manual will act as an extension of our Provider Contracts and include everything Nevada 
providers need to know about participating with DentaQuest. Figure 3.6.G gives examples of the 
topics included in the Manual. 
 
Figure 3.6.G The DentaQuest Nevada Provider Policy and Procedure Manual will covers everything our providers need to know to serve 
recipients 


Topic Category Specific content included 


General Provider 
Information 


 Key contact information, including addresses and telephone number  


 Statement of provider rights and responsibilities 


 NPI Requirements 


 Credentialing criteria  


Covered Benefits  Detailed description of covered benefits, including age and benefit limitations and 
medical necessity guidelines for all dental procedures 


 Eligibility verification procedures 


 Coordination of benefits and third-party liability 


Claim 
Administration 


 Claims process overview from start to finish 


 Claims submission requirements including methods to submit claims electronically 
at no charge to the provider 


 Claims adjudication and payment processes, including direct deposit payment to 
providers 


 Collection of payments for non-covered services 


 ADA claim form and instructions, billing requirements, and required forms 


 Instructions on timely filing limits 


Utilization 
Management 


 Process for billing dental care in a hospital setting 


 Prior authorization request submission and tracking 


 Provider Fraud, waste, and abuse overview 


 Reconsideration process for all denied cases and down-coded prior authorization 
decisions 


Compliance  Process for filing recipient and provider reconsideration requests and appeals 


 Complaints and grievances process for Nevada recipients 


Forms and 
reference 
documents 


 ADA claim form and instructions 


 Provider appeal form 


 HIPAA 837 dental companion guide 


 Dental record forms, including documentation of children’s nutritional deficiencies 
and 


 Speech and hearing evaluation reports 


 Billing requirements and required forms 


 Agreement to pay non-covered services form 


 Dental periodicity schedule 
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Distributing the Provider Policy and Procedure Manual 
DentaQuest will provide a copy of the Manual to each 
provider upon recruitment into the network. Providers 
can also request a printed copy at any time by: 
 


 Emailing us at: 
NetworkDevelopment@DentaQuest.com 


 Contacting the local Nevada Provider Relations 
Representative 


 Calling DentaQuest’s Provider Relations Service 
line at 855.873.1283 


 
We notify providers about program changes through 
bulletins distributed via fax, email, or letter. To ensure 
transparency and visibility of information, the most up-
to-date version of the Manual can be accessed online at 
www.dentaquest.com/nv/dentists/ 24/7/365 – by 
providers, recipients, and the public.  
 


Provider Workshops 
Processes, benefits, and technology associated with 
Medicaid programs are in constant flux; education and training for the dentist offices must keep pace. 
With this in mind, our education and training plan is multi-faceted and ongoing throughout the life of 
the Contract as illustrated in Figure 3.6.H. 
 
DentaQuest’s comprehensive training program exceeds the RFP requirement of conducting annual 
provider workshops by offering training multiple times per year. In addition, DentaQuest’s provider 
training program actually begins before a provider is even enrolled. It is described in detail below. 
 


Pre-Enrollment Training 
When DentaQuest enters a new Medicaid dental market, we establish a “front-end” training program 
for provider groups to introduce ourselves as the new administrator, help establish a solid working 
relationship with the network, and review and explain the support services available to them.  
 
For example, in Nevada, we would offer a series of in-person and web-based comprehensive 
introductory sessions throughout the state to ensure as much provider participation as possible. 
Attendance is typically robust at these sessions, and they are supported and amplified through: 
 


 Biweekly webinars throughout the introductory month 


 One-on-one personal office visits to key providers 


 Review of DentaQuest policies and procedures to all providers 


 Targeted provider group seminars 
 


New Provider Training 
Frequency: Provided within 30 days of Contracting 
Once an office has been approved to be an in-network provider the Provider Relations team will 
provide our initial provider training.  


Figure 3.6.H Provider training and education to ensure 
Providers are equipped to serve recipients 



mailto:NetworkDevelopment@DentaQuest.com

http://www.dentaquest.com/nv/dentists/
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This training will give the office a detailed review of important topics including: 
 


 The role of the Dental Home/PDCS  


 A description of the pre-authorization process 


 How to handle billing or claims issues 


 How to use the DentaQuest Provider Policy and Procedure Manual 


 Provider Web Portal set up and training 


 How to submit electronic claims  


 How to sign up for direct deposit payments 
 
We also verify the accuracy of all office demographic information. 
 


Ongoing Provider Workshops 
Frequency: Offered at least quarterly in person or via webinar 
Providers will receive ongoing training opportunities that – depending on the provider’s needs and 
preference – will be held either online or in person. These training sessions:  
 


 Reinforce common processes: claims processing, appeals, authorizations, billing codes 


 Explain program or policy changes 


 Highlight practice guidelines for preventive oral health consistent with professional 
recommendations regarding the periodicity of dental services 


 Focus on utilization management and Medicaid issues to ensure that all providers are 
appropriately trained on clinical criteria set forth for covered benefits and authorization 
policies and procedures 


 Review top billing mistakes for the network: reports are run to identify the most denied types 
of services and training covers why providers receive said denials and how to avoid denials 
moving forward (i.e. check recipient history, eligibility, coding issues, missing information on 
claim/authorizations, etc.) 


 Cultural competency training which would include linguistic, cultural, and special needs 
training is also delivered to the provider network  


 
Following the training, we post the presentation and materials to our Provider Web Portal for ease of 
reference. We include the link to these materials in email correspondence to Providers and our 
Provider Relations Representatives will direct providers to relevant or needed trainings on a recurring 
basis.  
 
We offer education materials and quick reference guides to help dental offices stay up-to-date with 
industry best practices. Any changes or updates to the program are communicated to providers with 
at least 30 days’ notice prior to the change. If the change is substantial, Provider Relations will host 
ad-hoc trainings with the network so they are fully prepared to implement the upcoming changes. 
 
Providers will learn about the latest news from our provider newsletter on a regular basis. The 
newsletter will contain information on everything from updates on new policies and procedures to 
reminders about preventing Fraud, Waste and Abuse.  
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Targeted Provider Training 
As needed, DentaQuest will tailor training and education efforts to the specific needs of a provider or 
office. For example, if a provider is under audit or subject to a corrective action plan, the Provider 
Relations Representative will target the training to address – and correct – the specific issue. The 
Representative may run reports or random audits following the training to ensure that the issue has 
been corrected.  
 


3.6.11 NETWORK MAINTENANCE 
DentaQuest is prepared to meet all network maintenance requirements outlined in this section 
including initial and ongoing credentialing; adding, deleting and periodic contract renewal; provider 
education; and discipline/termination.  
 
For more information, please refer below to each specific section of our response where we address 
key requirements: 


 Initial and ongoing credentialing (see our response to Section 3.9.15) 


 Adding, deleting, and periodic contract renewal (see our response to Section 3.6.6) 


 Provider education (see our response to Section 3.6.10) 


 Discipline/termination, etc. (see our response to Section 3.6.5) 
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3.7 DENTAL RECORDS 
3.7.1 Complete dental records shall be maintained by the vendor’s contracted providers, for each enrolled recipient in 
accordance with this RFP. The records shall be available for review by duly authorized representatives of the State and CMS 
upon request. 
 
3.7.2 The vendor shall have written policies and procedures to maintain the confidentiality, accessibility and availability, record 
keeping, and record review process for all dental records. Not more than ten (10) calendar days after submitting a request, the 
State shall have access to a recipient’s dental record, whether electronic or paper, and has the right to obtain copies at the 
vendor’s expense. 
 
3.7.3 The recipient’s dental record is the property of the provider who generates the record. The vendor shall assist the 
recipient or the parent/legal guardian of the recipient in obtaining a copy of the recipient’s dental records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon receipt of such a request but not more than 
thirty (30) calendar days from the date of request. Each recipient or parent/legal guardian of the recipient is entitled to one (1) 
free copy of the requested dental records. The fee for additional copies shall not exceed the actual cost of time and materials 
used to compile copy and furnish such records. 
 
3.7.4 When an enrolled recipient changes primary care providers and/or health plans, the vendor’s contracted provider must 
forward all dental records in their possession to the new provider within ten (10) business days from receipt of the request. 


 
 


3.7.1 DENTAL RECORD 
DentaQuest understands the importance of ensuring its provider networks maintain accurate and 
complete dental records for each recipient. We outline our expectations for appropriate dental record 
maintenance in our Provider Policy and Procedure Manual. For example, we typically include the 
requirements outlined in Figure 3.7.A around the organization, content and compliance in the Provider 
Policy and Procedure Manual. 
 
Figure 3.7.A Provider Requirements for Dental Records 
Organization 
  


1. The record must have areas for documentation of the following information: 
a. Registration data including a complete health history. 
b. Medical alert predominantly displayed inside chart jacket. 
c. Initial examination data. 
d. Radiographs. 
e. Periodontal and Occlusal status. 
f. Treatment plan/Alternative treatment plan. 
g. Progress notes to include diagnosis, preventive services, treatment rendered, and medical/dental 
consultations. 
h. Miscellaneous items (correspondence, referrals, and clinical laboratory reports). 


 
2. The design of the record must provide the capability or periodic update, without the loss of documentation of 
the previous status, of the following information. 


a. Health history. 
b. Medical alert. 
c. Examination/Recall data. 
d. Periodontal status. 
e. Treatment plan. 


 
3. The design of the record must ensure that all permanent components of the record are attached or secured 
within the record. 
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4. The design of the record must ensure that all components must be readily identified to the patient, (i.e., 
patient name, and identification number on each page). 


 
5. The organization of the record system must require that individual records be assigned to each patient. 
 
Content  
The patient record must contain the following: 
1. Adequate documentation of registration information which requires entry of these items: 


a. Patient’s first and last name. 
b. Date of birth. 
c. Sex. 
d. Address. 
e. Telephone number. 
f. Name and telephone number of the person to contact in case of emergency. 
g. Information regarding the primary language of the enrollee. 
h. Information related to the member’s needs for translation services. 


 
2. An adequate health history that requires documentation of these items: 


a. Current medical treatment. 
b. Significant past illnesses. 
c. Current medications. 
d. Drug allergies. 
e. Hematologic disorders. 
f. Cardiovascular disorders. 
g. Respiratory disorders. 
h. Endocrine disorders. 
i. Communicable diseases. 
j. Neurologic disorders. 
k. Signature and date by patient. 
l. Signature and date by reviewing dentist. 
m. History of alcohol and/or tobacco usage including smokeless tobacco. 
n. Summary of significant surgical procedures. 
o. Treating provider’s signature and/or initials must be documented on each date of service. 
p. Treating provider’s signature and/or initials must contain the profession designation (e.g. DDS, DMD, 
RDH, CDA). 
 


3. An adequate update of health history at subsequent recall examinations which requires documentation of 
these items: 


a. Significant changes in health status. 
b. Current medical treatment. 
c. Current medications. 
d. Dental problems/concerns. 
e. Signature and date by reviewing dentist. 
 


4. A conspicuously placed medical alert inside the chart jacket that documents highly significant terms from 
health history. These items are: 


a. Health problems which contraindicate certain types of dental treatment. 
b. Health problems that require precautions or pre-medication prior to dental treatment. 
c. Current medications that may contraindicate the use of certain types of drugs or dental treatment. 
d. Drug sensitivities. 
e. Infectious diseases that may endanger personnel or other patients. 
 


5. Adequate documentation of the initial clinical examination which is dated and requires descriptions of 
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findings in these items: 
a. Blood pressure. (Recommended) 
b. Head/neck examination. 
c. Soft tissue examination. 
d. Periodontal assessment. 
e. Occlusal classification. 
f. Dentition charting. 


 
6. Adequate documentation of the patient’s status at subsequent Periodic/Recall examinations which is 
dated and requires descriptions of changes/new findings in these items: 


a. Blood pressure. (Recommended) 
b. Head/neck examination. 
c. Soft tissue examination. 
d. Periodontal assessment. 
e. Dentition charting. 
 


7. Radiographs which are: 
a. Identified by patient name. 
b. Dated. 
c. Designated by patient’s left and right side. 
d. Mounted (if intraoral films). 
 


8. An indication of the patient’s clinical problems/diagnosis. 
 


9. Adequate documentation of the treatment plan (including any alternate treatment options) that specifically 
describes all the services planned for the patient by entry of these items: 


a. Procedure. 
b. Localization (area of mouth, tooth number, surface). 


 
10. An adequate documentation of the periodontal status, if necessary, which is dated and requires charting of 
the location and severity of these items: 


a. Periodontal pocket depth. 
b. Furcation involvement. 
c. Mobility. 
d. Recession. 
e. Adequacy of attached gingiva. 
f. Missing teeth. 
 


11. An adequate documentation of the patient’s oral hygiene status and preventive efforts which requires entry 
of these items: 


a. Gingival status. 
b. Amount of plaque. 
c. Amount of calculus. 
d. Education provided to the patient. 
e. Patient receptiveness/compliance. 
f. Recall interval. 
g. Date. 
 


12. An adequate documentation of medical and dental consultations within and outside the practice which 
requires entry of these items: 


a. Provider to whom consultation is directed. 
b. Information/services requested. 
c. Consultant’s response. 
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13. Adequate documentation of treatment rendered which requires entry of these items: 


a. Date of service/procedure. 
b. Description of service, procedure and observation. Documentation in treatment must contain 
documentation to support the level of American Dental Association Current Dental Terminology code 
billed as detailed in the nomenclature and descriptors. Documentation must be written on a tooth basis 
for a per tooth code, on a quadrant basis for a quadrant code and on a per arch basis for an arch code. 
c. Type and dosage of anesthetics and medications given or prescribed. 
d. Localization of procedure/observation. (tooth #, quadrant etc.) 
e. Signature of the Provider who rendered the service. 


 
14. Adequate documentation of the specialty care performed by another dentist that includes: 


a. Patient examination. 
b. Treatment plan. 
c. Treatment status. 
 


Compliance 
 
1. The patient record has one explicitly defined format that is currently in use. 
 
2. There is consistent use of each component of the patient record by all staff. 
 
3. The components of the record that are required for complete documentation of each patient’s status and care 
are present. 
 
4. Entries in the records are legible. 
 
5. Entries of symbols and abbreviations in the records are uniform, easily interpreted and are commonly 
understood in the practice. 


 
All of these requirements can be altered and customized to meet any Nevada-specific requirements as 
defined by the DHCFP. 
 
In addition to outlining our expectations of the dental record, we also contractually obligate providers 
to a number of stipulations tied to the dental record. Figure 3.7.B includes the standard language 
included in all provider contracts.  
 
Figure 3.7.B Contractual requirements pertaining the dental record 


Participating Practice hereby acknowledges and agrees to: 
 
1. Maintain adequate dental/medical, financial and administrative records related to Covered Services rendered 
by Participating Practice and all Providers in accordance with Federal and State law and any all regulatory 
policies. 
 
2. Safeguard all information about Members according to applicable state and federal laws and regulations. All 
material and information which is provided to or obtained by or through Participating Practice or Provider’s 
performance under this Agreement, whether verbal, written, tape, or otherwise, shall be regarded as 
confidential information to the extent confidential treatment of such material and information is provided for 
under State and Federal laws. Neither Participating Practice nor Provider shall use any information so obtained 
in any manner except as necessary for the proper discharge of his/her obligations and securement of his/her 
rights under this Agreement. Participating Practice and all Providers agree to comply with the requirements of 
the Health Insurance Portability and Accountability Act (“HIPAA”) relating to the exchange of information and 
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shall cooperate with DentaQuest and Plan in efforts to ensure compliance with the privacy regulations 
promulgated under HIPAA and other related privacy laws. Participating Practice, Providers and DentaQuest 
acknowledge that the activities conducted to perform the obligations undertaken in this Agreement are or may 
be subject to HIPAA, as well as the regulations promulgated to implement HIPAA. Participating Practice, 
Providers and DentaQuest agree to conduct their respective activities, as described herein, in accordance with 
the applicable provisions of HIPAA and such implementing regulations. Participating Practice, Providers and 
DentaQuest further agree that, to the extent HIPAA, the regulations promulgated thereunder, or the regulations 
governing the Medicare Advantage programs (42 C.F.R. §§ 422.1 et. seq.) require amendments hereto, 
Participating Practice, Providers, and DentaQuest shall conduct good faith negotiations to amend this 
Agreement. Provider shall maintain adequate dental/medical, financial and administrative records related to 
covered dental services rendered by Participating Practice or Providers in accordance with Federal and State law. 
 
3. Cooperate and provide Oversight Entities with access to each Member’s dental records for the purposes of 
quality assessment, service utilization and quality improvement, investigation of Member complaints or 
grievances or as otherwise is necessary or appropriate subject to HIPAA and any and all pertinent laws. 
 
4. Provide information and data, including, but not limited to, encounter, utilization, referral and other data, 
that Oversight Entities may request.  
 
5. Provide, at no cost to the Member or the Member’s new or different dental provider, a copy of all Members’ 
dental/medical records. Upon written consent by a Member, Participating Practice agrees to transfer the 
information in such Member’s health care records to the person specified by the Member at no charge. 
 
6. That any and all Member records will be maintained for a period not less than the minimum required by State 
or ten (10) years, whichever is longer, and shall allow access to said records for review or audit upon request.  
 
7. Provide Oversight Entities, including but not limited to any state department of social services, the Attorney 
General of the United States or a state in which Participating Practice operates, any fraud agency, DHHS, CMS 
(or its designees), the Comptroller General of the United States (or its designees), and/or their duly authorized 
representatives with access to any books, documents, papers and records which are related to this Agreement 
for the purpose of any audit, investigation, or examination; provided, however, all laws relating to a members 
privacy shall be followed regarding such disclosures. 
 
8. Allow duly authorized agents or representatives of Oversight Entities, during normal business hours and other 
reasonable times, access upon demand to Participating Practice’s premises to inspect, audit, monitor or 
otherwise evaluate the performance of Participating Practice under this Agreement, including auditing claims 
submissions, evaluating and determining on a concurrent or retrospective basis the necessity or appropriateness 
of services provided to Members, evaluating through inspection or other means, the quality, appropriateness 
and timeliness of services provided under this Agreement, and pursuant to quality management programs or 
peer review programs. Participating Practice shall produce all records, including copies of medical records, 
requested as part of such review or audit without charge. In the event right of access is requested under this 
paragraph, Participating Practice shall, upon request, provide and make available staff to assist in the audit or 
inspection effort, and provide adequate space on the premises to reasonably accommodate personnel 
conducting the audit or inspections effort. All inspections or audits shall be conducted in a manner as will not 
unduly interfere with the performance of Participating Practice’s activities. Oversight entities shall comply with 
applicable laws and regulations, including those pertaining to privacy and confidentiality, with respect to such 
information. 
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3.7.2 CONFIDENTIALITY AND ACCESS TO RECORDS 
DentaQuest maintains written policies and procedures to maintain the confidentiality, accessibility 
and availability, record keeping and record review process for all dental records. Such policies and 
procedures can be altered to incorporate any Nevada-specific requirements to ensure compliance. 
 
Should the State request recipient dental records, DentaQuest will directly coordinate this with the 
applicable provider office(s). All such requests will be completed within 10 calendar days after the 
State submits the request. DentaQuest will bear any such expenses pertaining to the dental record 
copies.  
 


3.7.3 PATIENT ACCESS TO RECORDS 
As per the provider contract, the dental office is contractually obligated to provide, at no cost to the 
recipient a copy of all dental/medical records. Upon written consent by a recipient (or 
parent/guardian), the provider agrees to transfer the information in such recipient’s health care 
records to the person specified by the recipient at no charge. Nevada providers will be required to 
provide a copy of the record within 30 calendar days from the date of request.  
 
If the recipient or recipient’s parent/guardian is having difficulty obtaining the record from the 
provider, DentaQuest’s Provider Relations Representative will contact the office to help facilitate the 
request.  
 


3.7.4 FORWARDING DENTAL RECORDS 
As per the provider contract, the dental office is contractually obligated to provide, at no cost to the 
recipient or the recipient’s new or different dental provider, a copy of all dental/medical records to the 
new or different dental provider. Nevada providers will be required provide a copy of the record within 
10 business days from the date of request.  
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Kristen Scott, RN 
Director of Quality Assurance 


3.8 QUALITY ASSURANCE STANDARDS 
 3.8.1 Overview 


3.8.2 Quality Measurements 
3.8.3 Plan of Correction (POC) Procedure 


 


3.8.1 OVERVIEW 
If selected to serve as a vendor for the Nevada Dental Program, DentaQuest understands its role will 
be to ensure accessibility and availability to appropriate dental care, provide for continuity of care, 
and provide quality care to enrolled recipients. DentaQuest will work collaboratively with the DHCFP 
and the EQRO in all quality monitoring and evaluation activities.  
 
DentaQuest’s Nevada Medicaid/CHIP Operations Manager, in 
partnership with our Director of Quality Assurance Kristen Scott, RN, 
will be the designated lead persons to work with the DHCFP on 
quality management. Kristen is a goal-driven, versatile, and 
compassionate professional, offering extensive experience in diverse 
areas of the healthcare industry, including outpatient, inpatient, and 
managed care. She is knowledgeable of all facets of health program 
development, direct patient care, Six Sigma/Rapid Cycle 
Improvements, health services, strategic protocol development, and 
staff coordination. Kristen is adept at implementing initiatives and 
improvements to effectively manage and promote health. She is 
known for leading the improvement of metrics indicative of optimal 
health and evidence-based medicine. Kristen has 11 years of quality 
experience and nine years’ experience of direct patient care as a 
registered nurse. 
 
We understand that by virtue of the DHCFP’s contract with the EQRO and the federal regulations 
which set forth the State’s mandates for an EQRO, DentaQuest will be required to provide reporting 
data beyond that stipulated in this section. We will participate in those additional EQRO activities as 
assigned and required by the DHCFP. Other states, including Texas and Tennessee have employed 
EQROs such as Health Services Advisory Group (HSAG) and Q-Source to conduct audits on a number of 
aspects of DentaQuest’s services provided to Medicaid program recipients, so we are fully accustomed 
to complying with EQRO audits.  


 


3.8.2 QUALITY MEASUREMENTS 
DentaQuest is accustomed to reporting on a variety of quality measurements to its state agency 
clients. Moreover, our clinical experts have been on the forefront of developing quality measures 
specific for dental. In 2010, the American Dental Association formed the Dental Quality Alliance (DQA) 
committee to establish cost and quality performance measures for dentistry at the request of CMS. 
The mission of the DQA is to advance performance measurement as a means to improve oral health, 
patient care and safety through a consensus-building process. The DQA is developing evidence-based 
oral health performance measures that will ultimately be used nationwide. While quality standards 
for medical care have been around for decades, prior to the formation of DQA, no such consistent 
national standards existed for dental care.  
 
DentaQuest’s Chief Dental Officer, and President of the DentaQuest Institute, Robert Compton, DDS, 
was one of five nationally recognized experts who was invited to sit on the Dental Quality Alliance 
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Performance Measurement Development and Maintenance committee. Dr. Compton and the four 
other dental experts were responsible for designing, rigorously testing and validating the 10 pediatric 
oral health care quality measures in Figure 3.8.A. 
 


Figure 3.8.A Ten pediatric oral health care quality measures 
Purpose Dental Quality Alliance Measure 


Evaluating utilization Use of services* 
 Preventive services 
 Treatment services 


Evaluating quality of care Oral evaluation* 
 Topical fluoride intensity* 
 Sealant use in 6-9 year olds* 
 Sealant use in 10-14 year olds* 
 Care continuity 
 Care continuity - usual source of services 


Evaluating cost Per-member per-month cost 
 *Measure has been endorsed by the National Quality Forum 


 
In addition to reporting on the measures outlined above, DentaQuest is required to submit dental 
encounter data that complies with the Annual EPSDT Participation Report (form CMS-416) parameters 
required by the Centers for Medicare and Medicaid Services (CMS) to eight states. DentaQuest has 
built an internal report that uses official Annual EPSDT Participation Report logic to generate all 
pertinent dental measures that will help us analyze our performance against the DHCFP goals. Please 
see Figure 3.8.B for a sample. 
 
Figure 3.8.B Annual EPSDT Participation Report


 
 
DentaQuest is also required by the majority of its clients to produce the National Committee for 
Quality Assurance’s (NCQA) Healthcare Effectiveness Data and Information Set (HEDIS) Annual Dental 
Visit report for Medicaid dental programs.  
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The Annual Dental Visit measures the percentage of Medicaid recipients 2-21 years of age with dental 
benefits who had at least one dental visit during the measurement year. This report takes into account 
all covered CDT codes. This report can be generated at any time on demand through our enterprise 
reporting services. Please see Figure 3.8.C for a sample HEDIS report.  
 
Figure 3.8.C HEDIS Annual Dental Visit Report 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
No matter the requirements of the Nevada Quality Strategy, DentaQuest is prepared to implement 
programs to meet the state’s goals, and regularly report on our progress.  
 


DentaQuest’s Plan to Increase the Dental Participation Rate   
One of the most crucial elements in measuring quality is how accessible is care to recipients. Data 
must be supplied in a forthright manner to answer key questions such as:  


 Access to care – How well did the DBA provide access to needed care? What 
percentage of adults and children saw providers for routine or preventive care? 


 Did provider participation within the network increase or decrease? 
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 Is there adequate care available for specialty care such as endodontists, periodontists, 
etc.?  


 Prevention and screening – What percentage of recipients had screenings? 


 What percentage of pregnant women had proper dental care? 


 
DentaQuest has extensive experience in developing plans that produce measureable outcomes. What 
distinguishes us from other dental administrators is our ability to demonstrate repeatable success 
methods across multiple states. 


 
Goal 
We are prepared to assist the state of Nevada increase the dental participation to be greater than or 
equal to the national average for EPSDT dental screenings through an aggressive education and 
outreach plan. The current national average for FY 2015 is 47.48 percent; the state of Nevada is 
significantly lower at 38.63 percent. 
 
To demonstrate our success in increasing utlization of dental services, please refer to Figure 3.8.D 
highlights the top ten states with the highest utlization rates of dental services among Medicaid 
children. DentaQuest adminstered dental benefits for four of the ten states with the highest utilization 
rates in 2015. In Maryland, Massachuestts and Colorado, DentaQuest was the single Contractor of the 
state’s Medicaid dental program in 2015. In Texas, we co-adminster the program. We look forward to 
assisting the state of Nevada achieve similar results for its Medicaid Dental Program.  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


Figure 3.8.D 
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Figure 3.8.E DentaQuest’s Recipient-Centered Experience Continuum 


Strategy  
DentaQuest places a strong emphasis on 
person-centered, integrated care to 
improve health outcomes, overall 
wellness, and conserve program 
resources. To accomplish this, we believe 
it is vital that all services and interactions 
with the member are unified and work in 
tandem. Figure 3.8.E is a schematic of 
DentaQuest’s programs to enhance the 
recipient experience and improve oral 
health. There are three core components 
to DentaQuest’s Recipient-Centered 
Experience continuum – the first is how 
we welcome new recipients into the 
program, ensuring they understand their 
benefits and how to access care; the 
second is the ongoing outreach and 
education necessary to empower 
recipients to improve their oral health; 
and lastly, six Value Added Services. 
 


Holistic Approach 
Our Outreach and Education Programs 
are designed to address the entire continuum of 
oral health development and encompasses six specific  
programs and strategies for increasing awareness of dental care, availability of dental benefits, and 
increasing utilization of preventive dental services for the EPSDT-eligible population. 


1. Health Promotion and Education Programs 
a. Regionally located and regularly schedule outreach activities 
b. Cultural Ambassador Program 
c. Direct-to-Recipient outreach 


2. Kids’ Korner Website 
3. Healthy Beginnings 
4. Preventistry® 
5. Non-Compliant Outreach 
6. Broken Appointment Outreach 


 
Each program is described in more detail in Figure 3.8.F. 
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Figure 3.8.F DentaQuest’s Recipient Outreach and Education Program 


1. Health Promotion and Education Programs 


 
As required in Section 3.3.4 of the RFP, DentaQuest will develop a  
comprehensive Health Promotion and Education Program inclusive of the following topics: 
 
o How the dental program operates 
o Medically Necessary Covered Dental Services, benefit limitations, and any Value-Added 


services offered by DentaQuest 
o Dental Exams and preventive care 
o The importance of oral health, proper nutrition and the relationship between oral health and 


systemic/overall health 
o Oral health literacy 
o Non-Emergency Transportation for Medicaid Members 


 


Regionally Located and Regularly Scheduled Outreach Activities  


 


 
 
 
 
 


DentaQuest will conduct regionally located and regularly scheduled outreach activities to 
inform members about the availability of dental services and to significantly increase the 
number of children receiving services. This is a core component of other successful Health 
Promotion and Education efforts we have implemented in other states.  
 
We often partner with existing health plans providing medical services for the Medicaid 
population. In the case of Nevada, we understand that the Aetna, Anthem/Amerigroup, 
Centene and United Healthcare provide medical services on behalf of the DHCFP. 
DentaQuest has worked with all four of these health plans currently or in the past and is 
confident we can develop mutually beneficial relationships with the local entities to 
promote oral health and education. 
 
Additionally, we will target health fairs and other community events throughout the 
counties such as:  


 Touro University Nevada Health Fair 


 Nevada State Health Division's free health fair: Where Information and 
education on topics including diabetes, tobacco cessation, mammograms and 
nutrition will all be made available to the public 


 Healthy Kids, Happy Kids health fair in Carson City. 


 Public Health Fair at UNLV 
 
We’ve also found that partnering with county housing authority events for their 
communities has been beneficial in reaching the Medicaid population and plan to reach 
out to the Housing Authority of the City of Reno (serving Washoe County) and the 
Southern Nevada Regional Housing Authority (serving Clark County) to participate in 
their community events.  
 
And finally, partnering with local WIC and Head Start Programs have also proved to be 
the perfect venue to participate in regionally and regularly scheduled outreach activities. 
Our partnerships with these groups go beyond simply attending health fairs – we 
frequently present to parents and children alike on the Medicaid dental program, how to 
access care and the importance of good oral health habits at an early age. This is just a 
small representation of our total planned community events schedule.  
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Cultural Ambassador Program 


 
 


Through our Cultural Ambassador Program, DentaQuest will appoint and train 
community partners to become cultural ambassadors, across the state, to serve as 
representatives of the Nevada Medicaid Dental program in communities that have 
historically experienced barriers to care. This program respects and honors the different 
ways diverse populations prefer to receive information and referrals for health care 
services, with the goal of increasing the likelihood of them using the Medicaid system.  
 
For example, we will seek engagement with 
promotoras, lay Hispanic/Latino community members 
who receives specialized training to provide basic 
health education in the community without being a 
professional health care worker associated with 
health care. 
 
The community health worker (promotora) model is 
used because promotoras are effective disseminators 
of information, and act as the bridge between 
governmental and non-governmental systems and 
the communities they serve. Community health workers also act as change agents within 
their naturally occurring social networks. 
 
Using promotoras ensures that the many social and cultural characteristics of low-income 
people can be drawn upon to improve the appropriate utilization of health care services. 
These social and cultural characteristics can be defined as strong family support through 
the many interdependent ties of the extended family and the network of comadres and 
compadres (co-mothers and co-fathers), which are part of the family unit. The strength of 
these family ties help or hinder efforts to improve health behaviors because the 
information shared by the family is believed over that of a health care professional.  
 
For example, one study reported that Hispanics rarely turn to health care professionals 
for health-related information but instead seek out peers or authority figures within their 
own social networks. Therefore, if misinformation is held by a figure of respect within the 
family network, it is likely to be passed onto others, thereby reinforcing the 
misinformation and resulting in negative consequences on the current and future health 
status of the family. It is logical to assume, then, that in order to transmit information 
and affect behavior change in Hispanics a peer-based educational model that respects the 
social order of the culture must be utilized.  
 


 
 
 


Nevada: 
Hispanic or 


Latin (of any 
race): 19.7% 


 
(Mexican: 


14.3%) 
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We will educate community partners on a number of topics including: 


 Benefits and services available through the Nevada Medicaid dental 
program 


 The importance of establishing a Dental Home 


 How to refer recipients in need of dental care to DentaQuest 


 Where to access oral health education resources 
 


 Developing strong relationships with community health workers and community‐
based organizations will be key to helping us expand our reach to the Medicaid 
population.  
 


 DentaQuest has implemented this program in a number of states and it has 
proven to be an invaluable tool in advocating for the oral health needs of 
Medicaid recipients. It also allows us to engage with public health leaders on 
participating in oral health events and speaking engagements, and distributing 
collateral on the importance of oral health and establishing good oral health 
habits at an early age. 


 


Direct‐to‐Recipient Outreach Campaign 
 
 
 
 
 


DentaQuest will implement a Direct‐to‐Recipient Outreach Campaign to help raise 
awareness on the availability of the Medicaid Dental Program, how to access covered 
dental services and the importance of preventive care. Depending upon the recipient’s 
communication preferences, we will call, text, email, and use postcard mailings.  
 
Our nationwide experience has shown that this outreach is effectively addresses the 
following barriers:  


 Geographic challenges 


 Cultural and linguistic barriers  


 Limited oral health literacy 


 


2. Kids’ Korner Website 


 
DentaQuest maintains an 
interactive, child-facing 
website designed to make 
oral health education fun 
and engaging.   


 
 


 
 


 
What’s on the Kids’ Korner Website: 
 


 Oral Health Matters: DentaQuest’s educational materials that address a variety of oral health topics 
including: 


o Snack facts to protect your teeth 
o Taking care of your teeth while playing sports  
o Dental Dos  
o Dental care for teenagers  
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o Early warning signs of tooth decay  
o Are you afraid of the dentist  
o Baby teeth are important  
o Taking care of your teeth while you have braces  
o Check your child’s teeth  
o Importance of dental care for chronic conditions  
o Fluoride – an important preventive service  
o Sealants – am important preventive service  
o Oral health tips starting at birth  
o Calcium is good for your teeth  
o Dos and don’ts of pacifiers  
o Dental care during pregnancy  
o Dental care for people with developmental disabilities  
o Brushing tips  
o Flossing tips  
o Keep your breath fresh  
o What to do in a dental emergency  


 


 Activities and videos for children: Kids’ Korner includes activities and videos such as a memory matching 
game, a brushing chart, crossword puzzle and interactive game. 
 


3. Healthy Beginnings 


The Healthy Beginnings program provides parents of young children with education on how to reduce 
the incidence of Early Childhood Caries and encourages them to make their child’s first dental 
appointment when they get their first tooth, or at latest, by the child’s first birthday.  


 
Healthy Beginnings features mailings to recipients aged 0-2 years regarding age-appropriate oral health 
practices. DentaQuest measures the effectiveness of the Healthy Beginnings program by generating quarterly 
reports that measure dental visits before and after the mailing. The program has been overwhelmingly 
successful in driving young children into dental offices as highlighted in the chart below. The blue bars represent 
the percentage of children that received dental care before the mailing compared to the green bars that 
represent the percentage of children who received dental care after Healthy Beginnings mailing. 
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4. Preventistry® 
 


Through our Medicaid experience, we know that effective programs are not just created by driving the 
children to the dentist – they are also created by driving the Provider to perform the right services at 
the right time. Sealant placement and preventive care are two of the fundamental building blocks for 
effective long-term oral health. To coordinate with Providers and increase timely, effective preventive 


services, we have developed the Preventistry® Program.  
 


Preventive care – especially sealants and fluoride treatments – are two of the fundamental building blocks to 
effective long-term oral health, which is why DentaQuest has developed the Preventistry® Program to 
coordinate with providers and substantially increase their usage. Our Preventistry® Program will increase the 
number of recipients ages 1-20 receiving fluoride treatments and recipients ages 6-14 receiving sealants.  
 


How Does the Preventistry Program Work? 
When we launch the Preventistry® Program, all general and pediatric dentists will receive a welcome tool kit 
that contains an introductory letter, program brochure, window cling, poster, and a link to a series of 
educational handout templates for copying. They will also receive an initial roster of recipients that are assigned 
to their office and who are due for sealants and/or fluoride treatments.  
 
Then every six months, we will post a Preventistry® Report on the Provider Web Portal or send the office a copy 
that includes the following information:  
 


 A roster of recipients ages 6-9 and 10-14 who visited their office in the past and are due for sealants 
based on claims history.  


 A roster of recipients ages 1-20 who visited their office in the past and are due for a fluoride treatment 
based on claims history. These rosters allow offices to easily conduct outreach to recipients to 
encourage them to make an appointment for care.  


 Information detailing their sealant placement and fluoride application rates against benchmarks that 
include the network average as well as the average for the top quartile for the previous six-month 
period.  


 
While Preventistry® is primarily targeted at providers; DentaQuest will also saturate recipient educational 
materials with messages about the importance of preventive care to compliment this program. Our community 
partners will receive information about the Preventistry® Program so they can also encourage their clients to 
visit the dentist. Additionally, we’ve found that recipients often ask about sealants and fluoride when they see 
the Preventistry® posters on display in their dentist’s office waiting room. 
 
Preventistry® Results from Other States 


 DentaQuest implemented the Preventistry® Fluoride Program with a financial incentive option for a 
large client in Massachusetts, targeting high-risk children (defined as having one or more cavities). The 
bonus was four dollars per eligible child in the practice. If the office had 100 children who were at 
elevated risk and should receive topical fluoride the bonus pool was $400. We set a goal for each office 
to provide fluoride treatments to at least 45 percent of their high-risk patients. Offices achieving that 
goal during a six-month period would be eligible for the incentive. At the end of the program, we found 
that the average percent of high-risk children receiving fluoride treatments increased from 45 percent 
to 60 percent.  
 


 DentaQuest implemented the Preventistry® sealant program for a large statewide Medicaid Dental 
Program. Within the first six months of the program, we realized an increase of 13 percent in the 
number of targeted children receiving dental sealants.  
 


 DentaQuest implemented the Preventistry® sealant program for a large health plan client in Georgia. 
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Within the first six months of the program, we realized an increase of nearly 18 percent in the number 
of targeted children receiving dental sealants.  


5. Non-Compliant Outreach 


Outreach campaigns targeted to recipients behind on needed dental services are among the most 
frequently requested by our Medicaid clients. All states are encouraged by CMS to increase oral health 
services, and this type of campaign is central to meeting this goal. For example, in Texas, we contact 
recipients who are behind on their six month dental checkups, those with no claims history, and 


children ages 6-9 and 10-14 who are due for sealants. 


 
For Nevada, DentaQuest will contact recipients who are 
behind on their six month checkups by phone or mail to 
remind them of the importance of receiving regular 
preventive care. We will advise them to contact 
DentaQuest if they need help identifying their Dental 
Home Provider, help with scheduling an appointment or 
are experiencing barriers to accessing care, such as lack of 
transportation.  
 
To ensure that our outreach efforts are producing the 
desired results, we measure how many recipients went to 
see the dentist after our interventions. For a recent non-
compliant outreach initiative in Texas, we found that over 
28 percent of the recipients we contacted had a dental 
visit within two months of our intervention. 
  
We can also target our non-compliant outreach to specific 
areas of a state with particularly low utilization. For 
example, in Virginia, we initiated a non-compliant 
outreach initiative in all counties with utilization rates of 
54 percent, or less. DentaQuest found that within the six 
months following our outreach postcard mailing, 10 
percent of the target recipients received sealants and 33 
percent of the targeted recipients without a previous 
dental service received care. 


 


6. Broken Appointment Outreach 


Serving over 40,000 dental providers across the country, we hear providers’ frustrations first hand that 
broken and missed appointments are a common occurrence among their Medicaid patients. 
DentaQuest defines “broken appointments” as: 
 


 Patients who fail to cancel an appointment at least 24 hours in advance 


 Patients who do not present for their scheduled appointment (“no show”) 
 
We created our Broken Appointment Education Program to address this common issue among Medicaid 
populations; this program has been successfully implemented in eight states. An industry first, this program 
allows dentists to report recipients who missed their appointment electronically via the Provider Web Portal. The 
DentaQuest Broken Appointment Program is comprised of both proactive and reactive approaches to ensure 
recipient compliance with their scheduled appointments.  
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Proactively Preventing Broken Appointments 
To help prevent broken appointments from occurring, DentaQuest will provide best practice information to 
dental offices that has been used successfully across other Medicaid programs. For example, in Virginia, we 
studied the impact of various factors on decreasing broken appointment rates in certain dental clinics. This pilot 
study showed that the most important indicator for patient compliance with a scheduled appointment was how 
far in advance the appointment was arranged. We will share these results with Nevada providers to reduce the 
incidents of “no shows.” 
 
Other best practices identified over the years that we will share with providers include: 
 


 Creating and distributing a strong, no-tolerance policy for all patients (not just Medicaid) 


 Creating a Contract committing to the broken appointment policy for all patients to sign 


 Providing reminder messages to patients 48 hours prior to appointments 


 Scheduling appointments no further out then 30-45 days 


 Having emergency patients call back to schedule their follow up appointment a few days after the 
emergency visit 


 
If we schedule the appointment on behalf of the recipient, we will explain the importance of calling at least 24 
hours ahead of time if they need to reschedule or cancel. DentaQuest will remind recipients about upcoming 
appointments through reminder calls, texts and emails. We will also include education on the importance of 
keeping appointments in recipient educational materials. 
 
Following Up on Reported No-Shows 
In the event a Nevada dental program recipient misses or breaks an appointment, providers will only need to 
complete a simple form on the web portal to notify us of the missed appointment. All providers will be trained 
on, and encouraged to participate in, this program. 
 
Tracking and Trending the Broken Appointment Program 
Twice a month, DentaQuest will generate a report based on provider logs of all recipients who missed an 
appointment. Using this report, our Recipient Service Representatives will contact the recipients via phone to 
educate them on the importance of keeping their appointment or calling to cancel at least 24 hours ahead of 
time. We will also offer assistance in rescheduling the appointment.  
 
To address repeat offenders (defined as a recipient with two or more broken appointments in a six-month 
period), our Outreach team will call the recipient and have a more in-depth conversation regarding why they are 
missing their appointments. They will coordinate additional services (transportation, translation services, etc.) as 
needed. If we are unable to reach the recipient by phone, we will send a postcard. 
 
The final component of our Broken Appointment Program includes providing a complete roster to the provider 
with a list of recipients who they reported with missed appointments. This will allow them to conduct targeted 


outreach to each recipient to encourage them to reschedule for care. The 
combined outreach and education from DentaQuest and the provider will 
increase the likelihood of the recipient rescheduling – and attending – their 
appointment.  
 
Broken Appointment Program Results 
For another large Medicaid Dental Program DentaQuest administers, there 
were 23,333 unique recipients with broken appointments logged through the 
Provider portal in a single year. After DentaQuest conducted outreach on the 
importance of keeping their appointment, 35.4 percent of targeted recipients 
went in for care within two months.  
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3.8.3 PLAN OF CORRECTIVE PROCEDURE (POC) 
DentaQuest is often contractually required to improve 
utilization of dental services. As such, we’ve developed 
a comprehensive suite of tools that permits us to 
routinely assess our progress in these areas. We take 
both a macro and micro approach to assessing our data 
to ensure we remain on target with our client’s goals.  


 
Micro-Analysis of Progress 
From a micro perspective, we measure every direct-to-
recipient outreach campaign (defined as an outbound or 
postcard campaign) to assess its effectiveness. In 
DentaQuest’s experience, most recipients take action 
within the first two to six months of hearing from us. 
Our enterprise reporting services allow the report user 
to generate an Outreach Effectiveness Report any time 
after the campaign is complete.  
 
For example, if we conduct an outbound non-compliant 
campaign in January, our Outreach Coordinator could 
generate a report in March to determine what 
percentage of the recipients we contacted as part of the campaign had a dental service. We can even 
drill down to a unique recipient level and we will know exactly what service was received, when it was 
received and by which provider. Reporting possibilities are endless, since we maintain all of the 
pertinent claims data in Windward claims system, which is always accessible through our enterprise 
reporting services. We are happy to share these reports with the DHCFP if it would like to evaluate the 
effective of certain outreach campaigns. 
 


Macro-Analysis of Progress 
Ultimately, DentaQuest will be working toward achieving the stated RFP goals, and therefore needs to 
assess all recipient utilization data, not just for certain campaigns. After all, encouraging usage of 
dental services is a comprehensive effort between DentaQuest, our dental providers and community 
partners throughout the state. We have a number of reports we use to assess utilization rates of the 
entire covered population, and will discuss some of our more commonly used ones below. 
 


CMS Annual EPSDT Participation Report 
DentaQuest is required to submit dental encounter data that complies with the Annual EPSDT 
Participation Report (form CMS-416) parameters required by the Centers for Medicare and Medicaid 
Services (CMS) to eight states. DentaQuest has built an internal report that uses official Annual EPSDT 
Participation Report logic to generate all pertinent dental measures that will help us analyze our 
performance against the DHCFP’s goals.  
 


Hot Spot Mapping Tool 
DentaQuest’s Hot Spot Mapping Tool allows us to generate a heat map of the state to visualize 
utilization of services across the entire state (Figure 3.8.G). This tool helps us identify recipients in 
areas where membership is more concentrated, but where utilization is very low. For example, the 
map below visualizes the locations of Texas Medicaid recipients who are eligible for sealants. Counties 
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in very dark red indicate there are 3,000 or more recipients who are eligible for sealants. These areas 
could be considered “priority” areas for targeted outreach, since we know we can make a greater 
impact on the sealant utilization goal based on the number of recipients in need of that service.  
 
Figure 3.8.G Hot Spot Mapping Tool 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


Simple Access Rate Report 
DentaQuest can generate a number of reports based simple access rates. Simple access rates are 
calculated by dividing the total number of eligible recipients by the number of recipients who received 
dental services. Using this report, we can continually assess our progress toward meeting the DHCFP’s 
utilization goals. We can also trend from year to year, as shown in Figure 3.8.H. 
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Figure 3.8.H Simple Access Rate Report - Membership and Access Rates by Fiscal Year  


 
 


Annual Dental Visit Report 
DentaQuest is required by the majority of its clients to produce the National Committee for Quality 
Assurance’s (NCQA) Healthcare Effectiveness Data and Information Set (HEDIS) Annual Dental Visit 
report for Medicaid dental programs.  
 
The Annual Dental Visit measures the percentage of Medicaid recipients 2-21 years of age with dental 
benefits who had at least one dental visit during the measurement year. This report takes into account 
all covered CDT codes. This report can be generated at any time on demand through our enterprise 
reporting services.  
 


Developing and Implementing a Plan of Correction (POC) Procedure  
In the event DentaQuest falls short of the DHCFP’s expectations and is asked to submit a POC to 
implement improvements and/or enhancements of the existing outreach and education, we will 
include the following information in document: 


 Specific problem(s) which require corrective action 


 The type(s) of corrective action to be taken for improvement 


 The goals of the corrective action 


 The time-table for action 


 The identified changes in processes, structure, internal/external education 


 The type of follow-up monitoring, evaluation and improvement 


 The DentaQuest staff person responsible for implementing and monitoring the POC 
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In compliance with RFP requirements, DentaQuest would submit a POC within 30 calendar days from 
notification of the DHCFP. We will make timely revisions our POC to ensure full compliance with the 
DHCFP requirements.  
 


Methods for Quality Improvement  
Selecting the most appropriate methods to drive improvement to our outreach and education 
strategies is critical. We frequently use these three straightforward, functional, practices to implement 
any corrective action needed: 
 


1. Plan, Do, Check, Act (PDCA) cycle – This is a dynamic and efficient methodology, that allows 
for rapid cycle improvements to quickly correct deficiencies that are not performing to goal. 
The PDCA approach enables us to apply a data‐driven quality strategy to improve on our 
processes. This method improves the effectiveness and efficiency of our processes; leads to 
stronger performance standards; assists with streamlining our resources; and helps us 
maintain our standards of excellence.  


 
2. Re‐engineering – This is used when major process improvement is needed – for example, 
when certain processes are fundamentally dysfunctional, or when process improvement 
activity is otherwise unsuccessful.  


 
3. Root Cause Analysis – Root Cause Analysis is a structured approach used to conduct an in‐
depth analysis and uncover process issues. This systematic approach identifies whether the 
error is skill based or whether the error is embedded deeper in the process. 
 


Corrective action plans and improvement design must be capable of addressing root cause, and 
projects must be monitored on a routine basis to continuously confirm the efficacy of the project. Our 
Quality Oversight Committee will review and monitor corrective action plans and projects on a 
recurring, ongoing, basis. 
 
Equally important to collecting and analyzing information, identifying an improvement opportunity, 
and implementing a corrective plan, is evaluating and monitoring the success of such plan. Evaluation 
is a critical component of the quality improvement process as this is when we assess whether the 
implemented changes are successful. We do this through analysis of data collected before and after 
the corrective action was initiated. 
 
Data that does not demonstrate improvement indicates the process change was not effective and 
warrants revisiting an earlier phase of the quality improvement process. Data showing improvements 
demonstrate success and moves the project into a control phase to maintain the change and monitor 
ongoing effectiveness. While quality improvement is a continuous process, structured improvement 
plans rely on the evaluation phase to gauge the overall success of the project. 
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3.9 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, require each Prepaid Ambulatory Health 
Plan (PAHP) to have an ongoing quality assessment and performance improvement program for the services it furnishes its 
recipients. Internal Quality Assurance Programs (IQAPs) consist of systematic activities, undertaken by the vendor, to monitor 
and evaluate the care delivered to enrolled recipients according to predetermined, objective standards, and effect 
improvements as needed. 


 
In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must develop and maintain the ability to collect 
and report data on race, ethnicity, sex, primary language, and disability status for applicant's and recipient's parents or legal 
guardians if applicants or recipients are minors or legally incapacitated individuals.  


 
An annual review of the vendor will be conducted by the DHCFP or its designee. In addition, the DHCFP will monitor and analyze 
grievances and appeals, provider disputes and will periodically conduct patient and provider satisfaction surveys.  


 
The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP.  


3.9.1 Performance Improvement Projects 
3.9.2 Reporting on Status of PIPs 
3.9.3 Performance Improvement Measurement Data 
3.9.4 Current Sources of IQAP Guidelines 
3.9.5 Maintaining a Health Information System in accordance with 42 CFR 438.242 
3.9.6 Written IQAP Description 
3.9.7 Systematic Process of Quality Assessment & Improvement  
3.9.8 Use of Quality Indicators 
3.9.9 Accountability to the Governing Body 
3.9.10 Active QA Committee 
3.9.11 IQAP Supervision 
3.9.12 Adequate Resources 
3.9.13 Provider Participation in IQAP 
3.9.14 Delegation of IQAP Activities 
3.9.15 Credentialing and Recredentialing 
3.9.16 Recipient Rights and Responsibilities  
3.9.17 Standards for Availability and Accessibility 
3.9.18 Dental Record Standards 
3.9.19 Utilization Review 
3.9.20 Continuity of Care System 
3.9.21 IQAP Documentation 
3.9.22 Coordination of QA Activity with Other Management Activity 
3.9.23 Data Collection 
3.9.24 Dispute Resolution 


 


DentaQuest’s Internal Quality Assurance Programs (IQAP) has been successfully implemented for all 
DentaQuest clients across 30 states. It ensures that recipients have access to high quality dental care 
by closely monitoring the appropriateness of dental services. It meets the requirements set forth in 42 
CFR §438, honors the guidelines of state regulatory agencies, as well as those of the National 
Committee for Quality Assurance (NCQA) as they apply to dentistry, Health Resources and Services 
Administration (HRSA), and Utilization Review Accreditation Commission (URAC). We propose the 
IQAP processes and methodologies utilized successfully in other states’ dental benefit programs be 
tailored for Nevada’s program. 
 
DentaQuest’s IQAP is a multidisciplinary program designed to support and achieve our mission to 
improve the oral health of all. Its purpose is to monitor, evaluate, improve the provision of quality 
dental care services, ensure patient safety, and increase recipient access rates to dental services. The 
IQAP is reviewed annually and revised, as necessary, to respond to the ever-changing environment of 
health and dental care.  
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We recognize that a rigorous IQAP is necessary to achieve our mission because the quality of our 
internal operations ultimately manifests in the quality of service provided to our constituents: the 
DHCFP, providers, and recipients. Figure 3.9.A illustrates the key components of DentaQuest’s IQAP. 
 
In this section, we will describe our IQAP and 
our comprehensive approach to quality 
management. It is inclusive of four major 
parts: 


 Quality Governance: the committee 
structure  


 Quality Planning: planning 
philosophy  


 Quality Assurance: monitoring 
people processes and technologies 
responsible for delivering quality 
service and product  


 Quality Improvement: utilizing 
metrics to improve upon care 
delivery  


 


 


1. Quality Governance 
IQAP Governance is the core structure that helps drive the overall process of quality management. It is 
structured around various committees who meet on a recurring and consistent basis to review the 
content and metrics indicative of quality, and determine what actions, if any, are necessary. The 
committee structure is essential to delineating all goals, processes, risk and issue mitigation, progress, 
and follow-up. While ultimate responsibility falls on our Executive Committee, the Quality Assessment 
and Performance and Improvement Program Committee (QAPIC) provides strategy, direction, 
oversight and accountability for the IQAP. The subcommittees reporting to QAPIC include 
Credentialing, Delegation Oversight, Quality Improvement/Utilization Management and Peer Review. 
These subcommittees handle specific areas of quality and collaborate with functional groups across 
the organization.  
 


2. Quality Planning  
The IQAP is designed to be dynamic in nature. As a result, our planning process continuously evaluates 
the IQAP for its effectiveness in enabling quality principles. QAPI planning is a specific responsibility of 
the QAPIC. The committee sets strategic direction as a part of the QM planning process and ensures 
tactical execution of the strategy in conjunction with functional groups. QAPI planning includes 
tactical elements such as creating and revising an annual QAPI work plan, strategies for Performance 
Improve Projects (PIPs) dental record audits, performance measures and surveys are addressed, 
ensuring that the QAPI plan is actionable, and setting the frequency of internal audits and 
evaluations. It will be continually updated based on concurrent and retrospective performance and 
compliance reviews. 
 


3. Quality Assurance  
The purpose of quality assurance (QA) is to measure and monitor key quality metrics (QKPI) that are 
both quantitative and qualitative in nature and represent the areas of people, process and technology. 


Figure 3.9.A DentaQuest’s IQAP 
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The metrics evaluate and measure our performance in relation to care, service and operational areas 
critical to quality as well as provides valuable input to department leadership and ultimately the 
QAPIC. This allows for timely identification of QKPIs falling below goal, thereby initiating investigation 
and remediation of any over- or under-utilization or process breakdowns. Department leadership is 
responsible for implementation of an improvement plan and monitoring progress to quality metrics 
and/or quality goals/initiatives. Progress will be reported through the governance structure and any 
follow-up activities will be initiated through committee guidance and recommendation.  
 


4. Quality Improvement  
Quality Improvement refers to the dynamic mechanism by which continuous quality improvement is 
made. Our QKPIs are developed according to regulations or reflective of best practice. These 
quantitative and qualitative metrics representing the quality and appropriateness of dental care to 
enrollees including those with special needs are devised and goals representing the highest standards 
of excellence are established. Any QKPI falling below goal initiates the quality improvement process 
generating and quality improvement plan and contiguous PDCA (Plan, Do, Check, Act) cycles until 
desired results are achieved. This Quality Improvement strategy provides a dynamic way for people, 
process and technology to maintain these standards of excellence as well as incrementally adjust to 
the evolving regulatory landscape and needs of the member population. The quality improvement is 
conducted via a four-step process: 


1. Measure metrics  
2. Analyze root cause  
3. Develop and execute an improvement plan  
4. Evaluate effectiveness of improvement 


 
All metrics and quality improvement plans are reported at the subcommittee level and ultimately the 
QAPIC to ensure transparency and accountability among leaders, as well as an opportunity to provide 
input and assistance. 


 


3.9.1- 3.9.4 PERFORMANCE IMPROVEMENT PROJECTS (PIP) 
DentaQuest is contractually required to conduct performance improvement projects (PIPs) as set forth 
in 42 CFR §438.330 to assess and improve the quality of a targeted area of clinical or nonclinical care 
or service provided to recipients, and to report the status and results of each PIP annually for a 
number of clients.  
 
A PIP is a useful and effective tool to achieve significant improvement sustained over time. Selecting a 
PIP takes place when a problem requiring significant improvement, less than desirable Performance 
Measure reporting or QKPI and at the direction of the DHCFP. The issue is analyzed taking key factors 
into consideration like population variations and existing barriers to care. Upon completion of this 
analysis, a clearly defined aim statement is crafted with aspirational but feasible measurable goals 
and a plan is composed with interventions designed to achieve improvement. Effectiveness of the plan 
will be assessed at regular intervals and lack of progress will initiate PDCA cycle to ensure ultimate 
effectiveness and sustainability over time.  
 
A minimum of one clinical and one non-clinical PIP will be conducted upon approval of the DHCFP. The 
PIPs will address areas where improvements will result in improved member satisfaction, provider 
satisfaction or an improvement in oral health. Identification of a PIP can come from regular 
monitoring of QKPIs (complaints and grievances, claims, utilization management, customer service), 
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recipient and provider satisfaction data, evidence based quality performance measure (as those from 
Dental Quality Alliance [DQA] or as determined by the DHCFP, CMS or the state). Possible study topics 
are discussed and evaluated at DentaQuest’s Quality Assessment and Performance and Improvement 
Program Committee (QAPIC) to ensure the topic is based upon the needs of the population and will 
result in positive impact. Once all approved by the QAPIC and the DHCFP, the PIP is developed. The 
process will utilize the Six Sigma framework (DMAIC) to guide the development of the PIP. 
 
Defining the project entails clear identification of goals and objectives. These quality indicators will be 
measurable and reflect the improvements over time. Monitoring intervals will be based upon the 
study topic and timeline established during this define phase. Clinical experience and scientific 
knowledge will guide this initial phase to set the stage for a successful PIP.  
 
Measurement will validate the baseline that initiated the PIP and any baselines needed for additional 
quality indicators created in the design phase. These baseline measurements will be used as the 
comparison during the evaluation phase of the project. Scientific principles and research practices will 
govern the development of these measurements to ensure validity of the data and ultimately the PIP.  
An analysis of all factors is the next critical step to develop an effective intervention plan. Components 
of the analysis include but are not limited to, data, process design, surroundings, culture, education 
and access to care. For example, the data analytics team can use their quality tools in SAS Enterprise 
Miner to segment member behaviors to target an optimal solution. This provides additional insight 
into the problems and can reveal key relationships among the different variables.  
 
An intervention plan is created based on the three previous phases and represents actions that will 
result in improvements. Our experience designing these improvement plans nationwide allows us 
draw on that experience and develop interventions we know to be successful. Interventions will be 
associated with timeframes and results of these interventions will be measurable.  
 
During this improvement phase, it is important to note other key activities that take place. To 
determine success, the improvement plan is evaluated and whether we have attained the goals set 
forth when defining the project. This evaluation applied methodologies, consistent with statistically 
valid and scientifically based principles of quantitative and qualitative analysis. Once this phase is 
complete, the results are presented to the QAPIC for discussion. Should the interventions not 
demonstrate success, rapid cycle improvements may be introduced and added to the PIP until desired 
results are achieved. Once success has been established, the required changes are implemented upon 
discussion and approval by the QAPIC. An annual evaluation of the PIP will be included in the Quality 
Program Evaluation regardless of the project outcome. This allows for incremental progress for PIPs 
that span more than one year. 
 
The final phase is the control phase which consists of monitoring and evaluating whether the 
improvement has been sustainable. Once success is attained, the project will be presented to the 
QAPIC and the DHCFP and a final report is generated. DentaQuest will furnish any additional reports 
upon request. 
 
The methodologies utilized in each phase will be referenced and steps taken to ensure data is 
validated will be documented. These PIPs are part of the quality strategy and therefore included in the 
quality program documents: The Quality Improvement Program Description, Quality Work Plan and 
Quality Program Evaluation.  
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3.9.5 MAINTAINING A HEALTH INFORMATION SYSTEM IN COMPLIANCE WITH 42 
CFR 438.242 
DentaQuest’s Windward system meets the requirements outlined in 42 CFR 438.242. Windward is built 
on a .NET/SQL platform and supports administration of dental benefits in a government program 
setting. Distinct modules support each aspect of program administration with web‐based interfaces, 
making it easy for us to deploy the system to individual users without having to install local software. 
Windward modules support claims, operations, recipient enrollment and eligibility, payment and 
billing, customer service, client configuration, and Provider and utilization management. A separate 
infrastructure supports reporting, so that reporting requirements do not conflict with system 
performance. State‐of‐the‐art Cisco Unified Computing System (UCS) and EMC storage hardware 
support our systems. System databases are on high-performance SAN devices to accommodate 
increases in business volume and simplify central management of the system. DentaQuest uses virtual 
servers to augment its core systems where appropriate. This permits hardware independence and 
efficiency. 
 
DentaQuest and its Windward system comply with the following RFP requirements: 


 Windward systematically collects data on recipient and provider characteristics as specified by 
the DHCFP, and on services furnished to the recipients through an encounter data system or 
other methods as may be specified by the DHCFP 


 DentaQuest staff and Windward verify the data received from providers is accurate, and 
timely, and screen the data for completeness, logic and consistency in accordance with 42 CFR 
438.242(b) (2) 


 DentaQuest requires providers to submit service information in standardized formats 


 DentaQuest will make all collected data available as outlined in the reporting guide, 
attachments or as requested to the DHCFP and upon request to CMS as required 


 DentaQuest’s Nevada Medicaid and CHIP Operations Manager will serve as the designated 
lead person to collaborate with the DHCFP on the review and submission of encounter data to 
the DHCFP 


 


3.9.6 WRITTEN IQAP DESCRIPTION 
DentaQuest’s written IQAP Description meets all of the requirements outlined in the RFP. We will 
provide a copy of our written IQAP description to the DHCFP during Readiness Review and at its 
request anytime thereafter.  


 


3.9.7 SYSTEMATIC PROCESS OF QUALITY ASSESSMENT AND IMPROVEMENT  
DentaQuest has described its approach to Performance Improvement Projects in its response to 
Sections 3.9.1- 3.9.4. Additionally, DentaQuest maintains written guidelines for its PIPs and related 
activities as part of DentaQuest’s overall IQAP. 
 


3.9.8 USE OF QUALITY INDICATORS 
DentaQuest monitors a number of quality indicators, called Quality Key Performance Indicator (QKPI), 
which are measurable variables relating to a specified clinical or health services delivery area, and are 
reviewed over a period of time to monitor the process or outcomes of care delivered in that area.  
Figure 3.9.B below provides a snapshot of the various QKPIs DentaQuest monitors across all of its 
Medicaid business and will monitor for the Nevada Dental Program. 
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Figure 3.9.B DentaQuest Quality Key Performance Indicators 
Customer Service Service Authorizations 


 Member call volume: calls received & 
answered 


 Provider call volume: calls received & answered 


 Total call volume 


 Member average speed of answer in seconds 


 Provider average speed of answer in seconds 


 Abandonment rate 


 Authorization requests received 


 Authorization turnaround times 


 Authorization service line totals and denial rate 


 Inter-rater reliability 


Claims Quality Assurance Audits 


 Claims received 


 Claims average turnaround time 


 Claims auto-adjudication rate 


 Claims financial and processing accuracy rates 


 Encounter data submission rates 


 Clinical decision accuracy 


 Membership enrollment accuracy 


 Customer service accuracy 


 Processing financial accuracy 


 Credentialing enrollment accuracy 


Credentialing Complaints and Grievances  


 Provider enrollment update – average 
turnaround time 


 Re-credentialing completion turnaround time 


 Turnaround times 


 Percentage upheld 


 Most common complaints 


 Total received  


 
DentaQuest leadership gathers on a monthly basis for its Key Performance Indicator status meeting, in 
which departmental leaders present on their team’s QKPIs for the previous month. Each department 
leader is responsible for ensuring their team meets our clients’ QKPIs. If they are not meeting specific 
measures or are trending downward, they are responsible for presenting any corrective action plan 
that has been developed to rectify the issue.  
 
These same departmental leaders are responsible for reporting on QKPIs to the QAPI committee on a 
monthly basis. The committee will monitor the corrective action plan each month thereafter to ensure 
any non-performing QKPIs are addressed in a timely manner. Then annually, the QAPI is responsible 
for including the QKPI results in DentaQuest’ Quality Improvement Program Evaluation.  
 


Clinical Care Standards/Practice Guidelines 
The medical necessity criteria we use to make clinical decisions is formulated from information 
gathered from practicing dentists, dental schools, ADA clinical articles and guidelines, insurance 
companies, state requirements, and other dental-related organizations. The criteria are based on 
procedure codes as defined in the American Dental Association’s Code manuals, as well as the most 
current guidelines published by the American Academy of Pediatric Dentistry. When a procedure code 
requires review, DentaQuest will request from the provider and review specific documentation to 
support the medical necessity for that procedure. The documentation required is specified by generally 
accepted dental standards for medical review. The examples include radiographs, periodontal 
charting, treatment plans, or descriptive narratives. The criteria are designed as guidelines for medical 
necessity review and payment decisions, and are not intended to be all-inclusive or absolute. 
Additional narrative information is accepted in special situations. Our medical necessity criteria 
conform directly to each state’s requirements.  
 
In the case of Nevada, DentaQuest will consult the guidelines set forth by state statutes and 
regulations, the Title XIX and Title XXI State Plans, and other State policy and procedures, including 
the Medicaid Services Manual (MSM). 
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3.9.9 ACCOUNTABILITY TO THE GOVERNING BODY 
The structure of DentaQuest’s IQAP committees contributes diversity of thought to the performance 
improvement process. Across the various committees, representation is composed of leaders who lend 
diversity, expertise, and insight to the improvement process. Ultimate responsibility for quality falls to 
the Executive Committee, comprised of the following positions: 


 Vice President New Business Strategies 


 Senior Vice President Chief Information Officer 


 Senior Vice President Client and Provider Engagement 


 Chief Financial Officer 


 Vice President Operations 


 Vice President Network Strategic Solutions 


 Vice President Human Resources 


 Director Quality and Contract Compliance 


 Executive Vice President Chief Sales and Retention Officer 


 Vice President Utilization Management 


 Vice President Customer Service 
 
Reporting to the Executive Committee is the Quality Assurance Performance Improvement Committee 
(QAPIC), which provides strategy, direction, oversight and accountability for the overall IQAP. 
Reporting to the QAPIC is a number of subcommittees that handle specific areas of quality. These 
subcommittees also work directly with functional groups across the organization. The subcommittees 
include Credentialing, Peer Review, Delegation Oversight and Quality Improvement Utilization 
Management (QIUM).  
 
Each individual subcommittee also focuses on process improvement activities and works 
collaboratively with their respective functional areas to set performance metrics, evaluate overall 
progress toward quality standards, and develop performance improvement plans from reported data 
and trends. Findings and results are then reported up to the QAPIC.  
 


3.9.10-3.9.12 ACTIVE QA COMMITTEE, IQAP SUPERVISION & ADEQUATE 
RESOURCES 
DentaQuest maintains an active QA committee, complete with subcommittees with the proper 
supervisor and adequate resources necessary to fulfil all contractual obligations. Figure 3.9.C outlines 
each committee’s chairperson, membership and responsibilities.  


Figure 3.9.C DentaQuest’s Quality Committees  


Committee Name/Chairperson/Membership Committee Responsibilities 


Quality Assurance Performance Improvement 
Committee (QAPIC) 
 
Co-Chair: Dr. James Thommes, VP Clinical 
Management (Dental Director) 
Co-Chair: Kristen Scott, Director of Quality Assurance 
Membership includes representation from: 


 Quality Assurance 


 Claims 


 Utilization Management 


Oversight of QAPI  


 Set strategic direction and goal for Quality 
Improvement Program 


 Approve annual trilogy documents 
o Monitoring Quality Work plan 


quarterly 


 Monitoring and review of QKPIs. 
o Recommend actions to reach desired 


outcomes,  
o Suggest solutions to known or potential 
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 Utilization Review 


 Customer Service 


 Complaints & Grievances 


 Provider Operations 


 Client Services 


 Compliance 
 
Meeting Frequency: Committee meets quarterly and 
as necessary 


issues as identified through monitoring 
performance metrics  


o Corrective action directives as needed 


 Suggest additional performance metrics or data 
collection methodologies to improve reporting 
and monitoring capabilities. 


 Review and discuss subcommittee activity and 
performance 


o Provide direction and prioritization if 
necessary 


 Final approval of policies and procedures 


 Review and evaluate dental home measure 
reporting 


Quality Improvement Utilization Management 
Committee (QIUM) 
 
Chair: Kristen Scott, Director of Quality Assurance  
 
Members includes: 


 Supervisor Claims Processing 


 Director Fraud Prevention and Recovery 


 Regional Director of Provider Network  


 UM Manager  


 Business Quality Assurance Manager 


 Product Manager 


 Complaints and Grievances Manager 


 Enrollment Manager  


 Provider Operations (Credentialing) 


 Manager Configuration 


 Customer Care Manager  


 Client Services Regional Director  


 Compliance Director 


 Scanning and Intake Manager 
 
Meeting Frequency: Committee meets monthly and 
ad hoc 


Subcommittee of the QAPIC, the QIUM Committee 
provides context and information essential for the QAPIC 
to determine strategy, provide direction and if necessary 
initiate corrective action.  


 Ongoing review of QKPIs 
o Group discussion including 


recommendations 
o Identification of downward trends 
o Collective discussion and agreement on 


action required 
 Performance Improvement 


Plan for QKPI consistently 
below goal or on downward 
trend 


 Action plan for QKPI not 
meeting monthly goal 


 Policy and Procedure review and approval 


 Review and approve annual trilogy documents 
o Monitoring Quality Work plan 


quarterly 


 Suggest additional performance metrics or data 
collection methodologies to accurately 
represent quality program  


 
 


Delegation Oversight Committee 
 
Chair: Kristen Scott, Director of Quality Assurance  
 
Members includes: 


 Provider Enrollment & Credentialing 
Specialist 


 Supervisor UM support 


 Director Business Optimization 


 Manager Scanning and Intake 


 Director IT Security 


 Regional Director Provider Relations 


 Director Provider Operations 
 


The Delegation Oversight Committee provides a forum to 
review the delegate’s performance and determine if 
corrective action is necessary. This committee also meets 
the NCQA standards which represent the quality gold 
standard.  


 Review performance metrics of delegated 
vendors (if applicable) 


 Review assessment of delegate’s evaluation 


 Collaborative discussion and collective 
agreement on approach if delegate is not 
meeting requirements. 


 Approval and discussion of Corrective Action 
Plan (CAP) 


 Follow up, to include any additional actions, 
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Meeting Frequency: Committee meets as necessary 
at a minimum annually 


from prior CAPs 
o Suggest additional performance 


metrics, delegation evaluation criteria 
or data required to evaluate 
performance of delegate. 


 Approval of policies and procedures 


Credentialing Committee 
 
Chair: Dr. James Thommes, VP Clinical Management 
(Dental Director) 
 
Members include: 


 14 Dental Directors  


 Registered dental hygienist  


 2 Credentialing Specialists 
 
Meeting Frequency: Committee meets as necessary 
at a minimum bi-weekly 


The Credentialing Committee is responsible for 
administering the credentialing policies on behalf of 
DentaQuest. In addition, this committee reviews any 
Medicare/Medicaid, and State licensing actions against 
any provider that occurs in the interim between the 
triennial credentialing cycles. A minimum of three 
dentists must be present to be considered a quorum.  
 
The Credentialing Subcommittee is responsible for: 


 Providing a professional and qualified group of 
practitioners for our various networks using the 
approved standards through due process.  


 Investigation of all Provider credentials  


 Approval of Providers to participate in the plan 


 Administering the credentialing policies  


 Initial credentialing, re-credentialing, and 
reconsideration reviews  


 Report Credentialing Committee activities to 
QOC 


Peer Review Committee 
 
Chair: Dr. James Thommes, VP Clinical Management 
(Dental Director) 
 
Members include: 


 Dental Director 


 Registered Dental Hygienist 


 Senior Clinical Investigators 
 
Meeting Frequency: Committee meets as needed but 
a minimum of quarterly. 


The purpose of Peer Review subcommittee is to: 


 Review and assess Provider performance and 
utilization 


 Ensure that the quality of services delivered to 
recipients is maintained at a high level  


 Ensure the quantity of services delivered are in 
line with a practical and conservative oral 
health approach 
 


The DentaQuest Peer Review Committee reviews 
compliance with Performance Standards, survey results, 
Grievances and Appeals and makes recommendations 
for changes where necessary. During this process, the 
final objective is always to identify and make 
improvements to our systems and administration of 
dental care. Results of Peer Review Committee feedback 
will be demonstrated in subsequent analysis and provide 
information on the effectiveness of the 
recommendations.  


 


3.9.13 PROVIDER PARTICIPATION IN IQAP 
Providers are made aware of DentaQuest’s IQAP activities in a number of ways: 


 Participation in QAPIC: Providers are invited to attend and participate in the QAPIC meetings. 
DentaQuest recognizes their participation can provide valuable insight and feedback.  


 Provider Outreach: Our Provider Relations teams work directly with our provider network to 
educate providers on process, new innovations, process changes and current initiatives. During 
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these encounters, the QAPI program documents can be distributed, feedback solicited and 
information on current improvements can be shared.  


 Provider Newsletter: Our provider newsletter allows us to communicate key principles of our 
QAPI program, share results of our successful improvements and information on current 
projects underway. This newsletter will also contain the notification that our QAPI program 
documents are available upon request.  


 Provider Contracts: DentaQuest will include in its provider contracts and employment 
agreements, for dentists and non- dental providers, a requirement securing cooperation with 
the IQAP. Additionally, the contract will specify that hospitals and other vendors will allow the 
vendor access to the dental records of its recipients.  


 


3.9.14 DELEGATION OF IQAP ACTIVITIES 
DentaQuest does not delegate any IQAP activities to other vendors. 
 
 


3.9.15 CREDENTIALING AND RECREDENTIALING 
DentaQuest’s credentialing program adheres to National Committee for Quality Assurance (NCQA) 
standards of credentialing as they apply to dentistry. In 2014, DentaQuest achieved NCQA certification 
status for credentialing and re-credentialing; we were recently recertified in 2016. This certification 
demonstrates that our process follows the highest standards. Our credentialing process also meets 
CMS and applicable state and federal requirements.  
 


Written Policies and Procedures 
DentaQuest maintains NCQA certified policies and procedures including:  


• Credentialing Plan Description  
• Practitioner Credentialing Guidelines  
• Credentialing Application 
• Credentialing Process 
• Provisional Credentialing Process 
• Verification of Listings in Practitioner 


Directories 
• Practitioner Rights 
• Notification to Provider of Application 


Discrepancies 
• Re-Credentialing Cycle Length 
 


• Collecting and Reviewing Complaints and 
Adverse Events 


• Credentialing Site Review and Record Review 
• Site Visit, and Corrective Action Plans  
• Ongoing Monitoring 
• Reinstatement of Providers 
• Sub Delegation of Credentialing Activities 
• Management of Provider Information and 


Paper/Electronic Credentialing Files 
• Verification of Eligibility Status for Out of 


Network Providers 


These policies will be shared with the DHCFP upon request and during Readiness Review. 
 


Oversight by Governing Body, Credentialing Entity and Scope 
As noted in our response to Sections 3.9.10-3.9.12, DentaQuest maintains a Credentialing Committee 
comprised of 14 licensed dentists, a Registered Dental Hygienist and two credentialing specialists. This 
committee meets as necessary but at a minimum bi-weekly.  
 
The credentialing function is delegated to DentaQuest’s internal Provider Enrollment and 
Credentialing department, led by Director of Provider Operations Colleen Branch.  
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The Provider Enrollment and Credentialing department is responsible for identifying those 
practitioners who fall under its scope of authority and action. This include, at a minimum, all dentists 
and other licensed independent practitioners included in the DentaQuest’s provider network. 
 


Credentialing Process 
The first step in our credentialing process is for a practitioner to complete an enrollment application, 
Provider Contract, and all necessary documents to support the credentialing process. This includes 
verification that Providers are licensed, credentialed, and eligible to render services in Nevada. We will 
gather the provider’s application, Disclosure of Ownership, and W9. Through these documents, we 
obtain the provider’s Medicaid ID, education, work history, malpractice insurance, billing information, 
any other pertinent information including other licenses.  


 
Referencing these forms, DentaQuest’s credentialing team ensures all documents are fully completed. 
If information is missing, a representative from our Provider Relations or Network Development teams 
will contact the practitioner to obtain the missing information. Once we have complete and accurate 
information about the Provider, our Credentialing team will begin the credentialing process. 
 
Our comprehensive credentialing program ensures network providers are licensed, credentialed, and 
eligible to render services under applicable federal and state laws, rules, and regulations, bulletins, 
and industry best practices. We do this by verifying each provider’s applicable licenses, Malpractice 
Insurance Limits, eligibility to participate in Medicaid and Medicare programs, and appropriate 
enrollment with Nevada Medicaid. The information we collect from providers is extensive, and certain 
items will require Primary Source Verification, as illustrated in Figure 3.9.D. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Figure 3.9.D 
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Figure 3.9.E details DentaQuest’s provider enrollment and credentialing process timeline that we will 
follow in Nevada. 
 
Figure 3.9.E Process and timeline for enrolling and credentialing Nevada dental providers  
Task Description Timeline 


Obtain complete 
application and 
Contract from 
Provider 
 


The Provider must complete and submit a Nevada Medicaid-approved 
credentialing application and Contract to DentaQuest, as well as required 
documents for Nevada including: Disclosure of Ownership, Contract, W-9, 
Attestation, EFT/voided check (if enrolling), Insurance face sheet. 


1 day 


Application review 
and data entry 
 
 


Provider demographic information is entered into the system from the 
application and appropriate locations and payee are assigned to the Provider. 
We email the Provider to confirm receipt of the application. 


3 – 5 
working 
days 


Verification of 
credentials 


DentaQuest staff begins reviewing the application to identify missing 
information. We contact the Provider for missing information or if we discover 
any discrepancies during the verification process. 
  
If we are unable to obtain Third Party verification for Board or Hospital 
Privileges within contractual turnaround time, the provider will be presented 
to the DentaQuest Credentialing Committee for determination of participation 
status. If the Committee approves the provider’s participation, efforts will be 
made to obtain the missing information. 
 


3 
working 
days 


Pursue missing 
information 


Credentialing contacts the provider for any information that is missing. We 
follow up with the provider four times via email. If we are unable to obtain the 
missing information, the provider’s credentialing and enrollment application 
will be administratively denied. 
  
As soon as we obtain the missing information and Third Party Verifications, 
the provider’s credentialing will be completed within 30 days or less from 
receipt of the completed application. 
 


1 to 22 
working 
days 


Provider approved 
or denied from the 
network 


If no issues identified: The provider is approved by the VP of clinical 
management or designee and sent to the DentaQuest audit department for 
review (completed within 72 hours). 
  
If issues identified: The provider’s case is sent to the DentaQuest Credentialing 
Committee (meets bi-weekly) for further review if the provider has license or 
disciplinary actions. 
 


1-5 
working 
days 


Notification letter 
mailed to Provider 


Approved: Each provider is sent a letter to each location indicating their 
effective date, along with information regarding the Provider Policy and 
Procedure Manual and customer service phone numbers. 
  
Denied: If the provider’s application is denied, we will mail a notification letter 
within 72 hours of our decision. 


2-3 days 
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Re-credentialing 
Exceeding RFP requirements of re-credentialing Nevada providers every 60 months, DentaQuest will 
re-credential all Nevada providers every 36 months. As is the case with initial credentialing, all re-
credentialing processes satisfy NCQA standards of credentialing as they apply to dentistry and 
includes primary source verification. As part of our re-credentialing efforts, we will confirm that each 
provider meets all criteria required for Medicaid enrollment. 
  
We understand how valuable each provider is to our network. Therefore, we actively encourage and 
assist Providers with the re-credentialing and/or re-validation process well in advance of expiration. 
 
The following process will support the re-credentialing and/or re-validation for providers:  


 Four months prior to re-credentialing and/or re-validation of a provider, our system will flag all 
impacted Providers 


 All providers flagged for re-credentialing and/or re-validation will be mailed a notification of 
the upcoming re-credentialing and/or re-validation requirement 


 The provider will have the option of undergoing the re-credentialing and/or revalidation 
process online through DentaQuest’s enrollment system, AppCentral or they can complete the 
process on paper 


 For providers with missing paperwork, we reach out to them by mail at least twice. If we still do 
not receive the materials, the Provider Relations team, along with the Enrollment and 
Credentialing team will contact those providers who are missing information or have yet to 
submit their re-credentialing and/or re-validation to ensure the re-credentialing and/or re-
validation will be completed on time. If the provider still does not submit their information, a 
final letter is mailed two months prior to the scheduled expiration. The letter indicates they will 
be terminated from the network if they do not send in their information within the next 30 
days. 


 The re-credentialing and/or re-validation process will include:  
o Submission of form which include but are not limited to the following:  
o Re-verification of provider licenses and information on sanctions or license limitations 
o Drug Enforcement Administration or Department of Public Safety controlled substance 


registration certificate, if applicable 
o Current professional liability insurance coverage and updated claims history 
o Provider performance data review, including recipient grievances and appeals, results 


of quality reviews, and utilization management  
 
If DentaQuest decredentials, terminates or disenrolls a provider we will inform the State within 15 
calendar days. If the decredentialing, termination or disenrollment of a provider is due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse the DHCFP will notify HHS-OIG. 
 


3.9.16 RECIPIENT RIGHTS AND RESPONSIBILITIES 
DentaQuest adheres to recipient rights and protections as specified in 42 CFR 438.100. Our written 
policies and procedures recognize the rights and responsibilities of recipients. All recipients are made 
aware of their rights and responsibilities through the Member Handbook. The Handbook also contains 
information on recipient grievance and appeals procedures, recipient suggestions, sets to assure 
accessibility of services and confidentiality of services. Providers are made aware of recipient rights 
and responsibilities via the Provider Policy and Procedure Manual. 
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Assessment of Recipient Satisfaction  
We conduct annual recipient satisfaction surveys to solicit valuable feedback. Administration of the 
survey is based on a statistically valid random sample of currently enrolled recipients. The data is 
validated, statistically analyzed and compared to national and state benchmarks. This approach 
provides the information necessary to target improvement efforts.  
 
Our survey tool meets NCQA requirements. Metrics measured in our satisfaction surveys include: 


 Satisfaction with their dentist, care received, and DentaQuest 


 Access and appointment availability 


 Appointment reminders 


 Missed appointments 


 Helpfulness of dentist and dental staff 


 Consideration of special needs: Cultural, Language, Physical, and Behavioral 


 Satisfaction with, and frequency of, emergency dental care 


 Interaction with Call Center staff 


 Rating of overall condition of teeth and gums 


 Communications preferences 


 Awareness/effectiveness of outreach programs 


 Accuracy of referral information  


 Awareness and understanding of dental benefits and coverage through the Nevada Dental 
Program  


 Understanding of preauthorization process 


 Demographics 
 


Our Quality Oversight Committee uses feedback received to identify opportunities for improvement.  
 
Results from the survey are presented and discussed at the QAPIC. The QAPIC determines if more 
intensive improvement efforts are required and this data is used annually to make enhancements to 
our programs and care delivery. The results of these quality improvement efforts are reported in our 
annual QI Program Evaluation.  
 


3.9.17 STANDARDS FOR AVAILABILITY AND ACCESSIBILITY 
DentaQuest’s standards for availability and accessibility will mirror the RFP requirements. These 
requirements will become QKPI that will be tracked, monitored and reported on to ensure compliance.  
 


3.9.18 DENTAL RECORD STANDARDS 
DentaQuest complies with all requirements outlined in Section 3.9.18. DentaQuest explicitly details its 
dental record standards in our response to Section 3.7.1. Please refer to that section for a full 
description. 
 


3.9.19 UTILIZATION REVIEW 
DentaQuest maintains a robust written Utilization Review Program description that includes policies 
and procedures to evaluate medical necessity, criteria used, information sources, the process used to 
review and approve the provision of dental services and mechanisms used to detect under- and over-
utilization of dental services. We can provide a copy upon request and during Readiness Review.  
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Our Utilization Management department reviews all preauthorization requests. The team consists of 
67 Clinical Review Specialists who have backgrounds in dental hygiene and dental assisting or have 
graduated from an accredited dental assisting program. We also employ and contract with a staff of 
20 Dental Directors representing all specialties. The average tenure of our Dental Directors is seven 
years; many have been with the organization for more than 10 years. They possess an average of 20 
years of clinical experience.  
 
Dental Directors are the only individuals who may deny a request for preauthorization based on 
clinical criteria. All clinical staff must sign an attestation at the time of hire, and then again on an 
annual basis, stating that no financial incentives or any other methods of non-monetary 
encouragement have been offered by DentaQuest that would adversely affect the benefit decisions 
made according to the State Medicaid guidelines and any applicable or federal statutes governing the 
activity. We maintain the signed attestation in each employee’s file. 
 
Since there are no published clinical criteria for dental services, DentaQuest has adopted the 
generally-accepted principles of diagnoses and treatment modalities taught in all American dental 
schools and post graduate dental programs. In conjunction with these principles, DentaQuest 
incorporates state Medicaid guidelines, educational literature and best practice guidelines published 
by various dental specialty organizations, Plan benefit description documents, and information 
contained in the current CDT Code of Dental Terminology published by the American Dental 
Association. We also incorporate guidelines from Dental Specialty organizations such as American 
Academy of Pediatric Dentistry, Academy of General Dentistry, American Endodontic Society, 
American Orthodontic Society, and the American Association of Oral and Maxillofacial Surgery.  
 
Clinical algorithms are consistently updated to reflect changes in dental codes to provide consistent 
and reliable benefit determinations. Algorithms are based on established clinical guidelines and 
criteria, dental education curricula, dental specialty guidelines as well as state program guidelines. 
Each service line requiring a clinical determination uses an algorithm score sheet.  
 
DentaQuest has established clinical criteria for the following service areas: diagnostic, preventive, 
restorative, endodontic, periodontic, oral and maxillofacial surgical services, orthodontic, and 
adjunctive general services. We refer any questionable services for evaluation to the DentaQuest Peer 
Review Committee, or independent peer review, if requested to do so by the treating provider. The 
Peer Review Committee reviews criteria and algorithms on a yearly basis and published in the Provider 
Policy and Procedure Manual.  


 


3.9.20 CONTINUITY OF CARE SYSTEM 
DentaQuest understands that the majority of Nevada Medicaid recipients are entitled to a number of 
benefits, such as medical services, pharmacy, behavioral health services, and transportation. 
 
DentaQuest is very well equipped at coordinating with other Vendors and providers who are 
delivering other services covered under the Medicaid program.  
 
For example, in Texas, we coordinate with the Texas Health and Human Service’s Commission’s (HHSC) 
claims administrator or the recipient’s health plan to ensure Medicaid recipients can receive the 
following services from Texas: 
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 Treatment of a dislocated jaw, traumatic damage to teeth, and removal of cysts 


 Treatment of oral abscess of tooth or gum origin 


 Treatment of craniofacial anomalies 


 Outpatient dental care in a hospital or ambulatory surgical center (this is often needed for 
children with acute special needs or extensive Early Childhood Caries) 


 
We also have extensive experience working with organizations that serve recipients with special needs 
to coordinate their care. We understand that we will be responsible for ensuring all recipients 
including juveniles temporarily detained by a state or county agency; Seriously Emotionally Disturbed 
children, adults with Severe Mental Illness and individuals with substance abuse disorders; Children 
with Special Health Care Needs; homeless recipients; recipients with chronic conditions; and women 
with pregnancies can access covered medically necessary dental care. Our Recipient Services 
department is on the front lines of facilitating this care. And our Concierge Services department serves 
as another safety net to ensure recipients are matched with the appropriate dentist who can 
accommodate their needs. Both of these departments are described in greater detail in our response 
to Section 3.5.3 Recipient Services Department/Concierge Services. 
 


3.9.21 IQAP DOCUMENTATION 
As noted in our responses throughout Section 3.9, DentaQuest documents that it is monitoring the 
quality of care across all services and all treatment modalities, according to its written IQAP.  
 
We will maintain and make available to the DHCFP, and upon request to the Federal Secretary of 
Health and Human Services or any federal or state regulatory entities, studies, reports, protocols, 
standards, worksheets, minutes, or such other documentation as requested concerning its quality 
assurance activities and corrective actions.  
 


3.9.22 COORDINATION OF QUALITY ASSURANCE ACTIVITY WITH OTHER 
MANAGEMENT ACTIVITY 
It is crucial to note that accountability for quality performance is not just limited to DentaQuest’s 
“quality department” or a given group or subcommittee. Our leaders create a culture where quality 
excellence and performance is expected by all employees and subcontractors; it is an integral 
component of everyone’s job description. This mindset flows top down – from DentaQuest’s leaders to 
the front-line staff members who are encouraged at any time to make suggestions for quality 
improvement. It is the expectation that everyone contributes to continuously meeting and exceeding 
quality standards.  
 
With that in mind, DentaQuest leadership gathers on a monthly basis for its Key Performance 
Indicator status meeting, in which departmental leaders present on their team’s QKPIs for the 
previous month. DentaQuest has a comprehensive list of QKPIs that are monitored each month for all 
areas of our business.  
 
Each department leader is responsible for ensuring their team meets our clients’ KPIs. If they are not 
meeting specific measures or are trending downward, they are responsible for presenting any 
corrective action plan that has been developed to rectify the issue.  
 
These same departmental leaders are responsible for reporting on QKPIs to the QAPIC committee on a 
monthly basis. The committee will monitor the corrective action plan each month thereafter to ensure 
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any non-performing QKPIs are addressed in a timely manner. Then annually, the QAPIC is responsible 
for including the QKPI results in DentaQuest’ Quality Improvement Program Evaluation.  
 


3.9.23 DATA COLLECTION 
Because our core business is Medicaid dental program administration, we are accustomed to creating 
custom uniform utilization, cost, quality assurance, and recipient satisfaction/complaint data on a 
regular basis, in accordance with Quality Assurance Standards for each state’s unique needs. Our 
commitment to Nevada will be demonstrated by assuring all data collection meets the DHCFP’s needs 
and exact specifications. This will be discussed further during the Readiness Review process.  
 


3.9.24 DISPUTE RESOLUTION 
DentaQuest’s Provider Services department will work to quickly, professionally and accurately resolve 
any provider disputes. In 2015, our Provider Services department fielded 1.1 M live provider calls 
nationwide. Of these 96.4 percent of requests were resolved during the initial call. If the Provider 
Services department cannot resolve the dispute during the initial call, it will be routed as appropriate 
to our Complaints, Grievances and Appeals department or to an in-state Provider Relations 
Representative who will work one-to-one with the provider to resolve the dispute. Our Provider 
Services Representatives are trained to understand when an issue should be routed to the Complaints, 
Grievances and Appeals department versus a Provider Relations Representative.  
 
All communications with the provider will be documented in our customer relations management 
system for future reference.  
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3.10 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY 
3.10.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and 
Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 438. Section E.  
3.10.2 Purpose of Quality Strategy 


 


3.10.1 QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY 
DentaQuest understands and will comply with the requirements of RFP Section 3.10.1. 
 
We are looking forward to not only partnering with the DHCFP in meeting the goals and objectives 
outlined in its Quality Assessment and Performance Improvement Strategy (2016–2017) but also to 
help the state go beyond complying with the minimum statutory and regulatory requirements by 
implementing multiple methods for continuous quality improvement in order to raise the quality of 
care provided to, and received by, Medicaid recipients.  
 
As we described in our response to Section 3.9, DentaQuest has a comprehensive quality program that 
incorporates all areas of our organization. We also have experience helping states with their quality 
improvement efforts. For example, as part of our contract with the Texas Health and Human Services 
Commission (HHSC), we are required to meet and/or improve the Annual Dental Visit measurement by 
age strata. The Medicaid dental program in Texas is co-administered by DentaQuest and another DBA. 
The following chart provides a snapshot of the preliminary 2015 results for the Annual Dental Visit 
measurement. For every age group, DentaQuest exceeded the state’s standard and outperformed the 
other DBA. 


 
Figure 3.10.A 2015 results for DentaQuest’s EQRO Annual Dental Visit Measurement from Texas 


Annual Dental Visit by Age Strata 


Texas HHSC 
Standard 


DentaQuest's 
2015 
Performance 


Performance 
against HHSC 
standard 


Performance 
compared to 
other DBA 


% of members (2 - 3 yrs) enrolled for at least 11 of the 
past 12 months who had at least one annual dental visit 


 
56% 77.10% 


  


% of members (4 - 6 yrs) enrolled for at least 11 of the 
past 12 months who had at least one annual dental visit 


 
77% 81.64% 


  


% of members (7 - 10 yrs) enrolled for at least 11 of the 
past 12 months who had at least one annual dental visit 


 
79% 83.28%   


% of members (11 - 14 yrs) enrolled for at least 11 of the 
past 12 months who had at least one annual dental visit 


 
74% 80.04% 


  


% of members (15 - 18 yrs) enrolled for at least 11 of the 
past 12 months who had at least one annual dental visit 


 
64% 72.35% 


  


% of members (19 - 21 yrs) enrolled for at least 11 of the 
past 12 months who had at least one annual dental visit 


 
47% 51.32% 


  


% of members (1 - 20 yrs) enrolled for at least 11 of the 
past 12 months who had at least one preventive dental 
service during the measurement year 


None 76.91% N/A  
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3.10.2 PURPOSE OF QUALITY STRATEGY  
The chart in Figure 3.10.B confirms how DentaQuest will support and/or comply with the quality 
strategy requirements outlined in the RFP. 
 
Figure 3.10.B DentaQuest’s plan to support the state’s quality strategy 
State’s Quality Assessment and Performance Improvement Strategy How DentaQuest will support and/or 


comply with requirements 


CFR 438.Section E – State Responsibilities 
 


 Have a written strategy for assessing and improving the 
quality of PAHP services offered by the DBA 


 Obtain the input of recipients and other stakeholders in the 
development of the strategy and make the strategy 
available for public comment before adopting it to final 


 Ensure that the vendors comply with standards established 
by the DHCFP 


 Conduct periodic reviews to evaluate the effectiveness of 
the strategy, and update the strategy at a minimum of 
every three years or, as needed;  


 Submit to CMS one (1) copy of the initial strategy, and a 
copy of the revised strategy whenever significant changes 
are made, and two (2) regular reports on the 
implementation and effectiveness of the strategy; and 


 The DHCFP will approve the Strategy and maintain ultimate 
authority for overseeing its management and direction. The 
vendor is also required to participate in quality initiatives 
that align with the goals and objectives identified in the 
DHCFP’s Performance Measures, as defined in the DHCFP 
budget. The Strategy is in two parts: an overriding 
conceptual program and an annual Work Plan.  


 


 
 
DentaQuest will maintain a written, 
compliant IQAP and submit it to the 
DHCFP as requested 
 
 


CFR 438.330– Elements of State Quality Strategies 
 
Quality of care activities will be monitored through information 
obtained in a quarterly DBA Care Coordination Report. These 
activities may include monitoring and technical assistance through 
site visits to the vendor, Chart audits, phone calls, etc. The DHCFP 
may validate the DBA Care Coordination report and may conduct a 
more in-depth review and/or request additional information.  
 


The Strategy incorporates procedures that: 
 1. Assess the quality and appropriateness of care and 
  services furnished to all of the DHCFP dental  
  program recipients enrolled with the vendor; 
 
 


2. Require the vendor to develop a cultural competency 
plan that will include methods to encourage culturally-
competent contact between recipients and providers, 
staff recruitment, staff training, translation services, 
and the development of appropriate health education 
materials. The vendor is responsible for promoting the 


 
 
DentaQuest will supply the DHCFP with 
quarterly DBA Care Coordination 
Reports and will provide follow up 
information as required to validate 
these reports.  
 
 
 
1. DentaQuest’s IQAPs outline how we 
assess the quality and appropriateness 
of care and services furnished. 
 
 
2. DentaQuest already maintains a 
comprehensive cultural competency plan 
that encompasses set procedures for a 
number of areas including 
administrative, marketing/educational 
materials, staff training, provider 
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delivery of services in a culturally competent manner, 
solely determined by the DHCFP, to all recipients 
including those with limited English proficiency (LEP) 
and diverse cultural and ethnic background. The vendor 
will develop methods to collect report and identify the 
race, ethnicity and primary language spoken of each 
enrolled recipient. The vendor will track primary 
language information in the health plans’ customer 
services systems. The DHCFP will provide race and 
ethnicity and primary language spoken data for the 
Medicaid population to the vendor(s) through a 
monthly interface. The vendors may alert the DHCFP, as 
part of the demographic update interface with DWSS 
NOMADS system, of any known discrepancies in the 
race and ethnicity or primary language data they 
receive from the DHCFP. This data will be utilized to 
gather baseline data and will lead to the development 
of a Performance Improvement Projects (PIP) or quality 
improvement project. Such a project will incorporate 
data from the State enrollment file according to the 
race and ethnicity categories as defined by CMS. The 
data will be used to generate stratified reports as 
recommended by the Centers for Medicare and 
Medicaid Services (CMS) and compliant with the Health 
Insurance Portability and Accountability Act (HIPAA) for 
race and ethnicity categories to identify disparities. The 
vendor’s will organize interventions specifically 
designed to reduce or eliminate disparities in health 
care; 


 
3. Monitor and evaluate the contracted vendors’ 


compliance with the standards. It will include a 
description of how the DHCFP will complete this 
monitoring in line with the Strategy; 


 
4. Arrange for external quality reviews including a 


description of the annual independent external quality 
review of the timeliness, outcomes, and accessibility of 
the services covered under each vendor contract. This 
section should include but is not limited to a broad 
description of calculating measures or designing 
performance improvement projects; 


 
5. That designates the performance measures and levels 


developed by CMS in consultation with States and other 
relevant stakeholders; 


 
6. Designates an information system that supports the 


initial and ongoing operation and review of the DHCFP’s 
quality strategy; 


 
7. Designates a description of how the DHCFP uses 


intermediate sanctions in support of its quality strategy. 


training, health education, surveys and 
outreach. Additionally, we also have a 
cultural diversity assessment plan. 
 
DentaQuest further agrees to alert the 
DHCFP of any known discrepancies in the 
race and ethnicity or primary language 
data we receive from the DHCFP.  
 
Through our outreach and education 
programs, we will organize interventions 
specifically designed to reduce or 
eliminate disparities in health care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. DentaQuest will demonstrate its 
compliance with standards through 
monthly, quarterly and annual reports. 
 
 
4. DentaQuest will cooperate with all 
external quality reviews.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
7. DentaQuest confirms it has reviewed 
the sanctions outlined in this RFP. 
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These sanctions meet the requirements specified in 42 
CFR 438 Subpart I. The DHCFP’s description specifies its 
methodology for using sanctions as a vehicle for 
addressing identified quality of care problems; and 


 
8. Identifies standards, at least as stringent as those in 42 


CFR Parts 438 for access to care, structure and 
operations, and quality measurement and 
improvement. 


 
 
 
 
 
8. DentaQuest is committed to meeting 
the standards outlined in our contract 
with the DHCFP. 
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3.11 FISCAL REQUIREMENTS 
 3.11.1 Vendor Fiscal Standards 
 3.11.2 Performance Security Deposit 
 3.11.3 Vendor Liability  
 3.11.4 Payment of Claims 
 3.11.5 Financial Solvency 
 3.11.6 Third Party Liability 
 3.11.7 Subrogation 
 3.11.8 Reserving 
 3.11.9 Prohibited Payments to Institutions or Entities Outside of US 
 


3.11.1 VENDOR FISCAL STANDARDS 
DentaQuest acknowledges its understanding that the State of Nevada Division of Insurance (DOI) 
regulates the financial stability of all certified vendors. DentaQuest will comply with all DOI standards 
in addition to the PAHP standards described in this section.  
 


3.11.2 PERFORMANCE SECURITY DEPOSIT 
If selected as a vendor, DentaQuest is prepared to provide a performance security deposit in the form 
of a bond furnished by a surety company authorized to do business in the State of Nevada to the 
DHCFP in order to guarantee payment of DentaQuest’s obligations under this contract. We understand 
that the performance security deposit may be utilized by the DHCFP to remedy any breach of contract 
or sanctions imposed on the vendor.  
 


3.11.3 VENDOR LIABILITY 
DentaQuest agrees that it will ensure that its recipients are not held liable for any of the following: 


 The vendor’s debts, in the event of the vendor’s insolvency; 


 For services provided to the recipient in the event of the organization failing to receive 
payment from the State for such services; 


 For services provided to a recipient in the event a health care provider with a contractual, 
referral, or other arrangement with the vendor fails to receive payment from the state or the 
organization for such services; or 


 Payments to a provider who furnishes covered services under a contractual, referral, or other 
arrangement with the vendor in excess of the amount that would be owed by the recipient if 
the vendor had directly provided the services. 


 
We will also ensure continuation of services to recipients during insolvency pursuant to the Center for 
Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


 


3.11.4 PAYMENT OF CLAIMS  
DentaQuest will use its custom-built operating system, Windward, to accurately and efficiently receive 
and adjudicate claims for medically necessary covered dental services.  
 
Windward was developed on a .NET/SQL platform and designed to support the administration of 
dental benefits in a government program setting. DentaQuest invested over $100M in the 
development of Windward, which was officially implemented in 2010. We serve eight state agencies 
and over 100 health plan clients, covering over 20 million government-sponsored dental program 
recipients on this platform. Windward supports 1,078 unique benefit plans for these clients. In 2015, 







DentaQuest USA Insurance Company, Inc. 
Section 3: Technical Proposal 
Response to RFP 3290 for Dental Benefits Administrator 


118 | P a g e  


 


we processed over 22 million claims with a financial accuracy 
rate of 99.57 percent and a processing accuracy rate of 99.52 
percent. Additionally, nearly 92 percent of claims are auto-
adjudicated, requiring no manual intervention.  
 
Our Windward system complies with all applicable State and 
Federal requirements. We maintain a separate configuration in 
Windward for each DentaQuest customer. The system is 
flexible and enables us to quickly adapt new business rules as a 
result of new or amended laws, policies, or regulations that 
affect claims processing. For example, DentaQuest updates its 
system anytime there are CDT code changes, and will do so in 
accordance with the timeframes defined by the DHCFP. We 
currently use CDT 2016.  
 
We recently enhanced Windward to allow configuration of 
rules to require ICD-10 diagnosis validation on claims 
submission. These rules: 
 


 Require submission of ICD version information on the 
claim header 


 Require that the ICD version is valid for the date of 
service 


 Require that the ICD codes be valid ones for the version effective on date of service 
 
DentaQuest has averaged 99.9 percent system availability over the past 12 months for all systems 
that will be part of our solution for the DHCFP. Over the previous 12 months, DentaQuest has not been 
liable for any service credits to any customer for failure to meet the guaranteed system availability. 
  


Receiving and Adjudication Claims for Medically Necessary Covered Services 
Every claim or pre-authorization request follows a set of defined, logical adjudication-processing 
steps. Each step invokes a series of configurable business rules and tests data specific to the 
adjudication-processing step. Each adjudication-processing step tests claim information against the 
configurable business rules specific to the adjudication processing requirements. Windward applies 
the steps based on plan configuration, data setup, and standard rules defined by the covered benefits 
outlined in RFP for the recipient associated with the claim. During processing, the system also reviews 
other data such as the recipient’s eligibility, provider participation, and coordination of benefits with 
other insurers. Windward also stores a history of claims and service pre-authorizations. The system 
links records using unique recipient identifiers to allow examination of history during processing. 
 
Base rules accommodate federal HIPAA and industry requirements. The system business rules are 
highly flexible, user configurable, and fall into one of the following categories: 
 


 Procedure rules determine covered and non-covered services. 


 Procedure payment rules determine alternate benefits and possible ADA code switches. 


 Bundling and unbundling rules assure clinical and medical appropriateness and protect 
against overpayment. 
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 Step therapy edits ensure only appropriate service combinations are reimbursed. 


 Benefit history crosscheck denies a submitted procedure based on the existence of procedures 
in the recipient’s history. 


 Clinical history crosscheck denies a submitted procedure based upon the existence of 
procedures in the recipient’s history. 


 
Claims are subjected to over 4,200 procedure code edits that define code variations applicable to each 
rule scenario. These rules mirror the approach defined by CMS National Correct Coding Initiatives and 
ensure recipients receive appropriate care and that only clinical-based, cost-effective dental treatment 
is being reimbursed. 


 


Third Party Liability 
DentaQuest will ensure third party liability (TPL) has been billed and processed prior to paying the 
claim. We describe our process for TPL in our response to Section 3.11.6. 
 


Claim Submission Options 
DentaQuest’s Windward system supports provider payment data reporting requirements specified in 
the contract. Dental claims can be submitted to DentaQuest by three methods: 
 


 Electronically, through electronic data interchange (EDI) 


 Electronically, through the DentaQuest web portal 


 Paper, via mail or fax 
 
For all types of claims, DentaQuest has a Record Retention Policy to ensure that we comply with 
government regulatory or statutory reporting requirements. This policy requires that claims data be 
maintained for 10 years from the date the claim was paid. 
 
Below, we describe the process for handling the different types of incoming claims. 


 
Electronic 
Providers can submit claims electronically via a clearinghouse, the DentaQuest free client web portal 
or through a Trading Partner Portal.  
 
Electronic receipts are available via our web portal at no cost to providers. To use the web portal, each 
Provider must create a unique username and password through the provider self-registration function. 
The site is accessible only with a valid username and password and providers can access only their 
own information.  
 
Providers may submit claims in batch either through a clearinghouse or by becoming a trading partner 
with DentaQuest. DentaQuest provides a portal where trading partners can drop standard 837D 
healthcare claims transactions. 
 
Daily, we validate electronically submitted claims (clearinghouse or Trading Partner Portal) to ensure 
the information has been entered correctly and agrees with DentaQuest’s eligibility information 
within Windward. Claims are validated against two of four criteria: Date of birth (DOB), name or 
Social Security Number (SSN)/recipient ID. Once validated, claims are ready to be processed. Claims 
that are not validated are sent to an online queue for investigation and resolution. 
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Paper 
Providers can submit paper claims in one of two ways: 


 Mailing the claims to the post office box that we will designate for Nevada Medicaid dental 
claims 


 Faxing claims to a specified fax number that we will set up for Nevada Medicaid dental claims 
 
The Provider Manual, our website, and other Provider educational materials will specify the mailing 
and fax information. 
 
DentaQuest’s central Intake and Digital Services department in Wisconsin receives all paper claims. 
Processors open the mail, prepare the claims, and scan them into separate batches using the following 
batch criteria: 


 Single page claims 


 Multi-page claims 


 Claims with EOBs 


 Claims with X-rays/photos 
 
The scanning process assigns the digital control number (DCN), which becomes the claim number 
within the claims processing system. The scanning process also creates an image of all the received 
documents; that image becomes the item of record. We then transmit the images to our optical 
character recognition (OCR) vendor via secure file transfer protocol (SFTP). The OCR vendor converts 
the image data to readable text data to create a HIPAA 837 EDI file. The OCR vendor’s process also 
includes a recipient and provider matching process; to do this, the vendor uses extracted files we send 
to them each day. By contract, all items received by the OCR vendor by the end of the business day 
(5:00 p.m. CST), must be returned to DentaQuest within 24 hours. 
 
Because the OCR process is very accurate, most paper claims are processed without requiring manual 
data entry. However, some claims that we receive are not printed clearly or are handwritten. Queue 
Specialists working from the “key from image” queue enter any claims that cannot be read by OCR. 
Less than three percent of the total paper claims volume requires manual entry. 
 
If the claim is accompanied by a paper attachment, it will be scanned and loaded into the system, 
along with the original claim. If an item, such as a radiograph or orthodontic model is submitted, we 
apply a bar code to each of those items and they are imaged using other scanner hardware. That bar 
code is read by all of the scanning processes and those bar coded images are then matched to the 
corresponding claims and loaded into Windward.  
 
Fax claims are received by a fax server located in our Intake and Digital Services department. They are 
sent with other paper claims directly to our OCR vendor after batching.  
 


Timely Filing Limits 
DentaQuest understands that both in- and out-of-network providers may submit claims for 
reimbursement up to 180 days from the last date of service and out of state providers 365 days from 
the last date of service unless a shorter time period is negotiated. The vendor’s claims payment system 
must use standard claim forms. Windward will be set up to ensure timely filing limits are verified 
during the auto-adjudication process.  
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Meeting Required Turnaround Times 
DentaQuest understands that it will be required to meet timely claims payment in 42 CFR 447.45d (2) 
and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6): 
 


 95 percent of all clean claims from practitioners, who are in individual or group practice or 
who practice in shared health facilities, within 30 calendar days of the date of receipt 


 99 percent of all clean claims from practitioners, who are in individual or group practice or 
who practice in shared health facilities, within 90 calendar days of the date of receipt 


 
DentaQuest currently exceeds these requirements across all Medicaid business, processing over 99 
percent of all clean claims within 30 calendar days of the date of receipt.  
 


Date Stamp of Receipt and Payment 
Every claim is assigned a DCN, which becomes the claim number within the claims processing system. 
Below is an example of the DCN assigned to each document through the digitizing process. Each DCN 
is 15 digits, using specific criteria to define items such as received date and the source of the claim. 
Figure 3.11.A shows the breakdown of a sample DCN, 201536520123400. 
 
Figure 3.11.A The DCN assigned to each claim indicates the date received and the source of the claim 


 
2015 365 2 01234 00 


     


Claim 
Year 


Day of 
Year 


Claim 
Source 


Sequence 
Number 


Suffix 
Number 


 
Windward also tracks the date of the check payment associated with each claim.  


 


Written Policies and Procedures for Claims  
DentaQuest maintains a robust claims policy and procedure manual that outlines our practices for 
processing claims submitted for payment from any source and shall monitor its compliance with these 
procedures. 
 


Denying Duplicate Claims 
DentaQuest uses several methods to make certain that we do not pay duplicate claims and do not pay 
duplicate services. To prevent payment of duplicate claims, Windward examines the current claim 
against claim history using the recipient identifier, group number, and provider/location identifiers. It 
also compares the services on the current claim against claims in history; comparing the total number 
of services on the claim, the service dates, the procedure lines and codes, the tooth, quad, arch, and 
surface, and any comments. If Windward finds an exact match, it rejects the claim with a duplicate 
error code and applies workflow routing rules for review of the claim. If the header lines match but 
there is not an exact match for the service line, Windward rejects the claim with a potential duplicate 
error code and applies workflow routing rules for review of the claim. 
 
To prevent payment of duplicate services, Windward looks for matching claims headers and duplicate 
service lines, checking the same data as for duplicate claims. The system rejects matching service lines 
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with an error code indicating that a duplicate service is in history. If the comments in the service 
match, this is rejected with a specific service code. In both cases, Windward applies workflow routing 
rules to the claim. The processor can then review this claim and may request additional information 
from the provider, if necessary, to determine whether to allow or deny the service line. 


 


Interest Payments  
DentaQuest agrees that it will abide by the terms of any contract entered into as a result of this RFP to 
pay interest to a provider of dental services on a claim that is not paid within the time provided in the 
contract or agreement at a rate of interest equal to the prime rate at the largest bank in Nevada, as 
ascertained by the Commissioner of Financial Institutions, on January 1 or July 1, as the case may be, 
immediately preceding the date on which the payment was due, plus six percent. The interest must be 
calculated from 30 days after the date on which the claim is approved until the date on which the 
claim is paid. 
 


Payment Accuracy 
We adhere to strict state and federal requirements governing the operation programs in 30 states, 
and we are confident that we can meet the requirements surrounding data integrity within any dental 
program. DentaQuest maintains a processing accuracy rate and financial accuracy rate on all claims in 
excess of 99.5 percent, greatly exceeding the RFP requirement of 95 percent. 
 
DentaQuest’s Quality Assurance Claims Audit staff is responsible for auditing claims to achieve a 98 
percent or greater accuracy rate. The primary responsibilities of the Quality Assurance Claims audit 
staff include: 
 


 Reviewing the original data against the final processed data 


 Verifying the recipient’s eligibility and provider status 


 Reviewing service lines to ensure that the amount paid is in accordance with the payment fee 
schedules loaded for a particular group/provider 


 
Audit examines every action that touched the claim and verifies it for accuracy. If the audit identifies 
processing errors, the auditor captures the error detail and marks the claim for correction. 
 
We audit up to five percent of all claims processed and adjudicated to final status. Quality Assurance 
also audits 40 claims per Claims Processor per month, and 20 claims per Customer Service 
Representative per month. We also maintain production goals for our staff. Quality Assurance Claims 
Audit staff must review a minimum of 85 service lines per hour. 
 
We also ensure quality through auditing policies and procedures governing the performance of our 
staff in the Claims Processing department.  
 


Verifying Services 
To verify that the services reimbursed to a particular recipient were furnished as billed by the provider, 
DentaQuest can conduct verification of services surveys.  
 
The verification of services process is a joint effort between our Fraud Prevention and Recovery Unit, 
which designs the tool to best identify, coordinate and investigate whether services were provided as 
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reported, and our Market Research department, which specializes in conducting surveys. Our process 
is outlined below: 
 
1. DentaQuest’s Market Research department conducts quarterly member satisfaction surveys with 


a verification of service component. These surveys are conducted via telephone with a live 
surveyor. The recipient is asked to confirm date of service of a recent procedure, along with the 
nature of the procedure. 


 
2. The Market Research department reports any adverse verification of service findings internally to 


the Fraud Prevention and Recovery Unit, and copies are provided to the appropriate client service 
representatives each quarter. Information in this report includes: 


 State name 


 Recipient name 


 Subscriber number 


 Reported date of service 


 Procedure code 


 Provider name 


 Provider ID 


 Pertinent open-ended response from respondent 
 


3. A Fraud Prevention and Recovery Unit investigator notifies the state Medicaid office that an 
internal investigation is underway relative to the adverse verification of service findings. This Unit 
then conducts the necessary utilization review of the reported records. Further, an additional nine 
randomly selected member records from the associated provider are reviewed to determine any 
potential troubling patterns of behavior.  


 
4. Once DentaQuest’s Fraud Prevention and Recovery Unit investigator has completed the utilization 


review, final outcomes of the investigation are reported back to the state Medicaid office in 
quarterly reports. 


 
DentaQuest will conduct a preliminary investigation on all reported incidents of suspected FWA and 
will report these to the DHCFP and Office of Inspector General if further investigation is shown to be 
warranted. 


 


Changes to Claims Processing System  
According to the RFP requirements, DentaQuest will notify the DHCFP prior to implementing any 
changes to Windward that would affect the Nevada program. DentaQuest’s Nevada Medicaid and 
CHIP Operations Manager would serve as the single point of contact for communicating such 
information. 
 


Medical Review 
As part of our Fraud Prevention and Recovery Program, DentaQuest conducts medical reviews of 
claims when the appropriateness of service, procedure, or payment is in question. In fact, all providers 
are subject to claims review as part of our robust Fraud Prevention and Recovery Program. A 
statistically valid methodology tests the utilization patterns for key procedure code(s) and/or code 
sets that have been demonstrated through our experience in network management to be most prone 
to overutilization or abuse. To heighten the sensitivity of our assessment methodology we also test 
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various procedure code relationships in the form of ratios, which helps to identify additional patterns 
of potential abuse. Each provider’s test results are compared to the corresponding average for their 
network peers and those who deviate significantly are flagged as a “failure.” Providers are ranked 
based on the number of tests they fail. Depending on the number and tests that were failed, 
additional data mining is conducted. Based on the cumulative results of DentaQuest’s data mining 
Providers may be subject to a number of remedial actions including, but not limited to, a records 
audit, additional pre-payment clinical review requirements and/or educational reinforcement. The 
review of findings is conducted by a licensed dental director.  
 


Provider Preventable Conditions Payment Policy 
DentaQuest will comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – Payment 
Policy. We will deny or recover payments to healthcare professionals and inpatient hospitals for care 
related to the treatment of the consequences of PPCs and Other Provider Preventable Conditions 
(OPPC) that meet the following criteria: 


 Is identified in the Medicaid State plan; 


 Has been found by the DHCFP, based upon a review of medical literature by qualified 
professionals, to be reasonably preventable through the application of procedures supported 
by evidence-based guidelines; 


 Has a negative consequence for the recipient; 


 Is auditable; 


 Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;  


 Surgical or other invasive procedure performed on the wrong body part; and 


 Surgical or other invasive procedure performed on the wrong patient. 
 


3.11.5 FINANCIAL SOLVENCY 
DentaQuest has thoroughly reviewed the requirements of Attachment T, Forms and Reporting Guide 
related to the financial records and financial statements DentaQuest must provide to the DHCFP, as 
well as the timeline for providing those documents.  
 


3.11.6 THIRD-PARTY LIABILITY (TPL)  
DentaQuest acknowledges that third-party liability (TPL) refers to any individual, entity (e.g., 
insurance company) or program (e.g., Medicare), including group health plans, as defined in Section 
607(1) of the Employee Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service benefits 
plans and Section 6035 of the Deficit Reduction Act of 2005.  
 
We understand that TPL activities included in this contract are the Coordination of Benefits (COB) cost 
avoidance of Medicaid claims. Under Section 1902(a) (25) of the Social Security Act, DHCFP and its 
providers are required to take all reasonable measures to identify legally liable third parties and treat 
verified TPL as a resource of the Medicaid and CHIP recipient.  
 


Medicaid - Payer of Last Resort 
Medicaid is always secondary to any commercial insurance or any other government-sponsored health 
care coverage program (including Medicare and TRICARE). The other available insurance must 
reimburse or deny the service before liability can be established. Once we determine that a potentially 
liable third party exists, we are required to “cost avoid,” thus ensuring Medicaid is the payer of last 
resort. In accordance with the RFP, DentaQuest will maintain the minimum historical TPL eligibility 
data in accordance with State and Federal rules and regulations, currently established as 72 months. 
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Identifying TPL 
When processing the claim, if DentaQuest determines the probable existence of third-party liability, 
DentaQuest rejects the claim and return it to the provider for a determination of the amount of 
liability. Providers must bill any other available insurance before billing Medicaid. Once we receive 
confirmation from the provider or another third-party resource indicating the extent of third party 
liability, we will then pay the claim to the extent that it exceeds the amount of the other carrier’s 
payment allowed under the Nevada Medicaid Dental Program payment schedule. 
 
DentaQuest’ s coordination of benefits (COB) methodology ensures that no more than the total plan 
allowance or the provider billed or usual and customary charge amount is paid when multiple 
insurance coverages are available to cover a dental service. In our Windward claims system, we 
establish rules that review coordination of benefit status (available alternate payer), hierarchy of 
carrier responsibility, and associated actions to properly handle COB business requirements. 
 
Suppose, for example, that a recipient has indication of another (primary) insurance carrier on his or 
her enrollment profile. A provider submits a claim to DentaQuest for covered dental services, but there 
is no primary carrier benefit statement or denial notice submitted with the claim. Our COB rules would 
deny the service due to lack of a primary payer decision. Alternative outcomes could include 
suspending the claim and holding for receipt of the other payer’s claim decision, or performing a pay‐
and‐chase process. 
 


Cost Avoidance 
DentaQuest checks for the presence of other available insurance to ensure that Medicaid is the payer 
of last resort and pays only the appropriate amount for the claim. If coordination of benefits is marked 
on the claim form or the recipient’s enrollment file, or if the claim includes an explanation of benefits 
with documentation of other insurance, Windward will pend the claim for manual review by a claim 
processor. The processor will manually review the claim file, and gather additional information if 
needed, to determine what has previously been paid and calculate the remaining balance payable by 
DentaQuest. 
 


Cost Recovery 
Various types of claims are eligible for cost recovery when the provider has sought, and accepted in 
full, payment from Medicaid and there is an identified third-party liability source for reimbursement.  
 
In these situations, if the provider bills Medicaid, and there is other insurance available, DentaQuest 
will seek recovery of Medicaid payments from the other coverage. 
 
If the provider is aware that the recipient qualifies for both Medicaid and other insurance benefits, 
the provider must choose whether or not to bill the other insurance. The provider has the following 
options: 


 If the provider chooses to bill the other insurance, the provider must submit the claim to the 
patient’s other insurance before submitting the claim to DentaQuest. 


 If a claim is then received, DentaQuest will account for the primary carrier payment and 
coordinate benefits on the claim to determine if any additional payment is owed. 


 If the provider chooses to bill DentaQuest, and not the patient’s other insurance, the provider 
is indicating that he or she accepts the Medicaid payment as payment in full. The provider 
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must certify that he or she has previously attempted to bill the other insurance and has waited 
for 30 days without receiving payment before choosing this option. DentaQuest then has the 
right to recover the payment from the other insurance carrier. The provider does not have the 
right to further recovery and cannot seek additional reimbursement from the other insurance 
after Medicaid has made payment. In this scenario, the provider must notify DentaQuest at 
the time of claim submission of the existence of third-party insurance and provide DentaQuest 
with the carrier and policy information. After processing, the DentaQuest Claim Processor will 
route the claim to our subrogation unit to initiate recovery attempts from the primary 
insurance carrier of any payments issued subject to our current recovery threshold amounts. 


 
DentaQuest will review the recipient’s history for any previously paid claims that may fall under the 
primary carrier’s current coverage period for possible recovery from the same third-party source. 
 
If the provider learns that a client has other insurance coverage after Medicaid has paid the claim, the 
provider must refund the payment to Medicaid before billing the other insurance. 
 
DentaQuest understands that TPL recoveries made by either DentaQuest or the DHCFP will be 
incorporated into capitated rate development by the DHCFP and its actuary. DentaQuest has 365 days 
from claim paid date to recover TPL payment; after 365 days, we will forfeit our right to recovery to 
the State unless we can provide evidence that the recovery effort is active and/or in dispute. 
DentaQuest will be responsible to pay for the cost incurred to complete the recovery of the TPL 
payment to the DHCFP. 
 
DentaQuest will ensure that all existing and new requirements of the MSM, CMS State Medicaid 
Manual and other State and Federal rules and regulations are met by the TPL business function. 


 


3.11.7 SUBROGATION 
It is difficult to determine that a claim is the result of a third party injury. More often than not, 
DentaQuest will find out about a subrogation matter through a subpoena or records request from an 
attorney representing the recipient or the at-fault party. When DentaQuest is notified of a potential 
third party, we have a communication process and tracking mechanism. DentaQuest will seek 
reimbursement and, where appropriate, report and refund a subrogation lien settlement to our client. 
If DentaQuest identifies that we have paid a claim that was the result of an injury caused by a third 
party, we: 
 


 Use best efforts to be reimbursed for that payment 


 Make note of this reimbursement in the recipient’s file (or on the claim, as the system allows)  


 Credit the subrogation payment to the correct internal account 
 
We pursue recovery for any claim payment of $100 or greater for a health insurance source and $250 
or greater for a casualty insurance source. We apply this threshold to individual claims. Claims eligible 
for cost recovery are manually identified by the claim processor at the time of processing and referred 
to the subrogation unit if the total amount paid on the claim is $100 or greater. 
 
DentaQuest seeks recovery based on the at-fault party status or order of primary insurance coverage. 
Our Legal department handles the notification and negotiation of the settlement. 
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DentaQuest Claim employees handle cost recovery as follows: 
1) We mail an initial subrogation request to the third-party source within 60 days of the initial 


claim payment. 
2) If we do not receive reimbursement within 30 days from our initial request, we mail a 


second subrogation request to the third-party source. 
3) If we do not receive reimbursement within 30 days from our second request, we mail a third 


subrogation request to the third-party source. 
4) If we do not receive reimbursement within 30 days from our third request, we make a 


telephone call to the third-party source. 
5) We then review the claim for referral to collections. 
6) If the third party is a casualty claim that is pending settlement or litigation, we monitor 


status for six months and then close the claim. Any refunds received after closing may still 
be posted to the claim. 


 
DentaQuest maintains a record of claims pending recovery, updates the record as liens are presented 
or satisfied, and credits the claims with the recovery as the funds are reimbursed. If we were unable to 
collect, we complete the follow-ups and tracking manually. 
 
Tracking the actual dollars recovered is a manual process. Windward will track claims in collection, if 
applicable, so that we can monitor collection activity. If we make a recovery, we enter it into the 
DentaQuest claim system on the claim file, which updates all other related records in our system. 
These claims are then subject to our normal audit and control procedures. 


 


3.11.8 RESERVING 
DentaQuest estimates and tracks incurred but not reported (IBNR) claims using a proprietary reserve 
model developed and supported by an independent actuarial firm. The model is unique because it 
contains functionality that provides: 


 Reasonable best estimates in spite of insufficient or questionable data 


 Reasonable margins for the total reserve 


 Restatement analysis of prior reserve estimates 
 
The methodology forecasts future claim runout using time series forecasting which employs the 
interrelationship between claim payments during the first three months of claim payments for each 
incurred month. DentaQuest works with the actuaries on an ongoing basis (and specifically at year 
end) for review and actuarial certification of the IBNR results. 
 


3.11.9 PROHIBITION ON PAYMENTS TO INSTITUTIONS OR ENTITIES LOCATED 
OUTSIDE OF THE UNITED STATES 
DentaQuest does not and will not provide any payments for items or services provided under the 
Medicaid State Plan or under a waiver to any financial institution or entity located outside of the 
United States (U.S.). 
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3.12 GRIEVANCES, APPEALS AND FAIR HEARINGS 
3.12.1 System for Recipient and Provider Grievances, Appeals and Fair Hearings 


 3.12.2 Recipient Grievances and Appeals 
 3.12.3 Authorization and Notice Timelines Requirements 
 3.12.4 Notice of Action  
 3.12.5 Handling of Grievances and Appeals 
 3.12.6 State Fair Hearing Process 
 3.12.7 Continuation of Benefits While Vendor’s Appeal Process and State Fair Hearings are Pending 
 3.12.8 Provider Grievances and Appeals 


 
3.12.1 SYSTEM FOR RECIPIENT AND PROVIDER GRIEVANCES, APPEALS AND FAIR 
HEARINGS 
DentaQuest maintains comprehensive grievance, appeals and State Fair Hearings processes for both 
recipients and providers. DentaQuest has a proven process to manage complaints: all grievances and 
appeals are electronically recorded, investigated, analyzed, and resolved in compliance federal and 
state regulations. DentaQuest’s system is based on Medicaid best practices and each state’s process is 
tailored to meet the specific requirements that pertain to this key area of program management.  
 
DentaQuest will adhere to the following definitions to ensure cases are properly recorded, 
investigated, resolved and reported: 


 A grievance is an expression of dissatisfaction about any matter other than one of the actions 
listed below. Possible issues for grievances include, but are not limited to, access to care, 
quality of services, interpersonal relationships between vendor staff and recipients or 
providers, and failure to respect a recipient’s rights. 


 An appeal is a specific request for review of one of the following actions: 
o The denial or limited authorization of a requested service, including the type or level of 


service; 
o The reduction, suspension or termination of a previously authorized service; 
o The denial, in whole or in part, of payment for a service; 
o The failure to provide services in a timely manner; or 
o The failure of a vendor to process grievances, appeals or expedited appeals within 


required timeframes including resolution and notification.  
 


Educating Recipients on the Grievance, Appeals and State Fair Hearing Processes 
DentaQuest recognizes the importance of educating recipients on their rights pertaining to grievances, 
appeals and State Fair Hearings and provide education in the following ways: 


 The Member Handbook contains an explanation on the differences between a grievance, 
appeal and State Fair Hearing and the process for each. It also provides directions on how to 
file with DentaQuest.  


 Our secure Member Web Portal includes the same information outlined in the Member 
Handbook. Additionally, the portal allows recipients to easily and securely file a grievance or 
appeal.  


 Our Recipient Services Representatives will explain recipient rights to filing grievances and 
appeals and offer assistance to all recipients with the process. 
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Documenting and Reporting on Grievances, Appeals and State Fair Hearings 
As part of our system, DentaQuest records and tracks all grievances, appeals and State Fair Hearings. 
Upon receipt, a dedicated Grievance and Appeals Specialist records the following information in our 
electronic, HIPAA-compliant, database: 
 


 Recipient name  Date received  Time received 


 Recipient ID  Recipient DOB   Product 


 Product ID  Provider or office name  User ID 


 Date due  Subject of complaint  Office address 


 Source type  Investigation details  Issue type 


 Issue description  Resolution details  Recipient notification 
 
DentaQuest uses Salesforce, a platform that facilitates automated and consistent compliance with 
contractual and statutory Grievance requirements. For example, Specialists will be able to set an alert 
to keep them on track to follow specified timeframes. As the deadline approaches, they will receive 
reminders; if no action is taken, our program automatically escalates the issue to the Specialist’s 
supervisor. We add all documentation supporting the final decision to the case file upon receipt, or as 
developed by the Specialist. This includes details regarding the efforts and actions taken to educate, or 
correct, providers and internal staff.  
 
Through Salesforce, DentaQuest maintains an integrated case management system that ensures all 
issues that come in are logged, tracked, and assigned to the appropriate person or group to ensure 
that they are addressed and resolved in the most efficient manner possible. 
 
All issues relating to a specific case or claim are tied to a common repository of incidence, ensuring 
that information is consistent throughout our approach. Whenever there is a specific issue with a 
claim, the client will have visibility into the resolution process through the Salesforce service module of 
DentaQuest. The service module will give all open cases an estimated time for resolving the issues. As 
a cloud‐based system, Salesforce allows for a flexible, robust, and secure community.  
 
DentaQuest’s complaint and tracking system also allows our Grievance and Appeals Specialists to 
enter in details on the case for tracking purposes, inclusive of date resolved and the resolution 
obtained, and attach supporting documents. 
 
DentaQuest can generate a number of complaint, grievance, and appeals reports for the DHCFP – 
including those specifically outlined in Attachment T, Forms and Reporting Guides. The report will be 
broken out by hearing issue, date requested and date resolved, program and outcome for tracking, 
trending and corrective action. 
 


Knowledgeable Dedicated and Support Staff 
DentaQuest maintains a dedicated department of Grievance and Appeal staff, comprised of a 
Manager, four Supervisors, two leads, and over 40 Grievance and Appeals Specialists.  
DentaQuest’s Grievance and Appeals staffing formula for Specialists is based upon projected 
membership and anticipated cases per 1,000 recipients. Our algorithm considers comparable existing 
markets with similar membership size: using the current case volume in those markets, we can predict 
the number of staff needed to quickly and efficiently investigate and resolve grievances.  
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Our Grievance and Appeals department has a dedicated trainer who is an expert in the field and is 
responsible for remaining current with changes in state and federal laws, rules, and regulations. We 
will develop Nevada-specific training that will incorporate: 
 


 General overview of the Grievance and Appeals process including the difference between 
Grievances and Appeals and routing them accordingly. As the training progresses, the content 
will become more specifically address the Nevada dental program and the requirements under 
this RFP. 


 Nevada demographics and state-specific issues 


 Relevant federal and state rules, regulations, and statutes 


 Customer service protocols 


 Functionality of our database 


 How to run and submit reports 
 
We train our staff initially upon implementation and annually thereafter. Training will begin in a 
classroom. From there, the staff will progress to one-on-one observation of Senior Specialists. Once 
the Trainer deems the staff member is ready, he or she will then start having recipient contact – 
supervised by a Trainer. Finally, the trainee will start taking cases independent of supervision; 
however, these cases will be subject to case review by the auditing team.  
 
If we implement a process change, we communicate this information via email to staff and during 
departmental meetings. If the change is significant, we also conduct an in-person training session with 
all affected staff. To address any deficiencies we find in recurring audits, we conduct ongoing training. 
We will incorporate a mandatory self-study component for staff that will include quizzes at the end of 
each training session.  
 
We promote staff retention by offering competitive salaries and opportunities for growth within the 
company. Staff members also have incentives to perform well through the opportunity to earn an 
annual merit-based bonus.  
 


3.12.2 RECIPIENT GRIEVANCE AND APPEALS 
DentaQuest’s recipient grievance and appeals processes comply with 42 CFR 438 Subpart F 
(Subsections 400-424), 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 
438.10(c) and (d) and (g) (1), 438.210(c), 483.23(a) (5) (ii), and 438.404(c) (4). DentaQuest will provide 
the DHCFP with a written description of our grievance and appeal system to the DHCFP for approval at 
the time our Policies and Procedures are submitted and any time thereafter for revisions or upon the 
request of DHCFP. We understand that we may not implement any policies and procedures concerning 
its recipient grievance and appeal system without first obtaining the written approval of the DHCFP. 
 


Timeframe for Submitting Appeals and Grievances 
Nevada dental program recipients or providers acting on their behalf will have not less than 20 
calendar days or exceed 90 calendar days from the date on DentaQuest’s notice of action. We will 
further continue the recipient’s benefits while an appeal is in process if all of the following conditions 
are met:  


 The appeal is filed on or before the later of the following: a) within ten (10) calendar days plus 
mailing time of the vendor mailing the Notice of Action; or b) the intended effective date of 
the vendor’s proposed action; 
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 The appeal involves the termination, suspension, 
or reduction of a previously authorized course of 
treatment; 


 The services were ordered by an authorized 
provider; 


 The authorization period has not expired; and 


 The recipient requests continuation of benefits. 


 
We will continue or reinstate the recipient’s benefits while 
the appeal is pending, and the benefits must be continued 
until one of the following occurs:  


 The recipient withdraws the appeal; 


 The recipient does not request a State Fair Hearing 
with continuation of benefits within 10 days from 
the date DentaQuest mails an adverse appeal 
decision; 


 A State Fair Hearing decision adverse to the 
recipient is made, or 


 The service authorization expires or authorization limits are met. 
 


Methods of Submitting an Appeal or Grievance 
DentaQuest will honor all appeals and grievances submitted either orally or in writing from the 
recipient, the recipient’s representative or from a provider on behalf of the recipient. Unless the 
recipient has requested an expedited resolution, an oral appeal may be followed by a written, signed 
appeal. 
 


3.12.3 AUTHORIZATION AND NOTICE TIMELINESS REQUIREMENTS 
DentaQuest’s Utilization Management department provides timely and accurate review of 
preauthorizations as outlined in Sections 3.12.3.1 and 3.12.3.2. We currently exceed the RFP 
requirement in comparable markets to Nevada where we consistently render a decision on all requests 
within an average of 2.2 calendar days for standard authorization decisions and 1.5 calendar days for 
emergency authorization decisions.  
 


Process to Ensure Timely Review of Prior Authorizations 
DentaQuest ensures timely and accurate review of prior authorizations by establishing individual work 
queues for all incoming requests based on specific criteria to ensure the most appropriate Clinical 
Review Specialist is initially assigned.  
 
We assign each incoming authorization a specific security level to ensure it is routed to the correct 
work queue. The security levels assigned to an authorization ensure that only appropriate Utilization 
Management personnel can review and approve the authorization. For each Clinical Review Specialist 
and Dental Director, we assign role-specific security to ensure that the appropriate user takes the 
appropriate actions before authorization can be approved or denied. 
 
Our Utilization Management Workflow Coordinator ensures that authorization determinations are 
completed within the requirement provided by regulation or contract. Hourly, the coordinator 
monitors an inventory report, which counts how many authorizations and claims are in the work 
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queues. Based on inventory, the coordinator assigns the Clinical Review Specialists and Dental 
Directors to work the authorizations in the different work queues to ensure that determinations are 
completed on time. Our review staff works on the authorizations in the queues in a first-in first-out 
manner – that is, the oldest authorizations are reviewed first. 
 


Emergency Authorizations 
In compliance with 42 CFR §438.114(a), DentaQuest does not require prior authorization for 
emergency dental care and services. We ensure providers are made aware that they may render care 
immediately in these situations. However, in the instance where a provider insists on the submission 
of a request for authorization, an authorization to render “emergency service,” are provided within 
seventy-72 hours of request. Our policy is to review emergency authorization requests the same 
business day but no later than 24 hours after receipt to ensure we provide timely communication to 
the recipient and provider.  
 


3.12.4 NOTICE OF ACTION 
For all authorizations that result in an adverse determination, DentaQuest’s Windward system 
automatically generates an appropriate Notice of Action (NOA) that is sent to both the recipient and 
the provider. The provider can also see the determination (either adverse or approved) in near real 
time on our Provider Web Portal.  
 
The Notice of Action letter is customized for each state and each denial type. For Nevada, the NOA will 
explain:  


 The action the vendor or its subcontractor has taken or intends to take; 


 The reasons for the action; 


 The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision; 


 The recipient’s right to request a State Fair Hearing after the recipient has exhausted 
DentaQuest’s internal appeal procedures; 


 The procedures for exercising the recipient’s rights to appeal; 


 The circumstances under which expedited resolution is available and how to request it; 


 The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of 
the following: within ten (10) calendar days of DentaQuest mailing the Notice of Action or the 
intended effective date or the proposed action pending the resolution of the appeal, how to 
request that benefits be continued, and the circumstances under which the recipient may be 
required to pay the costs of these services; 


 That the recipient may represent himself or use legal counsel, a relative, a friend, or other 
spokesman; 


 The specific regulations that support, or the change in federal or State law that requires the 
action; and 


 The recipient’s right to request an evidentiary hearing if one is available or a state agency 
hearing, or in cases of action based on change in law, the circumstances under which a 
hearing will be granted. 


 
The letter templates are written in plain English in compliance with 42 CFR 438.404(c); 42 CFR 
438.10(c) and (d). In addition, we include a language block on Notice of Action letters and appeal 
correspondence to inform recipients they can contact us for translation assistance (Figure 3.12.A). This 
can be customized to include commonly spoken languages among Nevada’s Medicaid/CHIP 
population.  
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The letter will advise recipients to contact us if they need alternative formats for persons with special 
needs (visually impaired recipients, or recipients with limited reading proficiency). 
 
For NOAs related to appeals not resolved wholly in favor of the recipients, the notice will include: 
 


 The right to request a State Fair Hearing, and how to do so 


 The right to request to receive benefits while the hearing is pending, and how to make the 
request 


 That the recipient may be held liable for the cost of those benefits if the hearing decision 
upholds DentaQuest’s action  


 


3.12.5 HANDLING OF GRIEVANCES AND APPEALS 
DentaQuest has proven success meeting – and surpassing – the timeframes set forth in the RFP for 
identification, investigation, and resolution of Grievances and Appeals. As demonstrated in Figure 
3.12.B, DentaQuest exceeds the DHCFP requirements for resolving grievances, appeals and expedited 
appeals in other states with similar requirements. 
 


Figure 3.12.A Language block appearing on recipient notifications 
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Figure 3.12.B DentaQuest’s track record of exceeding Nevada’s stated grievance and appeal resolution times 
The DHCFP requirement DentaQuest’s average turnaround time in states with 


the same requirement 


Standard disposition of grievances:  


 No more than 90 calendar days from the date 
of receipt of the grievance. 


In all states where DentaQuest serves Medicaid dental 
programs, we are required to resolve standard 
grievances within 60 calendar days or less. Therefore, 
we are confident that we will not just meet, but exceed 
the 90 calendar day turnaround time for Nevada.  


Standard resolution of appeals:  


 No more than 30 calendar days from the date 
of receipt of the appeal. 


20 calendar days 
 


Expedited resolution of appeals:  


 As expeditiously as possible, not to exceed 
three business days after the request. 


2.7 business days 


 


Grievance and Appeal Process 
An overview of our proposed grievance and appeal process, tailored to the meet the requirements of 
Nevada is outlined below.  
 


STEP 1: Grievance or Appeal Received 
A grievance or appeal may be filed orally or in writing. If the recipient, their representative or a 
provider calls our Recipient Services department, our Recipient Services Representatives will provide 
assistance in completing forms, providing interpret services and TTY.  
 


STEP 2: Route and Record 
Upon receipt of an appeal or grievance in our Recipient Services department, or through fax or mail, 
the grievance or appeal is routed to our Grievance and Appeals department. Immediately upon 
receipt, we assign the request to a Grievance and Appeals Specialist for investigation. Our Specialist 
records the following information in the Salesforce database, which is HIPAA-compliant: 
 


 Recipient name  Date received  Time received 


 Recipient ID  Recipient DOB   Product 


 Product ID  Provider or office name  User ID 


 Date due  Subject of complaint  Office address 


 Source type  Investigation details  Issue type 


 Issue description  Resolution details  Recipient notification 
 
Salesforce automates certain processes, which facilitates consistent compliance with contractual and 
statutory requirements. For example, Specialists can set an alert to remind them to complete tasks 
within a certain time. If no action is taken in response to the alert, our program automatically 
escalates the issue to the Specialist’s supervisor.  
 


STEP 3: Acknowledge 
Within two business days of receipt of the request, we send an acknowledgement letter to the 
recipient. We will develop and use a DHCFP-approved template for all notifications. We also send 
these notifications to the provider who requested the service, if applicable. The letter will: 
 


 Indicate that we have received the request 
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 Specify when the recipient or provider can expect a resolution from DentaQuest 


 Explain that the recipient or provider has the opportunity to submit documentation available 
to support – or counter – the request submitted 


 Provide contact information for the assigned Grievances and Appeals Specialist 
 


As part of the acknowledgement process for appeals, the letter will explain that recipient and his/her 
representative has the opportunity, before and during the appeals process, to examine the recipient’s 
case file, including medical records, and any other document and records considered during the 
appeals process. 
 


STEP 4: Investigate 
The Specialist investigates the issue using information from the initial claim or preauthorization, 
requesting additional information from the provider and complainant as necessary. We document all 
steps taken during investigation. This includes conversations with the recipient (or authorized 
representative) to ensure they have a reasonable opportunity to present evidence (in person or in 
writing), interviews with the provider, and information such as dates and times of the conversations, 
the name of the person spoken to, and the relationship of the person to either the recipient or the 
provider. We save all written documents that we receive and attach them to the electronic case file.  
 
If the appeal or grievance addresses a provider, the office, or care the recipient received, the Specialist 
will contact the provider within two business days of receipt. Throughout the investigation, the 
provider may submit documentation to counter the recipient’s appeal or grievance. Documentation 
we consider includes narratives from the provider, recipient, x-rays, and medical records.  


 
STEP 5: Resolve 
For all appeals or grievances related to clinical matters and quality of care, one of DentaQuest’s 
Dental Directors will determine the final course of action. We ensure that the final Dental Director 
decision-maker was not involved in any previous related decisions, nor is a subordinate of the original 
decision-maker. To qualify as a DentaQuest Dental Director, the dentist must have actual expertise in 
the field of dental medicine and be of same or similar specialty implicated by the service at issue, 
defined further as follows: 
 


 Same specialty: similar credentials and licensure as those who typically treat the condition or 
health problem in question in the appeal. 


 Similar specialty: has experience treating the same problems as those in question in the 
appeal, in addition to experience treating similar complications of those problems.  


 
For appeals that are not clinical, but instead related to the recipient’s benefit coverage, the Specialist 
will review the initial decision against Nevada’s benefit structure to ensure the initial decision was 
accurate.  
 
For Nevada, we will resolve grievances and appeals within the following timeframes: 
 


 Standard grievances: 90 calendar days from date of receipt 


 Standard appeals: 30 calendar days from date of receipt 


 Expedited appeals: three business days from date of request 
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STEP 6: Notify 
Within one business day of the decision regarding an appeal or grievance, we send a written 
determination notice to the recipient (or authorized representative) and provider, if applicable. This 
notice will include: 


 The disposition of the grievance and appeal 


 The results of the resolution process and the date it was completed 


 For appeals that are not wholly resolved in favor of the recipient, the notice will also include:  
o The right of the recipient to request a State Fair Hearing from the DHCFP and how to 


do so;  
o The right to request to receive benefits while the hearing is pending and how to make 


this request; and 
o That the recipient may be held liable for the cost of those benefits if the State Fair 


Hearing’s Officer upholds the vendor’s action. 
 


Our State Fair Hearing Process: Tailored for Nevada 
Recipients who are dissatisfied and disagree with a decision about authorization of or payment for 
services they feel they are entitled to receive and have exhausted DentaQuest’s appeal system have 
the right to request a State Fair Hearing. This information will be explained in writing by DentaQuest, 
pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). We will 
also offer recipients assistance with the process. 
 
Commencing on the date of they receive the letter from DentaQuest regarding the adverse 
determination, recipients will have 90 calendar days to request a hearing. 
 
DentaQuest will assign a Grievance and Appeals Specialist to the case. The Specialist will review the 
documentation provided for the hearing to determine if there is new information that was not 
previously available for the internal appeal decision: 
 


 If there is new information available, the Specialist will have a Dental Director conduct a 
second review to determine if the case should be approved. The Dental Director completes the 
second review before the hearing date and before compilation of the appeal summary packet. 


 If the second review results in a determination that services are approved, DentaQuest will 
send the recipient an approval letter and copy the DHCFP. 
 


Once the DHCFP schedules the hearing, DentaQuest will appoint a Dental Director to attend the 
hearing. We will provide the DHCFP with the Dental Director’s name and contact information. During 
this time, the Specialist will assemble an appeal summary packet that includes all relevant documents: 
 


 Original documents submitted by the Provider for the initial decision 


 Copies of documents provided by the recipient and Provider for the initial decision 


 All documentation used for the internal appeal decision 


 Copies of the written notification of the internal appeal decision sent to the recipient and 
Provider 
 


STEP 6: Analyze 
We will aggregate and analyze grievance and appeal data to track and trend. For example we 
generate a peer review report to identify providers with three or more complaints against them in a 
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six-month period. We generate a secondary complaint log that summarizes each of the complaints 
against the provider. Both reports are submitted to a Dental Director for review. Information 
regarding appeals provided by recipients, providers, or other persons regarding quality of care, access, 
or other issues related to our dental program, will be forwarded to the Peer Review Committee for 
evaluation. On an ad-hoc basis, if our Grievance and Appeals department identifies a provider with 
multiple complaints, or a severe complaint, the information is forwarded immediately instead of 
waiting for monthly reporting.  
 
The Peer Review Committee evaluates the complaints and we use their analysis to identify 
opportunities for improvement – or the need for additional Provider or staff training. If the complaints 
are related to: 
 


 The appearance of a recipient or accessibility accommodations, the Committee will send a 
notification to the Credentialing department with a recommendation to conduct a site review 
within 60 days.  


 Allegations of malpractice, or quality of care, the Peer Review Committee will refer the 
provider to the Utilization Review department and request that an audit of clinical records be 
conducted.  


 A safety concern to recipient, the Peer Review Committee will refer the provider to the 
Provider Quality Assurance Committee with a recommendation for termination or suspension.  


 Allegations of unprofessional conduct by the provider or office staff, the Committee will 
recommend additional education or training be provided. 


 
The report is also sent to our Credentialing department. If the provider has three or more complaints 
in six months, a Provider Relations Representative conducts a site visit within 60 days. If the office 
does not pass the site visit, the provider is presented to Credentialing Committee. The Committee 
reviews the information and makes a decision to approve or terminate the providers. 
 
All grievance and appeal data is maintained in our system, allowing us to easily generate reports on 
behalf of the DHCFP.  
 


3.12.7 CONTINUATION OF BENEFITS WHILE THE VENDOR’S APPEAL PROCESS 
AND THE STATE FAIR HEARING ARE PENDING 
DentaQuest agrees and understands to the following requirements: 
 
The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions exist: 
 


 The appeal is submitted to the vendor on or before the later of the following: within ten (10) 
days plus mailing time, of the vendor mailing the Notice of Action; or, the intended effective 
date of the vendor’s proposed action; 


 The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment; 


 The services were ordered by an authorized provider; 


 The original periods covered by the original authorization have not expired; and 


 The recipient requests an extension of benefits. 
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If, at the recipient’s request, DentaQuest continues the recipient’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs:  
 


 The recipient withdraws the appeal; 


 Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the 
appeal against the recipient, unless the recipient, within the 10-day timeframe has requested 
a State Fair Hearing with continuation of benefits until a State Fair Hearing decision is 
reached; 


 A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and 


 The time period of service limits of a previously authorized service has been met. 


 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost 
of the services furnished to the recipient while the appeal was pending, to the extent that they 
were furnished solely because of the requirements of this section and in accordance with 
policy set forth in 42 CFR 431.230(b). 


 
If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were not 
furnished while the appeal was pending, the vendor must authorize or provide the disputed services 
promptly and as expeditiously as the recipient’s health condition requires. If the vendor or State Fair 
Hearing Officer reverses a decision to deny authorization of services, and the recipient received the 
disputed services while the appeal was pending, the vendor must pay for those services. 
 


3.12.8 PROVIDER GRIEVANCES AND APPEALS 
As is the case with recipient grievances and appeals, DentaQuest will accept written or oral grievances 
and appeals that are submitted directly by the provider as well as those that are submitted from other 
sources, including the DHCFP. We understand that an oral appeal must be followed by a written, 
signed appeal; however, the oral appeal must count as the initial date of appeal. DentaQuest will 
work with the provider to obtain the written, signed appeal.  
 
Upon receipt of an appeal or grievance, wither through our Provider Services department or through 
fax or mail, the grievance or appeal is routed to our Grievance and Appeals department. Immediately 
upon receipt, we assign the request to a Grievance and Appeals Specialist for investigation. Our 
Specialist records the following information in our HIPAA-compliant databased: 
 


 Recipient name  Date received  Time received 


 Recipient ID  Recipient DOB   Product 


 Product ID  Provider or office name  User ID 


 Date due  Subject of complaint  Office address 


 Source type  Investigation details  Issue type 


 Issue description  Resolution details  Recipient notification 
 
We will issue a final decision, in writing, no later than: 


 90 calendar days after a grievance is filed 


 30 calendar days after an appeal is filed 
 


State Fair Hearings 
Nevada providers who have exhausted DentaQuest’s internal appeals process will have the right to 
submit a written request to the DHCFP for a State Fair Hearing. If DentaQuest’s appeal outcome is not 
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wholly in favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 
42 CFR 438.10(g)(1), we will notify them in writing of their right to request a State Fair Hearing. 
 
We understand that a State Fair Hearing decision will be made within 90 calendar days from the date 
of request for direct access to a State Fair Hearing. Disputes eligible for the State Fair Hearing process 
include: 
 


 Denial or limited authorization of a requested service; 


 Reduction, suspension or termination of a previously authorized service; 


 Denial, in whole or in part, of payment for a service; 


 Demand for recoupment;  


 Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, 
appeal resolution); and 


 The denial for disenrollment for good cause 


 
Expedited State Fair Hearings 
DentaQuest understands that the State’s timeframe for reaching an expedited State Fair Hearing 
decision when the appeal was first heard through the DentaQuest’s appeal process is as expeditiously 
as the recipient’s health condition requires, but no later than 3 working days from the State’s receipt 
of a hearing request for a denial of service that: 


 Meets the criteria for an expedited appeal process but was not resolved within the vendor’s 
expedited appeal timeframes, or  


 Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes. 
 
DentaQuest will cooperate with all expedited State Fair Hearing requests to ensure the DHCFP has the 
necessary information it needs to hear the case.  
 
DentaQuest agrees to be bound by the decision of the Fair Hearing Officer and will comply with any 
decision resulting from the Fair Hearing process.  
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3.13 MANAGEMENT INFORMATION SYSTEM (MIS) 
3.13.1 Compliant MIS  
3.13.2 Documenting Procedures and Confidentiality Requirements 
3.13.3 Eligibility Data 
3.13.4 Encounter and Claims Records 
3.13.5 Data Requirements and Certification 
3.13.6 EPSDT Tracking System 


 
3.13.1 COMPLIANT MIS 
DentaQuest has an existing, comprehensive management information system (MIS) to maintain, 
provide, document and retain sufficient information to substantiate and report DentaQuest’s 
compliance with contract requirements. We use this system today to serve the needs of over 100 
DentaQuest customers in 30 states, including eight state agencies. The system handles enrollment, 
processes claims, and allows us to provide customer service to meet the needs of over 20,000,0000 
recipients nationally. Our MIS, which was developed and maintained by our Information Technology 
(IT) organization, includes five seamlessly integrated platforms: 
 


 Windward claims processing system: Windward, our claims management system was built on 
a .NET/SQL platform. Distinct modules support each aspect of program administration with 
web‐based interfaces, making it easy for us to deploy the system to individual users without 
having to install local software. Windward modules support claims, operations, member 
enrollment and eligibility, payment and billing, customer service, client configuration, and 
Provider and utilization management. We serve eight state agencies and over 100 health plan 
clients, covering 20 million Medicaid recipients on this platform. Windward supports 1,078 
unique benefit plans for these clients. In 2015, we processed over 22 million claims with a 
financial accuracy rate of 99.57 percent and a processing accuracy rate of 99.52 percent.  
 


 Oracle financial system: Oracle® E-Business Suite, including Accounts Payable, Accounts 
Receivable, Cash Management, Fixed Asset, General Ledger, Incentive Compensation, and 
procurement, along with Oracle Revenue Management and Billing (ORMB), provide extensive 
financial management and back-end billing capabilities. 
 


 Salesforce for provider, recipient and client engagement: The Salesforce platform supports our 
Provider Portals, Recipient Portals, and Client Portals. For example, the DentaQuest client for 
the DHCFP provides secure authorized user access to several interactive inquiry functions, 
including real-time access to recipient eligibility, claims, prior authorizations, service history, 
ad hoc reporting, and provider information inquiry. Further, we use Salesforce Service Cloud 
internally to support our Customer Services Organization.  
 


 Data warehouse and reporting system: DentaQuest uses a variety of tools to achieve high-
quality reporting solutions through multiple venues, including Microsoft® Reporting Services, 
geo-mapping reports, Cognos® ReportNet®, and SAS® Analytics. The reporting architecture 
underlying our enterprise system ensures that end users can access the information they need 
in a timely manner. Our enterprise and reporting systems are built on MS SQL Server® 2008 
databases and operate with the Microsoft Visual Studio® .Net Framework. 
 


 Human resource management system: DentaQuest is integrating HRMS/HRIS functions and 
capabilities into our information systems infrastructure to more effectively and efficiently 
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manage recruiting, hiring and employee retention, payroll, benefits administration, training, 
and other cross-functional business intersections with IT. 
 


See Figure 3.13.A on the next page for a conceptual diagram showing the relationship between these 
systems. We manage these systems in conformance with the IEEE 12207.0 software life cycle 
processes standard, which include best practices for the development and implementation of high-
quality management information systems. 
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Figure 3.13.A DentaQuest’s integrated systems deliver a complete information solution for the Nevada dental program  
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DentaQuest’s Information Technology Department uses all major communication transports to 
support business operations, customer service, electronic communication, and data exchanges. We 
use an Intrusion Detection System (IDS), which is a network security technology originally built for 
detecting vulnerability exploits against a target application or computer. We also use Intrusion 
Prevention Systems (IPS), which extend IDS solutions by adding the ability to block threats, in addition 
to detecting them. We monitor our networks to ensure the environment is secure and available 24 
hours a day, seven days a week. Typically, we refresh all of our computing systems on a four‐year 
cycle in a staged fashion to minimize inconvenience and/or disruption.  
 
Using FireScope software, we monitor all of our data communications links to ensure 24/7/365 
viability. We react immediately to notifications of latency or communication issues. DentaQuest’s 
policy is to have one of its IT professionals on duty 24 hours a day, 7 days a week, 365 days a year to 
address issues as they arise in real time. This individual troubleshoots the issue to resolution or 
escalates it, depending on the nature of the issue or its impact to the organization. Further, our 
contracts with vendors such as Salesforce and EMC ensure that these system capabilities are up-to-
date with the most recent maintenance releases, and that they maintain rigorous compliance with our 
information and data security standards. 


 
Integration of Services 
DentaQuest employs middleware using several technologies in support of system and application 
integration. Microsoft BizTalk Server 2010 provides the core integration framework on which we 
integrate our line-of-business applications across the organization, including SAP, Oracle EBS, SQL 
Server and other software systems. Through BizTalk we can connect with most any data source 
utilizing standard methods, including: HTTP, FTP, SFTP, or REST.  
 
NServiceBus provides a messaging and workflow framework. Often referred to as a queuing (or 
message queuing) technology, NServiceBus is used for inter-process/inter-system communication and, 
working in conjunction with BizTalk, provides us with a reliable platform for connecting and 
integrating different computer systems across multiple operating systems and applications.  
 
Microsoft SQL Server Integration Services is a component of MS SQL Server database software, and 
allows us to migrate and integrate data and develop workflow applications customized to the specific 
business problems that we need to address. We use these tools for such tasks as data extraction, 
transformation and loading of our data warehouse; also to automate the maintenance of SQL 
databases.  
 
Informatica is the data integration service we employ to make sure applications have access to the 
right data no matter what the source. Informatica also ensures we have high quality, consistent data, 
so that when we use applications that engage our data sources (e.g., data mining and analytics work), 
we are conducting our analysis with reliable data and maximizing the intelligence potential of that 
information. 
 
Other technologies and capabilities that integrate into our infrastructure include independent systems 
that handle specific business/application functions, including: 
 


 Interactive Voice Response (IVR) using Avaya – employed in our Call Center operations 
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 Optical Character Recognition (OCR) using CenterVision. OCR is used heavily in our claims 
processing environment 


 Correspondence using HP Exstream provides our healthcare communications capabilities – 
helping us deliver effective and educational member, provider and client correspondence 


 Image, Document Storage and Archiving is done with ASG-ViewDirect, our solution for 
capturing, storing, indexing and linking mission-critical content across our enterprise – 
providing us with an information lifecycle management solution. 


 


Wide Area Network (WAN) Data Network 
The DentaQuest WAN infrastructure and data network is provisioned on Cisco-based routers and 
switches running Cisco-IOS Multiprotocol Label Switching (MPLS) feature sets. MPLS provides high-
performance packet-forwarded technology that integrates the performance and traffic management 
capabilities of layer 2 data link switching with the scalability, flexibility, and performance of layer 3 
network routing. MPLS is independent of access technology, allowing us to integrate application 
solutions across our enterprise, provider and subscriber networks regardless of existing infrastructure. 
Through this design we are able to deliver a wide variety of advanced, IP-based value-added services 
throughout our networking ecosystem. A high level logical design or our wide area network is 
illustrated below 


  
Connectivity from site-to-site throughout our wide area network(s) is maintained by a fiber backbone 
supporting the Ethernet protocol ranging from fast Ethernet speeds of 100 Mbps to 1000 Mbps. Our 
primary datacenter in Phoenix, Arizona and our recovery datacenter in Waltham, Massachusetts are 
supported on a Storage Area Network (SAN) design; a 10 Gbps high performance configuration that 
separates storage resources from our common network onto an independent, high-performance 
network providing virtual shared storage across servers no matter the location. This SAN design 
provides us with a redundant, fault-tolerant environment across our data centers and allows us to 
replicate data across storage arrays to provide failover in the case of a disaster.  


 
3.13.2 CAPTURING AND STORING ACCURATE DATA 
DentaQuest is accustomed to operating under complex state and federal regulations, as well as 
decrees stemming from legislative oversight entities and state court orders. We are very familiar with 
and comply with all aspects of the law in the states in which we do business, as do our providers, per 
the contractual agreements we enter into with them. 
 
DentaQuest implements and maintains physical and electronic security of all Protected Health 
Information (PHI) we manage, in compliance with HIPAA and other laws and regulations, and would 
take the same approach with Nevada.  
 


Compliance with HIPAA and Data Security  
DentaQuest’s reputation and business stability is predicated on how we manage and protect 
information and information systems that store and process the DHCFP, provider, and recipient data. 
To this end, we have implemented a comprehensive Information Security Policy, most recently 
updated in January 2016. Our Information Security Policy ensures that appropriate safeguards and 
controls are in place to protect data, and that those safeguards are understood and maintained.  
 
The Information Security Policy applies to all DentaQuest employees and temporary employees, as 
well as all contractors, consultants and vendors who have access to company systems, applications, 
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and assets. Compliance with the Policy and all other DentaQuest information protection directives is 
mandatory, regardless of the location of a person interacting with the data or the PHI itself. 
 
To ensure the integrity of PHI, we: 
 


 Collect sensitive information only where necessary and as required to meet an operational 
need 


 Mandate that all employees and contractors authorized to access PHI only use the data for the 
intended purposes for which it was collected and/or stored 


 Prohibit the transfer of sensitive information outside of DentaQuest unless approved by the 
data owner and the Information Security Officer and the receiving entity has confirmed that 
adequate safeguards are present 


 Require that all requests (verbal or written) for PHI indicate the intended use and that the use 
be only for legitimate purposes  


 Conduct electronic communication and transfer of sensitive information in a secure manner 


 Safeguard sensitive information at all times and in all formats/media both at rest and in 
transit 


 Require data owners to ensure the effectiveness of security controls put in place to safeguard 
PHI under their control 


 Prevent the storage of sensitive information on local hard drives or portable storage devices 
(CDs, external hard drives, thumb drives, etc.) unless approved by the Information Security 
Officer or designee 


 Prohibit the transfer of sensitive information to a country or territory outside the United States 
of America, unless approved by the Information Security Officer or designee 


 Prohibit employees and contractors from saving PHI to their local workstations 


 Ban the use of PHI in testing, training, and presentation reports or marketing materials, unless 
that data is de-identified by removing, masking, or transforming key data elements that could 
be used to reconstruct a record 


 
If the Information Security Officer grants an exception to allow PHI to be used for testing purposes in a 
non-production environment, we impose the following data safeguards:  
 


 Both logical and physical access to PHI data must be restricted 


 Electronic access must be limited to authorized individuals only and will be consistent with job 
role and responsibility 


 Data safeguarding controls must be periodically tested for operating effectiveness, and 
deficiencies must be reported and remedied 


 File integrity monitoring software must be used to track the movement of all sensitive data 
 
DentaQuest’s policy complies with Payment Card Industry (PCI) standards and regulations. We 
prohibit recording of credit card numbers in any DentaQuest system without the written consent of 
the Information Security Officer or designee. (PCI 12.3.10.a, PCI 12.3.10.b). DentaQuest also adheres 
to 45 CFR § 160, 162, and 164, as amended. 
 
Any employee or contractor who has breached the confidentiality of PHI may be subject to disciplinary 
action, up to employment termination and legal prosecution.  
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We understand the importance that people assign to their health records, and we have programs in 
place to ensure that such information is protected. As a condition of employment, every DentaQuest 
employee must complete HIPAA and privacy compliance training every year. 
 
DentaQuest restricts employee access to systems, applications, and data based on job role; we adhere 
to the principle of least-privilege access, where employees have rights to access only the information 
needed to perform their legitimate job function. We restrict local and domain administrator access to 
a small group of individuals. The user’s manager and the Information Security Officer or designee 
must approve such access. Quarterly, we re-certify all local and domain administrator access. 
 
DentaQuest’s system, application, and file access control permissions are set to a default that blocks 
access for unauthorized users. All application owners must validate effectiveness of application/data 
security controls at least semi‐annually or in accordance with DentaQuest Information Security 
guidelines. Third‐party service providers with which DentaQuest shares data must acknowledge our 
information security requirements, and we maintain signed agreements that govern the use of data as 
required by law. 


 
Ensuring Accurate Data 
Ensuring DentaQuest provides accurate and complete data to the DHCFP is contingent on properly 
understanding the requirements of and configure Windward appropriately to meet the requirements 
of the program. To achieve this for Nevada, we will do several things, including: 
 


 Develop requirements 


 Design, develop, and test dental benefits configuration 


 Load and test provider network demographic and pricing data 


 Build and test communications interfaces for data exchange with the DHCFP MMIS and with 
other agencies as appropriate 
 


The next section, “Maintaining Our Management Information System,” describes our process for 
making these kinds of system changes using a standard software development life cycle. 
 


Maintaining our Management Information System  
Maintaining best-in-class systems is a top priority for DentaQuest. Our infrastructure is fast, scalable, 
secure, and user friendly. We leverage industry best practices and updated ITS processes and controls 
to monitor and ensure our capabilities. Evidence for our competency is demonstrated by our recent 
work relocating our data centers to Phoenix, Arizona, which supports production; and to Waltham, 
Massachusetts, where we concentrate our development, testing, training, and disaster recovery 
operations. These new data centers provide us with state-of-the-art facilities and infrastructure.  
DentaQuest couples the Information Technology Infrastructure Library (ITIL) model to its system 
development lifecycle practices. For system refresh, we follow processes best practices across the ITIL 
methodology, focused primarily on the Transition and Operation phases, as depicted in Figure 3.13.B. 
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Figure 3.13.B ITIL Model and System Refresh 


 
 
 
System Upgrades and Replacements 
DentaQuest follows Release, Configuration, and Change Management practices to maintain up-to-
date, scalable platforms and services (Figure 3.13.C): 
 


 Service Asset and Configuration Management 
identifies assets that need to be updated, then 
approves, coordinates, and implements 
capabilities to maintain our systems 
infrastructure. 


 Change Management handles addition, 
modification, or removal of 
approved/supported system hardware and 
software, including networks – ensuring that 
all changes are controlled and implemented 
with documented, auditable records that 
identify why the change was made, what 
change was done, when it was done, and by 
whom.  


 Release and Deployment Management installs 
new software releases into the service 
infrastructure, manages the handoff to service 
operations, and provides suitable training and 
documentation to support the upgraded (or 
new) service. 


Figure 3.13.C  
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System Refresh Process 
When we receive a system change request, we document the request and review it to identify gaps 
between what is requested and current operations. We then do the following: 
 


 Create, review, and approve a functional design 


 Create a technical specification 


 Code and test the change 


 Approve test results (once the change passes the user acceptance criteria) and assign the 
change to a release 


 
We typically go through a full cycle of testing prior to moving to production. For example, a standard 
Windward release will have software quality assurance (SQA) Regression testing, SQA testing, user 
acceptance testing (UAT), and Performance testing completed before approval is granted to release to 
production. Releases follow ITIL compliance by being represented on the change control board (CAB) 
for approvals each week. 
 
Regardless of the type of change request, source code for completed changes undergo unit, 
regression, and system testing. We assign a version number to each change for tracking purposes. 
After unit testing, we move the code into a test environment and follow a promote-to-production 
process that has built-in controls for proper release management. 
 
For each change request, we can schedule a readiness review with the DHCFP, if desired. Each review 
will include documentation and proof of compliance. We would also be pleased to stage a live 
demonstration of any system change. 
 
DentaQuest makes changes to our system during non-business hours to minimize interruption to 
operations. Once we promote a change to production, users conduct post-implementation testing to 
ensure the change was applied correctly in the production environment.  
 
We require approval from the business owner or end-user and the production control staff to confirm 
the change has been properly implemented. Then, we notify the business owner (listed on the change 
request form) that the change was moved to production, and the ticket is closed. Our change team 
publishes all release documentation, making it accessible to our business owners and users. 


 
3.13.3 ELIGIBILITY DATA 
DentaQuest’s Windward system links records for the same enrolled recipient that is associated with 
different Medicaid and/or Nevada Check Up identification numbers. Upon receipt of the new file, 
Windward will automatically compare the following fields to determine if the recipient is already in 
our system, but under a different identification number: 


 First name 


 Last name 


 Date of birth 


 Address 


 Social security number (if provided) 
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If Windward identifies a match, the multiple records will merge to form a single record under the most 
up-to-date identification number, while ensuring both identification numbers will be searchable.  
 


3.13.4 ENCOUNTER AND CLAIMS RECORDS 
As the largest Medicaid dental program administrator in the 
country, we maintain direct and current data transmissions 
to eight different state Medicaid Management Information 
Systems (MMIS). We also routinely prepare encounter data 
that is compliant with 15 other state systems on behalf of 
our health plan clients. As a result of this experience, we 
have the expertise to submit encounter data to the DHCFP 
for this Contract. Specifically, we have:  
 


 The tools and systems necessary to extract claims 
data and format it into the required HIPAA-
compliant 837D format for submission 


 Processes to ensure that encounter file processing 
occurs according to the specified schedule, and that 
encounter data errors are quickly corrected for 
resubmission of the files 


 Experienced staff who know exactly what to do to 
process the encounter data 


 


Completing and Maintaining Accurate Encounter Data 
During contract implementation, DentaQuest will submit an Encounter Work Plan that will detail the 
generation, submission, and encounter response file processing and will outline the actions to be 
employed to evaluate and improve the encounter submission. We will review this work plan at least 
annually or on a schedule determined jointly with the DHCFP. 
 
See Figure 3.13.D, which shows the process flow diagram for DentaQuest’s typical encounter 
submission process supported by DentaQuest, followed by a narrative description of the process.  
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Figure 3.13.D DentaQuest’s encounter reporting process ensures that we submit accurate and timely encounter data to the DHCFP 
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To begin, we execute a process that extracts all appropriate data from the transactional systems 
(primarily the Windward claims processing system) and stages it for encounters. In accordance with 
the RFP, appropriate data will include the procedure codes, diagnosis codes, provider denied and other 
codes as directed by the DHCFP. Once all data is staged, the system then converts it to the 837D 5010 
format. Upon file creation, the data is then processed for HIPAA validation. 
 
Based on the HIPAA defined standards and Nevada‐specific edits, all errors are corrected prior to 
delivering to the DHCFP. DentaQuest is notified via the validation system if the file has not passed 
defined standards. If corrections are required, they will be performed, and the data must then be re‐
checked before submission to the DHCFP MMIS to ensure encounter acceptance. DentaQuest has time 
built in to our processes to allow for this validation to occur while meeting Nevada MMIS monthly 
transmission schedule. 
 
We would plan to use Secure File Transfer Protocol with the DHCFP MMIS for transmitting this file, 
unless otherwise directed. To meet security standards, we require that the DentaQuest access 
password be updated every 90 days. The encounter file is then compressed using the ZIP format. Upon 
submission of the encounter file, we send an email notification to both the DHCFP and DentaQuest 
staff that the file has been posted. 
 
Once the encounter file is submitted, we receive a response file. We can then coordinate with internal 
teams to take the most appropriate corrective action if any is needed. Our goal is to do all appropriate 
due diligence prior to submitting an encounter file so that the accuracy level of data transmitted to 
the Nevada MMIS is consistently high. The encounter response files DentaQuest can process include, 
for example, 999, 997, 277, 277ca, and 835. Upon receipt of encounter response files, DentaQuest can 
see the specific services that were accepted, rejected or otherwise flagged by the MMIS and adjust our 
processes accordingly to ensure that our encounter file submission and subsequent processing is 
continuously improving and meeting the expectations of the DHCFP. Any encounter data that does not 
meet quality standards will be corrected and returned within a time period specified by the DHCFP.  


 
Encounter Data Method of Transmission and Submission Schedule 
DentaQuest will submit Encounter Data for proper and accurate reporting and must be submitted 
within 90 calendar days of receipt of encounter, as per RFP Section 3.16.1.4. These transmissions will 
include all Encounter Data and Encounter Data adjustments we have processed. Our priority in 
developing our IT solution for successful encounter file delivery and reconciliation for the DHCFP is to 
ensure that data is submitted within the exact parameters of its requirements. 
 
We will comply with the DHCFP instructions for the method of transmission, submission schedule, and 
other requirements for submission of encounter data. We will connect with the DHCFP and its 
statewide network using secure communication transport protocols. For example, depending on the 
DHCFP’s needs, we can use VPN to transfer HIPAA‐compliant files to a Secure File Transfer Protocol 
site or can set up dedicated connections with the DHCFP or its MMIS contractor to facilitate the secure 
transfer of files. We customize our connection with each client and can support numerous technologies 
for secure encrypted batch data interchange, such as Connect Direct, Secure FTP, or FTP with PGP file 
encryption. 
 
During implementation, we will conduct internal testing to validate that our encounter data 
submissions meet all the DHCFP-specified requirements; we will also participate in a joint Readiness 
Review process with the DHCFP to ensure that we meet the required accuracy levels. 
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We have a demonstrated ability to accommodate, incorporate, and test new encounter requirements 
and formatting and without impact to the services needed by recipients and providers. 
 


3.13.5 DATA REQUIREMENTS AND CERTIFICATION 
DentaQuest encounter data includes the data elements in the most current version of HIPAA-
compliant 837D Companion Guide and Encounters Submission Guidelines. We can support multiple 
methods for the exchange encounter information, including proprietary formats and, most commonly, 
the standard 5010 HIPAA ANSI X12N 837D transaction. We routinely submit encounter data in formats 
specified in companion guides provided by our clients which outline format, design and submission 
processes. We will work closely with the DHCFP to capture and implement its 837D 5010 format 
requirements and ensure accurate encounter data transmissions. 
 
DentaQuest executes a process that extracts all appropriate data from the transactional systems and 
stages it for encounters. Once all data is staged, the system formats it into the 837D 5010 format. 
Upon creating the file, the data is processed through for HIPAA validation. 
 
Currently, DentaQuest transmits dental claim encounter information in the 837D format to 50 
different states and health plans, eight of which are direct connections to the state’s MMIS.  
 


Encounter Data Quality Validation 
DentaQuest’s Encounter Data quality validation process ensures accurate encounter data submission 
begins long before encounter processing, when providers submit service data to DentaQuest through 
a claim. DentaQuest employs specific intake measures and processes within our claims adjudication 
system, Windward, which interrogates the submitted data. This process reviews the claim for 
accuracy, duplication, participant eligibility, provider information and participant clinical history. 
These safeguards ensure that duplicate, erroneous, or otherwise faulty claim submissions are 
categorized and adjudicated appropriately. They benefit the encounter generation process by 
providing clean and prepared data, which is the foundation for accurate 837D encounter files 
submitted back to the State. 
 
Once we begin the encounter submission process, encounter validation inspects the file to ensure it 
accurately represents the data contained within our system and meets quality standards, HIPAA-
defined standards, and DHCFP‐specific edits before we transmit the encounters to the DHCFP. During 
this process, our business intelligence department analyzes any encounter errors, categorizes the 
encounter file services by error type, and communicates those to the appropriate internal departments 
(claims, eligibility, network, and credentialing) for corrective action. We then submit the correct 
encounter file. 
 


Data Certification 


DentaQuest’s Encounter Data complies with the applicable certification requirements for data and 
documents specified by DHCFP pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950.  
 
We understand that the data submitted to the state for purposes of determining vendor payments 
must be certified by one of the following: 


 DentaQuest’s Chief Executive Officer; 


 DentaQuest’s Chief Financial Officer; or 
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 An individual who has delegated authority to sign for, and who reports directly to the vendor’s 
Chief Executive Officer or the Chief Financial Officer. 


 
DentaQuest confirms it has read and understands the data certification requirement and agrees to 
comply with all applicable laws and regulations. 
 


Encounter Data Accuracy  
DentaQuest will ensure that at least 95 percent of all encounter data will pass encounter edits within 
the first six months of submission and 97 percent thereafter. We have a long and strong history in 
reconciling encounter data and our average acceptance rate exceeds 99 percent.  
 
DentaQuest will ensure accurate exchange of all HIPAA file formats, including encounter data, in 
several ways: 
 


 Conducting internal test cycles during implementation, and correcting any configuration or 
software errors. 


 Completing Readiness Review testing with the DHCFP during implementation, and correcting 
errors. We will conduct a mutually agreed-upon testing procedure to ensure the encounter 
data submission process passes all reviews and testing and is certified for production. By 
conducting this joint testing, we will confirm that the testing has achieved the minimum 95 
percent accuracy standard for the first sixth months of the contract. 


 Correcting errors discovered during operational submission of encounter data and 
resubmitting corrected files. We will also conduct root cause analysis of the failures to 
determine whether another system or process component could be corrected or improved. 


 


3.13.6 EPSDT TRACKING SYSTEM 
Using our HIPAA-compliant Windward system, DentaQuest fully integrates all recipient data to create 
a unique, trackable, and reportable record for every recipient. This includes the ability to: 
 


 Report on preventive treatment due dates 


 Identify when recipients received referrals for corrective treatment 


 Identify whether treatment was received and the date of service for such services 
 
Claims data is the primary data source for tracking each recipient’s screening, diagnostic and 
treatment. DentaQuest additionally tracks referrals through its fully integrated customer service 
management system, which would be cross-referenced with claims data to determine whether 
treatment was received.  
 
Windward continually monitors utilization of services, which allows us to: 


 Generate reports on demand to identify recipients due for certain services. These reports are 
provided to our Outreach Coordinator to initiate outreach efforts to encourage recipients to 
receive their periodic dental services. Reports are created in a number of formats and include 
pertinent information, such as the recipient’s age, phone number, address, and desired service 
type (sealants, preventive), allowing us to execute phone or mailing campaigns.  
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 Generate Preventistry rosters listing all recipients 
who are due for preventive care and sealants. 
DentaQuest gives these rosters to all PDCSs every 
six months, permitting the office to conduct 
targeted outreach to their DentaQuest patients. 
See Figure 3.13.E for a sample roster. To learn 
more about our Preventistry program, please refer 
to our response for Section 3.8.2. 
 


 Generate DentaQuest’s Dental Care Alerts. This 
functionality will notify our Recipient Services 
Representatives immediately if they are speaking 
with Nevada recipients who are due for preventive 
services and for children ages 6-14 who are due for 
sealants through a pop-up screen that will appear 
after validating the recipient. The screenshot in 
Figure 3.13.F demonstrates the message our RSR 
would receive. 


 
 
 
 
 


Figure 3.13.F Dental Care Alert message a RSR would see if a recipient is due for specific services.  


 
 


Figure 3.13.E Sample Preventistry recipient roster 
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Upon seeing this message, our highly trained staff would provide a brief overview of the 
importance of the service the recipient is due to receive. For example, if the recipient were due 
for a sealant, the RSR would use a DHCFP-approved script developed by our clinical 
management team to ensure the information is clinically sound and accurate. A sample script 
follows: 


“DentaQuest cares about your child’s oral health. I see that <<child’s name>> is 
due for sealants. Sealants are a painless and quick preventive service performed 
by a dentist that can help reduce your child’s chance of getting cavities. The best 
time for children to receive sealants is when their permanent molars first erupt, 
which usually happens around ages 6-7 and 12-13. I would be happy to help you 
set up an appointment to meet with a dentist to discuss this important service for 
<<child’s name>>.” 


 


 Generate Provider Performance Report. Dental providers are central to helping us increase 
utilization of preventive dental services. Giving them consistent feedback on their performance 
on key dental quality measurements, such as placement of sealants and fluoride treatments, 
provides actionable data to help increase quality of care and promote better outcomes. We 
also provide network averages so each provider can see how their performance compares with 
their peers. See Figure 3.13.G for a sample Provider Performance Report. 
 


 
Figure 3.13.G Provider Performance Report helps providers understand their rate of preventive services compared to their peers. 
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Dr. James Thommes, Nevada 
Dental Director 


3.14 OPERATIONAL REQUIREMENTS 
 3.14.1 Dental Director’s Office 
 3.14.2 Dental Director Responsibilities 
 3.14.3 Vendor Operating Structure and Staffing 
 3.14.4 Subcontractors 
 3.14.5 Implementation 


3.14.6 Presentation of Findings 
3.14.7 Vendor Marketing Materials 


 


3.14.1 DENTAL DIRECTOR’S OFFICE 
James Thommes, DDS, Vice President of Clinical Management will serve 
as the Nevada Dental Director. Dr. Thommes possesses over 30 years of 
experience and 28 years of experience in the dental insurance arena with 
a variety of insurance carriers, payment methods and network designs.  
 
As a practitioner, he has participated in Fee-For-Service (FFS), capitation 
and Preferred Provider Organization (PPO) plans. From an 
administrative perspective, he has designed benefits and processes for 
each of these plan modalities. This allows for a perspective from both 
sides of the equations - provider and benefit administrator. These skills 
not only allow for development of robust plans, but also lead to 
strengths necessary for the credentialing, peer review and quality 
committees. 
 
Since 2011, Dr. Thommes has served as DentaQuest’s Vice President of 
Clinical Management, responsible for overseeing all clinical aspects of 
DentaQuest’s utilization management and fraud prevention and recovery departments. He is the final 
authority on clinical decision-making and chairs several internal committees including peer review, 
credentialing and quality improvement. He consults with clients and has been instrumental in the 
development of high-quality, low-cost benefit designs. Licensed to practice in eleven states and a 
Certified Dental Consultant, Dr. Thommes brings a wealth of knowledge and experience to support the 
State of Nevada with its dental program.  
 
Dr. Thommes has spearheaded several key initiatives for DentaQuest and clients alike. Among his key 
accomplishments: 


 Designing proprietary clinical appropriateness system edits that have saved our clients - and 
ultimately tax payers - millions of dollars.  


 Designing our clinical algorithms to ensure consistent decision making among our Clinical 
Review Specialists and Dental Directors that review authorization requests. 


 Designing our Interrater Reliability Program, which ensures consistent decision making among 
our Clinical Review Specialists and Dental Directors that review authorization requests. 


 Recommending and designing cost effective and appropriate adult Medicaid dental benefit 
packages on behalf of the states of Illinois and Colorado.  


 Leading the effort on an orthodontia cost-reduction strategy in 2011 on behalf of the Texas 
Health and Human Services Commission. Dr. Thommes, in partnership with our Vice President 
of Utilization Management Angie Metzger took the lead in developing the criteria and gaining 
consensus from the other two dental benefit managers. The joint policy was approved by the 
State and implemented on March 1, 2012. In just 10 months, the cost of orthodontic care 
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dropped by 82 percent, while ensuring that recipients could access medically necessary 
orthodontic care.  


 
Dr. Thommes has been with DentaQuest since 1999 serving the role of Senior Dental Director where he 
was responsible for authorizing claims based on medical necessity and served on the credentialing and 
peer review committees. His responsibilities also included interpreting contract designs, establishing 
fee schedules and participating in provider audits.  
 


3.14.2 DENTAL DIRECTOR RESPONSIBILITIES 


As our Vice President of Clinical Management, Dr. Thommes is already responsible for the majority of 
the functions required under this RFP. We will expand his scope to ensure his role is inclusive of the 
following: 


 Serves as co-chairman of DentaQuest’s Utilization Management and Quality Assurance Plan 
committee 


 Directs the development and implementation of DentaQuest’s Internal Quality Assurance Plan 
(IQAP) and utilization management activities and monitoring the quality of care that vendor’ 
recipients receive 


 Oversees the development and revision of the DentaQuest’s clinical care standards and 
practice guidelines and protocols 


 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction 


 Oversees DentaQuest’s referral process for specialty and out-of-network services.  


 Oversees DentaQuest’s provider recruitment and credentialing activities 


 Serves as a liaison between DentaQuest and its providers, communicating regularly with the 
vendor's providers, including oversight of provider education, in-service training and 
orientation 


 Serves as DentaQuest’s consultant to dental staff with regard to referrals, denials, grievances 
and problems 


 Ensures coordination of out-of-network services 


 Works with DHCFP regarding utilization review and quality assurance issues. 
 
Dr. Thommes will be supported by a number of individuals within our organization to ensure 
DentaQuest meets and exceeds all requirements associated with these responsibilities. For example, 
he will work closely with the Director of Quality Assurance, Kirsten Scott, RN on all Internal Quality 
Assurance Programs and initiatives. He will work closely with Noah Lehman our Regional Director of 
Provider Engagement and the in-state Provider Relations Representatives to facilitate effective 
provider recruitment efforts and referrals for out-of-network services.  
 


3.14.3 VENDOR OPERATING STRUCTURE AND STAFFING 
DentaQuest is committed to developing the best possible dental program for the state of Nevada. 
Inherent in that effort is an acute understanding of the level of staffing needed to effectively manage 
the program in accordance with RFP requirements and the high standards that the DHCFP expects and 
deserves.  
 
We have designed effective and efficient staffing models for the current Medicaid Dental Carve Out 
Programs we administer across eight states. We have gleaned a number of best practices from this 
experience that are being channeled into Nevada. The first is to name one primary point of contact for 
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the state. The second is delineating “teams” with clear roles and responsibilities. The teams hold 
various levels of authority to make appropriate decisions regarding strategic direction, as well as the 
day-to-day successful management of the Nevada dental program.  
 


The DHCFP’s Primary Point of Contact During On-Going Operations 
We will appoint a dedicated full-time Nevada Medicaid/CHIP Operations Manager, who will be 
housed at our local office. Our interim Nevada Medicaid/CHIP Operations Manager is Aaron 
Washburn, our Regional Director of Client Engagement. The Operations Manager will ultimately be 
reporting to Aaron. We are currently recruiting for this position and anticipate having the position 
filled well in advance of Readiness Review, ensuring the Operations Manager can assist in the 
implementation efforts.  
 


Nevada Team Structure 
The Nevada Medicaid/CHIP Operations Manager will be supported by the following infrastructure: 
 


 DentaQuest Executive Leadership Team. This team is comprised of senior level DentaQuest 
executives empowered to make strategic decisions to ensure program success, which is led by 
CEO Steve Pollock. In addition to being able to make systemic adjustments to processes, 
personnel and technology, they will also serve as the issues escalation “authority” by directing 
cross-functional remedies for any complex challenges that may occur. Other team members 
include Jim Collins, EVP Operations and CFO; and Dan Sheehan, SVP and Chief Information 
Officer. 
 


 Local Nevada Team. This team is located in Nevada and is attuned to the key stakeholders in 
state, namely DHCFP, its recipients and our providers. They are empowered to make the daily 
decisions necessary to best meet stakeholder needs on the ground. To demonstrate our strong 
commitment to the state of Nevada, in addition to the Operations Manager, DentaQuest will 
exceed RFP requirements and hire a full-time dedicated Outreach Coordinator and two full-
time Provider Relations Representatives who will round out our Nevada team. 


 


 Operational Leadership Team. This team is comprised of the functional area experts and 
leaders who are skilled at delivering the operational thresholds outlined in this RFP. This team 
is considered one of the best in the country when it comes to administering Medicaid dental 
benefits. The leaders on this team are attuned to managing their functions and staff to ensure 
all deliverables are met and exceeded in an efficient and effective manner.  
 


More information on team members in each of these categories is included after our organizational 
chart.  
 


Organizational Chart 
To ensure the DHCFP has complete transparency and understanding of our structure, we will provide 
the DHCFP with an updated organizational chart, every six months or whenever a significant change in 
the organization occurs. The organizational chart will depict each functional unit of the organization, 
numbers and types of staff for each function identified, lines of authority governing the interaction of 
staff, and relationships with major subcontractors. The organizational chart will also identify key 
personnel and senior-level management staff and clearly delineate lines of authority over all functions 
of the Contract. The names of key personnel will be shown on the organizational chart. We 
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understand the State must approve all awarded vendor key staff and reserves the right to require the 
removal of any member of DentaQuest’s staff from the project. 
 
We have included our initial organizational chart in Figure 3.14.A on the next page. Key personnel are 
denoted by a gray box; in-state staff denoted by a green outlined box.  
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Figure 3.14.A 
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DentaQuest’s Experienced Nevada Team 
DentaQuest has the organizational, management and administrative systems capable of fulfilling all 
contract requirements. To demonstrate our depth and breadth of our personnel, we have included to 
required resumes, located in our response to Section 4.4 for our proposed staff for those roles 
identified in Section 3.14.3.2 and the key personnel identified in Section 3.14.3.3. We have also 
included brief biographies for each team member below. A gray box indicates the staff will serve as 
key personnel, subject to the DHCFP’s approval. 
 


Steve Pollock, President and CEO 
Fulfills RFP Requirement 3.14.3.2.A – Executive Management 
 
Steve was appointed as the company’s President and Chief Executive Officer (CEO) effective April 1, 
2015. This appointment came after serving as the company’s Chief Operating Officer since 2011, and 
with responsibility for all business segments of DentaQuest, leading the company’s growth in an 
evolving and complex health care market during the implementation of the Patient Protection and 
Affordable Care Act. Before this, Steve served in several roles, including Executive Vice President, 
Vice President of Market Development, and General Counsel. 
 
Steve was instrumental in winning Medicaid contracts with nine state agencies and led DentaQuest’s 
business transformation to increase electronic transactions and implement a new operating system. 
Steve holds a Juris Doctorate from the University of Wisconsin-Madison and a Bachelor’s degree 
from the University of Wisconsin-Whitewater. He is also a Certified Public Accountant. 


 
 


 


Aaron Washburn, Regional Director of Client Engagement 
Fulfills RFP Requirements 3.14.3.2.B – Operations Manager and 3.14.3.3.H Nevada Operations Manager 
 
As previously noted, DentaQuest is currently recruiting qualified candidates for this role. Aaron 
Washburn, our Regional Director of Client Engagement will serve as the interim Nevada 
Medicaid/CHIP Operations Manager. This role will ultimately report to Aaron. 
 
Aaron has been with DentaQuest since 2013, and currently serves as the Regional Director of Client 
Engagement, responsible for managing all client relations activities for DentaQuest’s Midwest/West 
Region. Aaron has a diverse background, including experience in multiple states, in Medicaid and 
Medicare programs, and on the government, provider and insurance sides.  
 


 


Jim Collins, EVP Operations and Chief Financial Officer 
Fulfills RFP Requirements 3.14.3.2.C – Accounting and Budgeting and 3.14.3.3.B – Chief Financial Officer  
 
As Chief Financial Officer, Jim has direct supervisory responsibility for all personnel performing 
financial functions required for fulfillment of the Contract. This includes oversight for financial 
reporting, budgeting, financial planning and analysis, capital planning, bank relations, auditing, and 
underwriting. As EVP, Operations, Jim also oversees customer service, operations, and Utilization 
Management. Given his role, Jim is closely involved with nearly every aspect and department at 
DentaQuest. He is a thought leader in the finance space, and he has extensive experience 
communicating complex financial concepts to a broad audience base. 
 
Jim acutely understands the importance of maintaining strong relationships with clients, and he 
emphasizes a business model that is predicated upon open communication and flow of information. 
Some of the most important financial decisions at DentaQuest flow through his office, and he strives 
to ensure that clients are well served and that true value is delivered.  
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James Thommes, DDS, VP Clinical Management (Nevada Dental Director) 
Fulfills RFP Requirements 3.14.3.2.D – Dental Director’s Office and 3.14.3.3.C – Dental Director 
 
James Thommes, DDS, Vice President of Clinical Management will serve as the Nevada Dental 
Director. Dr. Thommes possesses over 30 years of experience and 28 years of experience in the 
dental insurance arena with a variety of insurance carriers, payment methods and network designs.  
 
As a practitioner, he has participated in Fee-For-Service (FFS), capitation and Preferred Provider 
Organization (PPO) plans. From an administrative perspective, he has designed benefits and 
processes for each of these plan modalities. This allows for a perspective from both sides of the 
equations - provider and benefit administrator. These skills not only allow for development of robust 
plans, but also lead to strengths necessary for the credentialing, peer review and quality 
committees. 
 
Since 2011, Dr. Thommes has served as DentaQuest’s Vice President of Clinical Management, 
responsible for overseeing all clinical aspects of DentaQuest’s utilization management and utilization 
review departments. He is the final authority on clinical decision-making and chairs committees 
including peer reviews, credentialing and quality improvement. He consults with clients and has 
been instrument in the development of high-quality, low-cost benefit designs. Licensed to practice in 
eleven states and a Certified Dental Consultant, Dr. Thommes brings a wealth of knowledge and 
experience to support the State of Nevada with its dental program.  
 


 


Kristen Scott, RN, Director Quality Assurance 
Fulfills RFP Requirement 3.14.3.2.E – Dental Management (Quality Assurance) 
 
Kristen is a goal-driven, versatile, and compassionate professional, offering extensive experience in 
diverse areas of the healthcare industry, including outpatient, inpatient, and managed care. She is 
knowledgeable of all facets of health program development, direct patient care, Six Sigma/Rapid 
Cycle Improvements, health services, strategic protocol development, and staff coordination. Kristen 
is adept at implementing initiatives and improvements to effectively manage and promote health. 
She is known for leading the improvement of metrics indicative of optimal health and evidence-
based medicine. Kristen is armed with strong communication, organizational, problem-solving, and 
interpersonal skills.  
 
Kristen works hand-in-hand with our Nevada Dental Director to effective manage all Internal Quality 
Assurance Programs to meet NCQA, state and federal requirements.  
 
Kristen has 11 years of quality experience and nine years’ experience of direct patient care as a 
registered nurse. 
 


 


Angie Metzger, VP Utilization Management 
Fulfills RFP Requirement 3.14.3.2.E – Dental Management (Utilization Review) 
 
Angie has been with DentaQuest for more than 15 years, during which time, she has held a series of 
positions with increasing responsibility. As Vice President of Utilization Management, she oversees 
decisions related to authorizations and clinical appeals, and she works diligently to ensure that all 
authorizations, complaints, grievances, appeals, and associated correspondence comply with all 
state and federal regulations.  
 
Having served in a Utilization Management role for over a decade, Angie is familiar with all aspects 
of this important quality control process. Her overarching objective is to deliver true value to the 
DHCFP through streamlined processes and clear quality assurance. To achieve this objective, Angie 
sets clear departmental goals to accommodate and live up to Nevada’s expectations and contractual 
requirements. 
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John Conroy, Recipient and Provider Services Manager 
Fulfills RFP Requirements 3.14.3.2.F – Recipient Services, 3.14.3.2.G – Provider Services, 3.13.3.3.D – Recipient 
Services Manager and 3.14.3.3.E Provider Services Manager 
 
John has a strong background in operations management, expense management, and call center 
customer service delivery. His additional experiences include client management, workflow, 
workforce planning, and Six Sigma process improvement. John has a proven track record of 
marshaling resources to address business problems and improve business results. 
 
As the Recipient and Provider Services Manager, John’s experience and accomplishments delivering 
customer service for 30+ years will be an asset to Nevada. He currently oversees over 375 team 
members providing comprehensive customer service and appeal and grievance resolutions for 20 
million recipients and 40,000 providers. 
 
John earned his Master’s degree in Business Administration from Pace University and his Bachelor of 
Arts from Fordham University. 


 


 


Shelly Dalton, Grievances and Appeals Coordinator 
Fulfills RFP Requirements 3.14.3.2.H – Grievances, Appeals and Fair Hearings and 3.14.3.3.F – Grievance and 
Appeals Coordinator  
 
Shelly is a versatile bilingual management professional with 20 years of multi-site, large scale 
operations management experience and team development. Her background and experience in 
health care management touches all aspects ranging from managing and adjudicating grievance, 
appeals and requests for fair hearings to managing compliance, quality, training and operations 
support and managing claims and customer services.  
 
In her role as the Grievances and Appeals Coordinator, Shelly manages the team responsible for 
responding to all recipient and provider grievances, appeals, complaints and fair hearings. Shelly will 
establish defined processed and procedures to ensure all RFP requirements pertaining to this key 
area of program management are tailored to meet the exact needs of Nevada.  
 


 


Tracy Hurley, Claims Administrator 
Fulfills RFP requirements 3.14.3.2.I – Claims Processing and 3.14.3.3.G – Claims Administrator  
 
With over a decade’s worth of claims processing experience, Tracy effectively leads DentaQuest’s 
claims operations, overseeing the processing of an average of 23 million dental claims per year. She 
is responsible for managing all claims payment functions, overseeing the team that conducts end-to-
end claim payment, including claim payment process, claim payment data, claim payment solutions, 
cross departmental management, and research of payment files. 
 
Tracy has a strong background in process improvement, having served as our Director of Business 
Optimization for several years prior to her existing role. In this role, she led a team of analysts tasked 
with identifying and implementing process improvement and operational efficiency opportunities, 
coordinating and conducting new system functionality user acceptance testing and ensuring 
operational readiness for technology solutions. 
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Dan Sheehan, SVP and Chief Information Officer 
Fulfills RFP requirement 3.14.3.2.J – Management Information Systems 
Dan is the Senior Vice President and Chief Information Officer of DentaQuest, leading its technology 
organization and contributing to all aspects of the business operating plan with integration of 
information technology plans and the execution. He is responsible for all IT functions including 
strategic planning, technology infrastructure enterprise architecture and enterprise program 
management.  
 
With over 28 years of leadership and management experience of large and mid-sized IT 
organizations, Dan is adept at delivering performance to customer expectation in demanding and 
dynamic internal and customer-facing growth environments. He is a leader who can develop the 
right plan, deliverables and objectives, sets high expectations and then delivers better, faster and 
cost effective solutions focusing on three key elements: people, process and technology utilizing 
these to realize results and operational excellence.  
 


 


 


Nick Messuri, JD, Vice President Fraud Prevention and Recovery 
Fulfills RFP requirement 3.14.3.2.K – Program Integrity 
Nick is responsible for the strategy, engineering, development, implementation and oversight of 
DentaQuest’s fraud, waste and abuse prevention and recovery programs, ensuring compliance with 
relevant state and federal regulatory requirements and driving overall efforts to meet legal and 
contractual obligations, manage organizational risk and control costs.  
 


Nick is a proven collaborator and a former health care fraud prosecutor and served as Chief of the 
Massachusetts Attorney General’s Office Medicaid Fraud Control Unit for a 10-year period. He is past 
President of the National Association of Medicaid Fraud Control Units and past Chair of the state 
Attorneys General Multistate False Act Committee.  
 


CMS appointed Nick as the first Chair of their National Health Care Fraud Prevention Partnership 
Information Sharing Committee. Currently he serves as Board Chair of the National Health Care Anti-
Fraud Association, in which private commercial health insurers and federal and state law 
enforcement and regulatory agencies work together and share anti-fraud information.  
 
As a result of Nick’s relationships and experiences, DentaQuest is uniquely situated to be at the 
forefront of identifying trends and dynamics that other governments and organizations want to 
know about, and then assisting, supporting, and working collaboratively with investigations and 
prosecutions of fraud, waste, and abuse.  


 


 


Joe Vesowate, Regional Vice President Client and Provider Engagement 
Fulfills RFP requirement 3.14.3.3.A – Administrator  
Joe is an executive leader with 33 years of experience in program operations, finance, accounting, 
policy development, legislative process and quality assurance. As DentaQuest’s Regional Vice 
President of Client and Provider Engagement, Joe oversees operations in 13 states, providing 
strategic leadership and supporting the needs of clients, recipents providers. The local Nevada team 
will report to Joe.  
 
Prior to joining DentaQuest, Joe served as the Director of Medicaid/CHIP Managed Care Operations 
for the Texas Health and Human Services Commission. In this position, Joe was responsible for the 
strategic and day-to-day management of 25 managed care vendors providing comprehensive health 
care services for 3.5 million Medicaid and CHIP members.  
 
Joe is also an experienced financial manager, having overseen program budgets up to $16 billion 
annually. He has developed long and short-term plans to generate revenue, improve cash flow and 
reduce costs. He also has experience working with legislators, business and agency executives and 
other stakeholders to develop agency budget requests. Joe has a strong understanding of actuarial 
rate setting for risk-based managed health care contracts. He is both a Certified Public Accountant 
and Certified Internal Auditor.  


 







DentaQuest USA Insurance Company, Inc. 
Section 3: Technical Proposal 
Response to RFP 3290 for Dental Benefits Administrator 


   165 | P a g e  


 


 


Noah Lehman, Regional Director Provider Engagement 
 
DentaQuest firmly believes that establishing relationships with the dental provider community 
through one-to-one interfaces is key to ensuring provider engagement and retention. That is why 
DentaQuest is dedicating two full time, in-state Provider Relations Representatives to the Nevada 
program. These individuals will be managed by, Noah Lehman our experienced Regional Director of 
Provider Engagement.  
 
Based in Idaho, and with over a decade’s worth of experience at DentaQuest, Noah has extensive 
experience building and managing dental provider networks with similar challenges to Nevada. He 
led DentaQuest’s efforts to recruit a compliant and high-performing Medicaid network in Idaho and 
supports our networks in other states including Arizona and New Mexico. 
 
In addition to overseeing our in-state Nevada Provider Relations Representatives, Noah will assist 
our Nevada Dental Director with provider recruitment, training and retention efforts.  


 


 


3.14.4 SUBCONTRACTORS 


DentaQuest understands that in some cases, the use of subcontractors can benefit the services we 
provide to the Nevada dental program, its recipients, and our providers. Our key to success is ensuring 
that all services performed by third-party vendors meet or exceed our own service levels and that the 
use of subcontractors is invisible to these constituents.  
 
In any subcontractor arrangement, we ensure all subcontracts fulfill the requirements of 42 CFR 438 
that are appropriate to the service or activity delegated under the subcontract. It is DentaQuest’s best 
practice to retain internal control over key administrative functions such as utilization review, quality 
assurance, recipient services and claims processing; therefore, we do not plan to subcontract any of 
those services for this Contract.  
 
DentaQuest proposes using the subcontractors outlined in Figure 3.14.B, pending approval by the 
DHCFP. 
  
Figure 3.14.B Proposed subcontractors to be used in for the Nevada Dental Program 


Subcontractor Tasks Provided Additional Information 


Cathedral Corporation Printing and mailing of provider 
checks and EOBs  


DentaQuest has used this 
subcontractor for 17 years  


Certified Languages International Live translation assistance for 
recipients 


DentaQuest has used this 
subcontractor for 10 years 


SourceHov(Banctec) Data capture and data verification 
of dental claim forms 


DentaQuest has used this 
subcontractor for 7 years 


  
All proposed subcontractors have been vetted by DentaQuest’s Procurement Department through a 
five-stage sourcing process (Figure 3.14.C). Each stage has specific activities that assist in narrowing 
the selection process. 


 Analyze – Build understanding and align stakeholders 


 Strategize – Formulate strategies and techniques  


 Source – Create competition and select the best subcontractor 


 Execute – Rollout the deal and manage the transaction  


 Manage – Measure, improve and monitor  
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Figure 3.14.C Sourcing process and activities 


 
 


Ensuring Performance Excellence and Compliance through Oversight 
DentaQuest follows established processes to select and manage subcontractors. It is based on a three-
part process inclusive of: 
 


 Procurement Department processes. Headed by Beth Llewellyn-Lavoie, Vice President of Real 
Estate and Procurement, the Procurement Department identifies potential subcontractors, 
investigates and vets them, and moves them through the appropriate legal paperwork. 


 Functional Manager Oversight. Functional managers are responsible for the day-to-day 
oversight of deliverables performed by the subcontractor. 


 Subcontractor Oversight Subcommittee. As part of DentaQuest’s overall Quality Management 
Program, this subcommittee serves as an additional check and interdisciplinary forum to 
monitor and evaluate subcontractors.  


 
DentaQuest’s subcontractor management approach ensures that we apply a consistent, structured, 
and objective process for sourcing activities. It also provides processes, tools, and resources that 
enable DentaQuest to obtain the best overall value and mitigate any major risks. From a high level, 
the coordination, management, and monitoring of the subcontractors are handled as follows in Figure 
3.14.D.  
 
Figure 3.14.D Subcontractor management 


Subcontractor Process Step Supporting Mechanism 


Sourcing  Procurement Department processes 


Operations Onboarding  Procurement Department processes 


Risk Management  Procurement Department processes 


Review and Assessment 
 Procurement Department processes 


 Functional Manager oversight 


 Subcontractor Oversight Committee 


Termination  Procurement Department processes 


 
Operations Onboarding Process for Subcontractors 
DentaQuest subcontractors must adhere to a set of policies and guidelines governing their 
relationship to DentaQuest and the terms of their contract. Documents representing these items are 
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signed during the contracting process. All policies and procedures are coordinated and managed by 
the DentaQuest Procurement team lead. Compliance of each DentaQuest and subcontractor 
relationship is monitored on at least a monthly basis. DentaQuest’s Procurement team is responsible 
for evaluating and approving all subcontractor relationships at all stages of the life cycle. DentaQuest 
is committed to working with the highest quality and most ethical suppliers. 
 
DentaQuest expects its subcontractors to comply with general expectations, such as a code of ethical 
behavior similar to DentaQuest’s employee code of conduct. We also expect the subcontractors to 
inform us of significant changes (mergers, acquisitions, sales) that impact teams or operation of 
services under contract. DentaQuest requires its subcontractors to supply written policies and 
procedures that provide protection for associates, subcontractors, and providers who report suspected 
fraud, waste or abuse. DentaQuest and subcontractors must adhere to these expectations as part of 
the daily management of work. 
 


Risk Management Process for Subcontractors 
DentaQuest evaluates existing contracts on at least an annual basis to assure that all standards are 
met. Risk management standards are followed in order to mitigate risks through these guidelines: 
 


 Subcontractors must conduct criminal and Office of Inspector General (OIG) background 
checks on employees that provide on-site services to DentaQuest or have access to 
DentaQuest confidential information or systems 


 Subcontractors who have access to PHI, Personally Identifiable Information (PII), or private 
company information must also: 


o Sign DentaQuest’s Business Associate Agreement, accepting unlimited liability for 
breaches of information 


o Have a fully executed NDA or contract before data or sensitive information is 
exchanged 


o Comply with all applicable federal and state data privacy laws 
o Undergo an annual reassessment and audit of controls by a third party of its general IT 


Security controls 
o Provide evidence of security controls, including vulnerability and penetration testing 
o Immediately notify DentaQuest in the event of a security or data breach 
o Ensure proper handling and disposal of sensitive corporate information, including PHI 


and PII 


 All subcontractors must provide evidence of appropriate insurance coverage  


 Subcontractors must conform to the DentaQuest Subcontractor Travel and Expense Policy 


 DentaQuest reserves the right to conduct periodic audits of all records related to services, as 
deemed necessary 


 


Review and Assessment Process for Subcontractors 
Three groups with the DentaQuest enterprise review and assess subcontractors. Collaboration 
between these three groups provides subcontractors with a clear definition of expectations and 
measures of performance against mutually agreed-upon standards: 
 


 Procurement Department. Headed by Beth Llewellyn-Lavoie, Vice President of Real Estate and 
Procurement, the Procurement Department identifies potential subcontractors, investigates 
and vets them, and moves them through the appropriate legal paperwork. 
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 Functional Managers. Functional managers are responsible for the day-to-day oversight of 
deliverables performed by the subcontractor. 


 Subcontractor Oversight Subcommittee. As part of the overall IQAP, this subcommittee serves 
as an additional check and interdisciplinary forum to monitor and evaluate subcontractors. 


  
A subcontractor performance review process may be conducted to ensure that product/service 
commitments outlined in agreements are being fulfilled in a satisfactory manner. Figure 3.14.E 
outlines the process for an annual subcontractor performance review. The status of all performance 
metrics is reported into the Subcontractor Oversight Committee.  
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Figure 3.14.E 
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Addressing Issues: Corrective Action and Termination Process for Subcontractors 
If, at any point during the contract, it is determined that a corrective action is needed, subcontractors 
are notified of the corrective action via a meeting and written communications. The subcontractor is 
required to attend the meeting and then respond, within a predetermined timeframe, with a written 
“get well” action plan they will take or have taken. Follow-up meetings will be scheduled, as 
necessary, until all unsatisfactory issues are corrected. The management team monitors progress of 
required corrections.  
 
If required actions are not taken in a timely manner, a subcontractor’s engagement could be 
terminated. DentaQuest will utilize the procedures detailed in Figure 3.14.F terminating a 
subcontractor’s engagement. 
 


 
 
DentaQuest will notify the DHCFP, in writing, immediately upon notifying any material subcontractor 
of DentaQuest’s intention to terminate any such subcontract. Additionally, within 35 calendar days of 
the date of request, DentaQuest agrees to provide full and complete information about the ownership 
of any subcontractor with whom DentaQuest has had business transactions totaling more than 
twenty-five thousand dollars ($25,000.00) during the twelve-month (12-month) period ending on the 


Figure 3.14.F 
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date of request as required by 42 CFR 455.105. We understand that failure to timely comply with the 
request will result in withholding of payment by the State.  


 
Provider Subcontracts 
DentaQuest will draft a customized Provider Contract specifically to meet the requirements set forth in 
this RFP and additional stipulations as required by the DHCFP. Additionally, our Provider Contract will 
comply with all applicable federal and state laws, regulations, and requirements.  
 
DentaQuest’s Legal and Compliance department will draft the Provider Contract for Nevada; it is 
through this Contract we set our expectations and policy requirements for willing participating 
providers. We will submit a copy of our Provider Contract for review during Readiness Review, at 
request of the DHCFP or for any substantive revisions thereafter to the DHCFP for review and approval 
as required. 
 


We understand that in the event any network provider or subcontractor is determined not to meet 
federal requirements and results in a federal disallowance of federal funds, DentaQuest will be 
financially responsible to refund the amount of the federal disallowance and the corresponding state 
share to DHCFP. We further understand that if such disallowance is treated as a default or breach, or 
otherwise subject the vendor to sanctions under Section 13 of Attachment D Contract Form, any such 
liquidated damages are not exclusive and are in addition to any other remedies available under this 
contract. All existing subcontracts, requiring amendments to meet the requirements of this contract, 
shall be amended. All future subcontracts must meet the requirements of this contract and any 
amendments thereto. 


 


3.14.5 IMPLEMENTATION 
As the industry leader in managing large and complex Medicaid dental programs, DentaQuest has 
extensive program implementation and readiness review experience. Although we will draw from our 
standard proven process, we are tailoring our implementation process to the specific requirements 
and timelines detailed in the RFP for Nevada. We will work with the DHCFP as we refine and finalize 
our specific implementation processes and procedures to meet the requirements of this RFP and to set 
up operations that will best serve Nevada’s providers and recipients. 
 
Our New Business Implementation (NBI) Department will oversee the implementation of the Nevada 
Dental Program, using a cross-functional approach. This means we work with Subject Matter Experts 
(SMEs) from across each operational department during implementation to ensure that all aspects of 
the project are inventoried, tracked, and managed to ensure the highest degree of quality. The NBI 
department provides oversight and a dedicated project manager oversees the day-to-day aspects of 
the program implementation. 
 
Kim Nunes, Director of New Business Strategy and Implementations, and her team of six NBI project 
managers collectively have over 20 years of implementation experience, and have successfully 
implemented over 500 client programs. This team manages implementations of every size, from 
startup programs to large, established health plans. We are confident that their experience will lead 
to a seamless and effective transition in Nevada. For example, in April 2016, we successfully 
implemented a 300,000-recipient Medicaid program. We surveyed the client following this 
implementation, and the client reported that they were “completely satisfied” with our 
implementation efforts. “Completely satisfied” is the highest score available.  
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Detailed Work Plan and Timeline 
DentaQuest will develop and submit to DHCFP for approval, no later than one month after notification 
that DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for performing 
the obligations set forth in the Contract for the first contract year. 
 
DentaQuest uses Microsoft Office Project, an industry-standard project management tool to develop 
its work plan, ensuring we manage project tasks, timelines, deadlines, and resources. Figure 3.14.G 
provides a sample implementation work plan in a gantt chart format produced using Microsoft Office 
Project. 
 
We will provide DHCFP with updates to the initial work plan and timeline, identifying adjustments 
that have been made to either, and describing DentaQuest’s current state of readiness to perform all 
Contract obligations.  
 
 


 
 
Until the service start date, DentaQuest will provide biweekly written updates to the work plan and 
timeline, and thereafter as often as the DHCFP determines necessary. 
 
Our work plan will account for the following requirements: 


Figure 3.14.G Sample implementation work plan 
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 Beginning no later than 60 calendar days prior to the service start date, DentaQuest will 
implement procedures necessary to obtain executed subcontracts and Medicaid provider 
agreements with a sufficient number of providers to ensure satisfactory coverage of initial 
enrollments. We understand the DHCFP reserves the right to require an access report at any 
time after the service start date when barriers to access or network inadequacies are 
identified or are questionable. 


 Ensure that all workplace requirements the DHCFP deems necessary, including but not limited 
to office space, post office boxes, telephones and equipment, are in place and operative as of 
the service start date. 


 Ensure that there is no interruption of covered services to enrolled recipients and work 
cooperatively with the DHCFP to meet these requirements. 


 Ensure that a toll-free telephone number is in operation at DentaQuest’s office as of 8:00 a.m. 
(Pacific Time) on the first day of the open enrollment period for recipient access and remains in 
operation for the duration of the contract, unless otherwise directed or agreed to by the 
DHCFP. 


 Establish and implement enrollment procedures and maintain applicable enrolled recipient 
data. 


 Establish its provider network and maintain existing provider agreements with such providers. 
 


Implementation Lifecycle 
The DentaQuest Implementation Lifecycle is broken down into two parallel tracks: the Technical Track 
and the Operational Track. 
 


 The Technical Track focuses on the development of data exchange interfaces, the conversion of 
program data, and integrated systems testing in order to ensure a robust, agile, and fluid systems 
connection between the DHCFP and DentaQuest.  
 


 The Operational Track centers on the accurate and complete setup of the Nevada dental program 
within the DentaQuest system, and addresses dental program-supporting operations such as 
Claims Processing, Reporting, and Recipient Services. 


 
A high-level overview of our Transition and Implementation Lifecycle is illustrated in Figure 3.14.H, 
and is described in the narrative that follows: 
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Discovery and Requirements Gathering: Operational program standards are confirmed via SME Focus 
Discussions and documented using Master Client Requirements Documents (MCRDs). Simultaneously, 
technical data exchange requirements and system synchronization mechanisms are scoped and 
defined. Requirements Gathering (executed via SME Focus Discussions and MCRDs) will occur for the 
following areas, as applicable per delegated services: 


 
 Plan Design and Benefits 


Coverage 
 Claims Processing 
 Customer Service 
 Finance: Client Billing & Payment 


 


 Utilization Management 
 Complaints, Grievances, & Appeals 
 Provider Network and Credentialing 
 Reporting 


 


We will conduct weekly IT Subcommittee Meetings to define requirements around eligibility data, 
encounter file data, any claims, open authorizations, or clinical history loads required, and other data 
exchanges. We will also use this meeting to track development and testing.  


 
System Setup and Technical Development: During Setup and Development, DentaQuest SMEs and the 
DHCFP execute the requirements identified during Requirements Gathering. Technical teams build and 
test data exchange interfaces; operational teams operationalize business processes and standards. 


  
Testing: The Testing segment consists of Integrated System Testing (round-trip testing of data 
exchanges that will occur during production in order to ensure system synchronization between the 
DHCFP and DentaQuest). This will include Eligibility and Enrollment testing, claims scenario testing, 
and encounter file testing.  


 
Readiness Review: As further detailed below, during Readiness Review, technical and operational 
team leads report on program production readiness, identify any risks to program success, and 


Figure 3.14.H 
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develop mitigation plans as necessary. Readiness review activities are documented and formalized for 
DentaQuest and the DHCFP leadership team review.  


 
Implementation (Go-Live): Implementation is the formal activation of DentaQuest technical and 
operational systems to support the Nevada Medicaid dental program. This is the last phase of the 
Implementation Lifecycle, and consists of the lead-up activities to program Go-Live, and represents 
direct handoff to steady-State production support. Upon successful Go-Live, the DentaQuest 
Implementation team remains engaged in program management to ensure Implementation 
stabilization and closure.  
 


Risk/Issue Identification and Mitigation  
DentaQuest maintains strict oversight over any potential risks or issues that may arise during the 
project lifecycle. Via regular internal DentaQuest communications, the Status Meetings and 
Checkpoints outlined above, as well as team reporting, the implementation team will identify any 
potential risks or issues. These will be discussed during the Status Checkpoint meetings, and will be 
documented in the DentaQuest Risk and Issues Log (see Figure 3.14.I). The DentaQuest teams (in 
conjunction with the DHCFP when necessary) will collaborate to develop mitigation plans to address 
all issues or risks identified. Any risks or issues categorized as “Medium” severity or higher will be 
escalated to organizational leadership. 
 
Figure 3.14.I DentaQuest uses the Project Risk and Issue Log to anticipate, manage, and mitigate risk to the implementation 


 
 


Pre-Implementation Readiness Review 
DentaQuest understands that the DHCFP may conduct Operational and Financial Readiness Reviews, 
subject to the availability of the DHCFP resources, provide technical assistance as appropriate. The 
purpose of the readiness reviews is to assess the DentaQuest’s readiness and ability to provide 
services to enrolled recipients. The areas that may be reviewed include, but are not limited to: 
financial operations; administration and organization; recipient services; provider network; quality 
improvement; and, management information systems, including claims processing and reporting 
systems.  
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Readiness Review is a standard component of DentaQuest’s implementation project lifecycle, and 
therefore we will be prepared to provide necessary documentation specified by the DHCFP and 
cooperate with the DHCFP or its designees in conducting the review. Early in implementation 
activities, each functional area will define its criteria for operational readiness based on review of the 
Contract and established DentaQuest standards. Shortly after the implementation process kick-off, we 
will commence weekly internal touch-points for the entire cross‐functional team to prepare for 
Readiness Review. During these touch-points, we will assess progress and identify any risks to 
operational Go-Live. Every functional area will report on: 
 


 Operational readiness 


 Risks to project progress and readiness that could impact operational Go-Live 


 Rationale for the status and readiness reported 


 Actions being taken to mitigate risks or impacts 


 Any identified workarounds necessary to support operational readiness 
 
These meetings allow NBI leadership to quickly identify any risks to operational readiness, and 
proactively engage resources to execute necessary risk mitigation plans.  


 
3.14.6 PRESENTATION OF FINDINGS 
DentaQuest understands it must - and agrees to - obtain the DHCFP’s approval prior to publishing or 
making formal public presentations of statistical or analytical material that includes information 
about enrolled recipients. Any materials produced will protect specific individual recipient privacy and 
confidentiality to the extent required by both federal and state law and regulation. 


 


3.14.7 VENDOR MARKETING MATERIALS 
DentaQuest recognizes the importance of strict adherence to its state agency clients’ requirements 
regarding recipient marketing materials. DentaQuest has a time-tested approach to ensuring we meet 
the requirements of the RFP, including: 


 Submitting marketing materials must be submitted to the DHCFP for review and approval a 
minimum of sixty (60) days prior to the scheduled Medical Care Advisory Committee (MCAC) 
meeting for approval.  


 The vendor, or any provider, organization, or agency that contracts with the vendor, is not 
permitted to market directly to potential recipients. Vendors are also prohibited from 
providing materials that contain false or misleading information, and from initiating cold calls 
to potential recipients. 


 The vendor may not distribute, in any manner, marketing materials related to the managed 
care program without the prior written approval of the DHCFP. This includes any updates to 
previously approved materials.  


 The vendor must provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud recipients 
or potential recipients or the DHCFP.  


 


Our process for submitting marketing materials for approval is illustrated in Figure 3.14.J. 
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Figure E.4-G DentaQuest’s recipient materials approval process to ensure compliance 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


DentaQuest agrees to provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or 
potential recipients or the DHCFP. Statements that will be considered inaccurate, false, or misleading 
include but are not limited to any assertion or statement that:  


 The recipient must enroll with the vendor in order to obtain benefits or in order not to lose 
benefits; or 


 


 The vendor is endorsed by CMS, the federal or state government, or similar entity. 
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3.15 PROGRAM INTEGRITY  
 3.15.1 General Requirements and Authorities 


3.15.2 Provider Credentialing 
3.15.3 Provider Enrollment 
3.15.4 Provider Contracts 
3.15.5 Affiliations with Debarred or Suspended Persons 
3.15.6 Compliance Plan 
3.15.7 General Requirements 
3.15.8 Deficit Reduction Act 
3.15.9 Under-utilization of Services 
3.15.10 Embezzlement and Theft 
3.15.11 Verification of Services 
3.15.12 Hotline for Reporting Suspected FWA or Improper Payments 
3.15.13 Vendor’s Program Integrity Unit 
3.15.14 Fraud Identification and Referral 
3.15.15 Payment Suspensions 
3.15.16 Compliance Reviews 
3.15.17 Identification 
3.15.18 Review 
3.15.19 Recovery and Education 
3.15.20 Monetary Recoveries by State of Federal Entities 
3.15.21 Reporting Requirements  
3.15.22 Provider Compliance Reviews by the DHCFP 
3.15.23 Provider Preventable Conditions 
3.15.24 Vendor Disclosures: Information on Ownership and Control 
3.15.25 Denial or Termination of Provider Participation 


 


3.15.1 GENERAL REQUIREMENTS AND AUTHORITIES 
DentaQuest’s provides its state agency and health plan clients with one of the most comprehensive 
Program Integrity solutions in the industry. DentaQuest believes that you need to hire the best people 
to get the best results. Nick Messuri, our Vice President for Fraud Prevention and Recovery, is a proven 
collaborator and a former health care fraud prosecutor and served as Chief of the Massachusetts 
Attorney General’s Office Medicaid Fraud Control Unit for a 10-year period. Nick leads all program 
integrity efforts through our robust Fraud Prevention and Recovery Unit. He is past President of the 
National Association of Medicaid Fraud Control Units and past Chair of the state Attorney’s General 
Multistate False Act Committee.  
 


CMS appointed Nick as the first Chair of their National Health Care Fraud Prevention Partnership 
Information Sharing Committee. Currently he serves as Board Chair of the National Health Care Anti-
Fraud Association, in which private commercial health insurers and federal and state law enforcement 
and regulatory agencies work together and share anti-fraud information. As a result of Nick’s 
relationships and experiences, DentaQuest is uniquely situated to be at the forefront of identifying 
trends and dynamics that other governments and organizations want to know about, and then 
assisting, supporting, and working collaboratively with investigations and prosecutions of fraud, 
waste, and abuse.  
 
DentaQuest also has experienced clinical leadership within and supporting its Fraud Prevention and 
Recovery efforts. Mary Jo Blank, RDH, the Director of Fraud Prevention and Recovery, has more than 
30 years of clinical, coding and investigative experience, and she has played a key role in enhancing 
DentaQuest’s reputation as a national company with strong relationships with state agencies and 
Medicaid Managed Care Organizations. Mary Jo has been at the forefront of building fraud, waste, 
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and abuse investigations for referral to Medicaid Program Integrity Units, Medicaid Fraud Control 
Units, Inspector General Offices, and Managed Care Special Investigation Units. She has established 
herself as a knowledgeable industry source that has collaborated with government investigators as 
they interpret clinical findings, billing and coding issues.  
 
The Fraud Prevention and Recovery Unit is heavily supported by Dr. James Thommes, our Vice 
President of Clinical Management and a licensed dentist with more than 30 years of experience. He 
provides the important verification of investigative findings, especially when clinically based 
assessments are needed to make judgements about medical necessity. When requested, Dr. Thommes 
is available to assist government investigators, offering expert dental opinion about the services in 
question. Both Dr. Thommes and Mary Jo are available to discuss with other entities the clinical details 
of a case, along with the strengths and possible defenses. Both also have experience testifying about 
dental fraud, waste and abuse, and their experience combined with the prosecutorial litigation 
experience of Nick Messuri, works together to assist our partners in making the right enforcement 
decisions and judgments about their cases. 
 


Compliance with Federal and State Regulations 
DentaQuest’s experience team of fraud prevention and recovery experts are well versed in the 
applicable federal and state regulations related to program integrity. Our current program integrity 
policies and procedures, as well as our Anti-Fraud Plan, ensure compliance with the following relevant 
citations: 


 Sections 1128, 1156, and 1902(a)(68) of the Social Security Act 


 42 CFR.§ 438, Subpart H 


 42 CFR. § 455 Subpart A, B and E 


 42 CFR. § 1000 through 1008 


 42 CFR. § 456.3, 456.4. 456.23 


 42 CFR. § 457.950(a)(2) 


 Section 6032 of the Federal Deficit Reduction Act of 2005 
 
And during the Readiness Review process, DentaQuest will ensure the requirements outlined in the 
following citations will be incorporated into our program: 


 Nevada Revised Statutes, Chapter 422 


 Nevada DHCFP Medicaid Services Manual 


 Nevada DHCFP Medicaid Billing Guides 


 Any other relevant Nevada Medicaid policies 
 
As part of our comprehensive program, we require all providers and subcontractors to comply with the 
same standards and requirements we are held to by our clients and the state and federal 
governments. These expectations are outlined in our Provider Contracts and subcontractor contracts.  
 
Additionally, all DentaQuest staff and subcontractors are required to complete and pass annual 
training that covers:  


 Overview of the Federal Deficit Reduction Act (DRA) of 2005 


 Overview of the Federal False Claims Act 


 State False Claims Acts 


 Medicare and Medicaid Patient Protection Act of 1987  


 Stark Statue (42 USC 1395 nn) 
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 Whistleblower Provision “Qui Tam” 
 


3.15.2 PROVIDER CREDENTIALING  
DentaQuest’s credentialing policy requires that its entire network of providers be screened monthly 
against all federal exclusion databases. Monthly, we submit a Provider file to Exclusion Check, a 
compliance-monitoring product offered by Provider Trust (www.Providertrust.com). This system 
provides a list of possible matches for providers in the list who may be excluded or disbarred. We then 
research the possible matches and determine whether any DentaQuest network providers are on any 
of the exclusion lists 
 
If we discover an issue, the provider’s case is presented to our Credentialing Committee for review. All 
excluded providers are prevented from joining the DentaQuest network and participating providers 
who are on the exclusions lists will immediately be removed from our network. The action is subject to 
the standard appeals procedure. 


 
Credentialing Criteria 
DentaQuest will share its credentialing criteria (based on the NCQA standards) with the DHCFP 90 
calendar days prior to the start of the contract and ensure all network providers meet the criteria. Any 
time we have a change to credentialing criteria, we will provide in writing to the DHCFP’s Provider 
Enrollment unit 30 calendar days prior to the change. If the change is unanticipated, DentaQuest will 
notify the DHCFP’s Provider Enrollment unit within five calendar days of the change. 
 
DentaQuest agrees to provide credentials for network providers, subcontractors, or subcontractor’s 
providers to the DHCFP and/or MFCU at no cost. 
 


3.15.3 PROVIDER ENROLLMENT 
DentaQuest understands and agrees to the provider enrollment requirements in the RFP. Additionally, 
our process complies with the Patient Protection and Accountable Care Act of 2010. 
 
The first step in our credentialing process is for a practitioner to complete an enrollment application, 
Provider Contract, and all necessary documents to support the credentialing process. This includes 
verification that providers are licensed, credentialed, and eligible to render services in Nevada. We will 
gather the provider’s: application, Disclosure of Ownership, and W9. Through these documents, we 
obtain the provider’s Medicaid ID, education, work history, malpractice insurance, billing information, 
any other pertinent information including other licenses.  
 
As with other states where we serve as the DBA, we understand that the provider must be referred to 
Nevada’s fiscal agent for enrollment. We will provide specific instructions to providers on how to 
enroll with the state and help coordinate efforts as needed to ensure they comply with the state’s 
requirements for enrollment.  
 
DentaQuest will provide the DHCFP with a list of providers who have been enrolled, disenrolled, 
deactivated, terminated, de-credentialed or removed from the active provider enrollment by the tenth 
calendar day of each month. If the provider has been terminated, de-credentialed or disenrolled, the 
cause and all required documentation of the termination will be supplied to the DHCFP within five 
business days of the decision to terminate. 
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3.15.4 PROVIDER CONTRACTS 
DentaQuest will execute and maintain, for the term of the contract, written provider agreements with 
a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to provide 
enrolled recipients with all medically necessary covered services. Prior to execution of our contract, we 
will issue a copy of our base provider contract to DHCFP. 
 
As we have described in detail in Section 3.6 of our response, the timing and other events associated 
with our provider recruitment must occur in a manner that will ensure meeting the objectives noted 
within this RFP. Our efforts focus on both outreach to providers who are not currently participating in 
the DHCFP's dental program and to those participating providers who a signed agreement but do not 
actively accept eligible recipients.  
 


Maintenance of the Network 
DentaQuest understands that its responsibilities as the DBA for maintenance of the network would 
include: 


 Initial and ongoing credentialing (see our response to Section 3.9.15) 


 Adding, deleting, and periodic contract renewal (see our response to Section 3.6.6) 


 Provider education (see our response to Section 3.6.10) 


 Discipline/termination, etc. (see our response to Section 3.6.5) 
 


Provider Policies and Procedures 
DentaQuest maintains a robust policy and procedure manual that covers all aspects of provider 
network management – from monitoring its providers to disciplining providers who are found to be 
out of compliance with the vendor’s dental management standards. DentaQuest will submit these 
policies and procedures to the DHCFP within five business days upon change of policies and procedures 
or upon request.  
 


3.15.5 AFFILIATIONS WITH DEBARRED OR SUSPENDED PERSONS 
DentaQuest performs rigorous background checks for all prospective employees and providers to 
ensure we comply with 42 CFR 438.610. Providers must undergo initial credentialing and re-
credentialing every 36 months. We screen all providers monthly against all federal exclusion 
databases. DentaQuest’s credentialing program adheres to National Committee for Quality Assurance 
(NCQA) standards of credentialing as they apply to dentistry. In 2014, DentaQuest achieved NCQA 
certification status for credentialing and recredentialing, assuring that our process follows the highest 
standards. Our process also meets CMS and applicable federal requirements. 
 


Screening for Excluded and/or Disbarred Provider Entities 
DentaQuest’s credentialing policy requires that its entire network of providers be screened monthly 
against all federal exclusion databases. We prohibit contractual relationship that provides for the 
administration and management or provision of medical services, or the establishment of policies, or 
the provision of operational support for the administration, management or provision of medical 
services, either directly and indirectly, with an individual convicted of certain crimes as described in 
section 1128(b)(8)(B) of the Act.  
 
Monthly, we submit a provider file to Exclusion Check, a compliance-monitoring product offered by 
Provider Trust (www.Providertrust.com). This system provides a list of possible matches for providers 







DentaQuest USA Insurance Company, Inc. 
Section 3: Technical Proposal 
Response to RFP 3290 for Dental Benefits Administrator 


   182 | P a g e  


 


in the list who may be excluded or disbarred. We then research the possible matches and determine 
whether any DentaQuest network providers are on any of the following exclusion lists: 
 


 Federal OIG exclusion List of Excluded Individuals and Entities (LEIE) 


 General Services Administration‐Excluded Parties List System (GSA‐EPLS) debarment and 
suspension list 


 System for Award Management (SAM) 


 Social Security Administration Death Master File 


 All 33 State Medicaid exclusion lists 
 
If we discover an issue, the provider’s case is presented to our Credentialing Committee for review. All 
excluded Providers are prevented from joining the DentaQuest network and participating Providers 
who are on the exclusions lists will immediately be removed from our network. The action is subject to 
the standard appeals procedure. We will notify DHCFP about the termination. We will send the 
Provider a termination notice through certified mail which includes the provider’s appeal rights and 
explanation of the appeal process. 
 
To provide a higher level of verification that our providers meet the highest standards of quality, we 
also monitor license sanctions on a regular basis, using the following information sources: 
 


 Subscription to alerts from state license agencies and monthly monitoring of the Nevada 
dental licensure website 


 Notice from DentaQuest clients  


 Cactus License Expiration Management Module (Cactus is an industry-standard credentialing 
system) 


 Cactus query of the Medicare/Medicaid OIG website for excluded Providers (monthly) 


 NPDB Continuous Query of dental licenses and Drug Enforcement Agency (DEA) numbers 
 
If we find that a provider has any new license actions, new reports on the NPDB, or appears on a 
Medicaid/Medicare exclusion list, we refer them to the Credentialing Committee for review. 
 


Screening for Excluded and/or Disbarred Employees and Subcontractors 
DentaQuest’s policy also requires that all of its employees and individual independent contractors be 
screened monthly for exclusion from federally-funded health care programs including, but not limited 
to, Medicaid and Medicare. Our process is as follows: 
 


 On the last Wednesday of each calendar month, the HR Manager will initiate monthly 
screening checks against the Office of the Inspector General (OIG) List of Excluded 
Individuals/Entities (LEIE) and the General Services Administration (GSA) Excluded Parties List 
System (EPLS) by electronically submitting the required information to HireRight, 
DentaQuest’s third-party background check administrator. 


 


 If an individual with the same name as an employee or independent contractor appears on 
either the LEIE or EPLS, the HR Manager will work with HireRight to determine if the individual 
on either list is the same person as the individual who is employed by DentaQuest or engaged 
as an independent contractor. No further action will be taken if it is determined that they are 
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not the same person. DentaQuest also has the employee complete a waiver form if we 
determine that they are not the person listed on the exclusion list. 


 


 If it cannot be determined whether an employee or independent contractor is the same person 
as a listed individual, the HR Manager will inform the General Counsel. The HR Manager and 
the General Counsel will then meet with the individual. If the employee or independent 
contractor acknowledges that he/she is an excluded individual or if a determination is 
subsequently made that he/she is an excluded individual, HR will immediately terminate the 
individual from their position as an employee or independent contractor in accordance with 
the termination policies of the HR department.  


 


3.15.6 COMPLIANCE PLAN  
DentaQuest is committed to preventing, detecting, investigating, recovering payment, and reporting 
of FWA. DentaQuest is subject to 42 CFR § 438.608 (Program Integrity requirements) and 42 CFR § 
455.20 (Recipient Verification Procedures) as well as the administrative and civil remedies under 
Chapters 32 and 36 of Title 31.  
 
As a contractor to various state agencies serving public programs, we respect our role as the steward 
of public funds. We see it as critical that those funds are directed to a useful purpose: the prevention 
of dental disease and the preservation of oral health. Thus, it is equally critical for us to prevent 
misuse of those funds by establishing programs, systems, policies, and procedures to prevent misuse 
of resources, detect it in the cases where it does occur, and correct the problems through investigation 
and recovery, as well as continuous improvement of our approach to prevention. 
 


3.15.7 GENERAL REQUIREMENTS 
DentaQuest’s Anti-Fraud and Abuse Compliance Plan provides a comprehensive overview of the steps 
that we use to prevent, detect, investigate, and correct FWA. Our plan sets policy for all DentaQuest 
employees and subcontractors with respect to Program Integrity and educates providers and 
recipients on their responsibilities within the system.  
 
DentaQuest will share its comprehensive compliance Anti-Fraud and Abuse Compliance Plan, which 
encompasses the elements necessary to monitor and enforce compliance with all applicable laws, 
policies, and contract requirements with the DHCFP during Readiness Review and annually thereafter 
for review and approval.  
 
Our Plan includes the following elements: 


 Written Policies, Procedures, and Standards: The Plan includes our policies and procedures for 
prevention, detection, investigation, payment recovery, and reporting of all suspected FWA 
cases related to the delivery of and payment for services under the contract provisions. The 
Plan also describes the Fraud Prevention and Recovery Unit designed by DentaQuest to 
investigate fraudulent claims and other types of violations of applicable laws, regulations, and 
administrative policies by recipients and providers under the program. 
 


 Standards for Effective Communication: Upon contract award, we would request a meeting 
with the DHCFP and any appropriate personnel that state officials may deem appropriate to 
discuss parameters of our FWA program and how we might customize it to best meet the 
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needs of the Nevada Medicaid program. While we have standard practices, we also have the 
flexibility to optimize our approaches from the perspective of the state programs we serve. 
 
For example, in certain state markets, we have set a standard communication process where 
the Fraud Prevention and Recovery Specialist responsible for that market reports cases to the 
state that fall within certain parameters. Irrespective of how we institute the lines of 
communication and reporting standards to the state, DentaQuest would establish and 
maintain constructive relationships with all appropriate government agencies and other 
entities that have an interest in reducing fraud, waste and abuse in the Nevada Dental 
Program. 
 


 Mandatory Ongoing Training for all DentaQuest Employees and Subcontractors: All 
DentaQuest employees and subcontractors receive training in the prevention, identification, 
and reporting of possible instances of fraud and abuse. This is part of their orientation, which 
is completed within the first 30 days of employment. DentaQuest provides FWA training to all 
of its employees annually thereafter. We also provide updated FWA training to employees 
when changes to applicable laws, regulations, policy, and/or procedure may affect their areas. 


 
Employees whose job activities are directly related to the prevention, detection, or 
investigation of FWA receive training specific to their area of responsibility. Fraud Prevention 
and Recovery Unit Investigators receive additional health care fraud and abuse training as 
part of our membership in the National Health Care Anti-Fraud Association. 


 


 Delineation of Staff and Responsibilities within the Program Integrity Unit: DentaQuest has a 
fully staffed Fraud Prevention and Recovery Unit that includes both leadership and staff who 
are responsible for investigation of any suspected cases of FWA and our Plan includes such 
information. 


 


 Specific Objectives and Goals for Program Integrity Operations in the Coming Year: 
DentaQuest outlines its objectives and goals and updates them annually in the plan.  
 


 Enforcing Program Integrity Standards through Prevention and Detection: DentaQuest has 
established several procedures to prevent and detect abuse and fraud. We emphasize FWA 
prevention. We use several methods to do so, and examples of these include: 


o Training DentaQuest employees on our values and policies regarding Program 
Integrity, and their responsibilities to help prevent, detect, and report FWA  


o Operating an NCQA-certified credentialing and re-credentialing program, with regular 
monitoring of Provider exclusions and sanctions, ensuring that only Providers who 
practice with integrity are part of our network  


o A comprehensive Utilization Management program, which combines prior 
authorization requirements and prepayment reviews to ensure that services rendered 
to recipients are medically necessary  


o A diverse range of claims processing controls (see a detailed description of these in our 
response to Section 3.19) 


 
  We also use various methods to detect FWA. These include, for example: 


o Retrospective data mining, predictive modeling, and other analytical methods applied 
to claims data to detect patterns of behavior that may indicate FWA  
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o Conducting recipient surveys to verify they received the services claimed by providers  
o Reporting by DentaQuest employees, subcontractors, providers, and recipients who 


may have knowledge of or suspect FWA 
 


 How DentaQuest will Promptly Respond to Detected Offenses and Corrective Actions: Based 
on the results of the preliminary investigation, we may determine that further investigation is 
warranted. If so, we will report the suspected incident of fraud or abuse to the DHCFP and the 
OMIG. Before pursuing any additional remedies, we will do so only in cooperation with, and 
with the approval of the DHCFP and OMIG. Methods that we use, given such approval, may 
include any of the following corrective actions: 


o Educating providers 
o Recovering payments 
o Referring the provider to the DentaQuest Peer Review Committee 
o Requesting that the Provider implement a Corrective Action Plan 
o Placing the provider on the Utilization Oversight Program, which requires prior 


authorization and/or pre-payment review of all services 
o Terminating the provider from participation in our network  


 


 Success of Objectives and Goals: DentaQuest will report on the success of its objectives and 
goals from the previous year in its Plan  


 


3.15.8 DEFICIT REDUCTION ACT 
DentaQuest maintains policies and procedures that require all employees and subcontractors be 
subject to annual training on the Deficit Reduction Act of 2005 and the False Claims Act. All employees 
are required to pass a knowledge test. These records are retained in the employee file. 
 
Our employee handbook includes a specific discussion of these laws, the rights of employees to be 
protected as whistleblowers, and DentaQuest’s policies and procedures for detecting and preventing 
FWA. 
 


3.15.9 UNDER-UTILIZATION OF SERVICES 
As part of our ongoing utilization review efforts, we evaluate providers for both over- and under-
utilization of services throughout the year. Preventing disease is the foundation of quality care, and it 
is important to ensure that the care rendered by network providers includes the necessary and 
appropriate preventive services. The most effective method to identify potential under-utilization is to 
compare the practice patterns of similar providers in order to identify outliers. Identified outliers then 
receive reports on their use of preventive services and how it differs from comparable providers/ 
practices. If under-utilization continues, providers/practices face sanctions. 
 
For these comparisons to be useful and valid, only similar providers and/or practices are compared. 
Providers/practices are grouped into quartiles based on their patient panel profile, including total 
number of patients and total number of Medicaid patients. 
 
The following utilization metrics are monitored: 


 Percent of children with at least one cleaning per year   


 Percent of children with at least one fluoride application per year  


 Percent of children 6-9 with at least one sealant applied per year  
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If a provider’s utilization rates fall below the benchmark on any one of the above metrics, a letter is 
sent to the provider identifying deficiency and corrective action required. If utilization falls below the 
benchmark for three consecutive months, or four months in a calendar year, the provider will be 
referred to the Peer Review Committee for additional consideration and action. 


 


3.15.10 EMBEZZLEMENT AND THEFT 


DentaQuest will monitor activities on an ongoing basis to prevent and detect embezzlement or theft 
by employees, providers, and subcontractors. Any evidence of criminal activity will be reported to the 
appropriate authority and the DHCFP SUR unit within five business days. 
 


3.15.11 VERIFICATION OF SERVICES 
To verify that the services reimbursed for a particular recipient were furnished as billed by the 
provider, DentaQuest can conduct verification of services surveys.  
 
The verification of services process is a joint effort between our Fraud Prevention and Recovery Unit, 
which designs the tool to best identify, coordinate and investigate whether services were provided as 
reported, and our Market Research department, which specializes in conducting surveys. Our process 
is outlined below: 
 


 DentaQuest’s Market Research department conducts quarterly member satisfaction surveys 
with a verification of service component. These surveys are conducted via telephone with a 
live surveyor. The recipient is asked to confirm date of service of a recent procedure, along 
with the nature of the procedure. 


 


 The Market Research department reports any adverse verification of service findings internally 
to the Fraud Prevention and Recovery Unit, and copies are provided to the appropriate client 
service representatives each quarter. Information in this report includes: 


o State name 
o Recipient name 
o Recipient ID number 
o Reported date of service 
o Procedure code 
o Provider name 
o Provider ID 
o Pertinent open-ended response from respondent 


 


 A Fraud Prevention and Recovery Unit investigator notifies the state Medicaid office that an 
internal investigation is underway relative to the adverse verification of service findings. This 
Unit then conducts the necessary utilization review of the reported records. Further, an 
additional nine randomly selected member records from the associated provider are reviewed 
to determine any potential troubling patterns of behavior.  


 


 Once DentaQuest’s Fraud Prevention and Recovery Unit investigator has completed the 
utilization review, final outcomes of the investigation are reported back to the state Medicaid 
office in quarterly reports. 
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DentaQuest will conduct a preliminary investigation on all reported incidents of suspected FWA and 
will report these to the DHCFP and Office of Inspector General if further investigation is shown to be 
warranted. 
 


3.15.12 HOTLINE FOR REPORTING SUSPECTED FWA OR IMPROPER PAYMENTS 
Any individual – DentaQuest employee, subcontractor, recipient, provider, or other person – with 
knowledge of suspected FWA may report the information to us. It is critical that we make individuals 
feel safe in reporting suspected instances of FWA. DentaQuest ensures protection of the individual’s 
anonymity. We prohibit retaliation against anyone who, in good faith, reports a suspected plan 
violation. 
 


With that in mind, DentaQuest maintains a toll-free Fraud Hotline that operates 24/7/365 to allow the 
public, recipients and providers to anonymously report allegations of fraud, waste, abuse, or improper 
payments. DentaQuest has a link to instructions on its public website on how to report this 
information through the Alertline, mail or fax.  
 
In compliance with RFP requirements, DentaQuest would prominently displayed information on 
reporting FWA and improper payments through our Hotline in a stand-alone frame placed on front 
page of our Nevada Medicaid website. 
 


3.15.13 VENDOR’S PROGRAM INTEGRITY UNIT 
DentaQuest maintains a distinct Program Integrity Unit – called our Fraud Prevention and Recovery 
Unit – whose responsibilities include the identification, review, recovery, and reporting of improper 
Medicaid and Nevada Checkup payments, including fraud, waste, and abuse (FWA) activities. This 
department functions under the DentaQuest Fraud Compliance Plan. DentaQuest’s Utilization Review 
activities are conducted to be in compliance with 42 CFR 455.13, 455.14, 455.21 and 455.23 and 
comply with all federal and state requirements regarding fraud and abuse. Proper management of the 
Utilization Review program ensures that clients, recipients, and/or taxpayers are protected from 
inappropriate use of the allocated financial resources. 
 
The goals of the Fraud Prevention and Recovery Program are:  


 


 Prevention of fraud, waste and abuse 


 Identification of outliers 


 Investigation of network providers and recipients 


 Recovery of misappropriated funds as permitted by contract  


 Assistance in the apprehension and prosecution of the perpetrators 


 Cooperation with clients and law enforcement agencies in the apprehension and prosecution 
of perpetrators. 


 Suspension of payments as directed by State when there is a credible allegation of fraud. 


 Termination of providers as necessary and following contractual requirements.  
 
The objective of the Fraud Prevention and Recovery Program is to assure that all services rendered are 
medically necessary, are the most cost effective treatment methodologies, services are rendered as 
billed and meet the professional standard of care. The Fraud Prevention and Recovery Department 
uses multiple methodologies in the detection of fraud and abuse 
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The Fraud Prevention and Recovery Program is led by Nick Messuri, Vice President for Fraud 
Prevention and Recovery. Nick reports weekly to the General Counsel and Senior Vice President and 
quarterly to the DentaQuest Board of Directors. He serves as a liaison to the DentaQuest Compliance 
Officer with respect to the activities of the Fraud Prevention and Recovery Unit, including 
communications about cases under investigation that may require the involvement of the Compliance 
Officer.  
 
Both Nick and Mary Jo Blank, DentaQuest’s Director of Fraud Prevention and Recovery, are members 
of DentaQuest’s Compliance Committee. They, as well as our Compliance Officer, will be available to 
communicate with the DHCFP Program Integrity and SUR staff by telephone, email, text message, or 
other communication methods during State business hours. An organizational chart of the Fraud 
Prevention and Recovery Unit in outlined in Figure 3.15.A. 
 


 
 
 
Figure 3.15.B highlights the required qualifications and experience for roles within the department. 
 
 
 
 
 
 


Figure 3.15.A Fraud Prevention and Recovery Unit 
organizational chart 
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Figure 3.15.B DentaQuest’s Fraud Prevention & Control Investigators have the right qualifications and experience to investigate FWA 


Position Required Qualifications and Experience 


Vice President Fraud Prevention 
and Recovery 


 20+ years of experience in health care fraud enforcement and 
investigations, with a strong preference for experience relevant to 
government health care programs and dental benefit programs 


Vice President Clinical 
Management 


 Possess 10 years of clinical dentistry experience and be a licensed 
dentist 


 Possess a minimum of 2-3 years past involvement in a managed care 
or insurance environment  


 Experience with peer review, NCQA is preferred 


Fraud Prevention and Recovery 
Director 


 Licensed Registered Dental Hygienist with 5 years or more of clinical 
dental practice.  


 5+ years of Healthcare (Dental) Fraud and Abuse Experience. 


Senior Investigator  7+ years of experience in the Investigation of FWA, Dental 
Investigative experience preferred. 


Clinical Investigator  Licensed Registered Dental Hygienist is preferred 


 3+ years clinical experience and/or related investigative business 
experience 


 Experience in Dental Utilization Management or Review preferred 


Senior Clinical Investigator  Licensed Registered Dental Hygienist preferred 


 7+ years of experience in clinical dentistry or related business 
experience 


 5+ years of applicable experience in Utilization Management and/or 
Utilization Review 


 (Dental) FWA experience, preferred 


 
In addition to the mandatory Program Integrity training all employees receive, the Fraud Prevention 
and Recovery Unit receives training specific to their area of responsibility. And all of Investigators 
receive additional health care fraud and abuse training as part of our membership in the National 
Health Care Anti-Fraud Association. 
 


3.15.14 FRAUD IDENTIFICATION AND REFERRAL 
 


Identification of Potential FWA 
In addition to tips and referrals, DentaQuest uses a three-part methodology to analyze utilization 
patterns to identify potential situations where FWA may be occurring. These cover detection of 
anomalies in both provider practice patterns and recipient service utilization patterns. 
 


1. Detecting utilization outliers. We use a statistically valid methodology to detect utilization 
outliers. These are based on four key procedure code, code sets, ratios, and payment patterns. 
We chose these patterns because statistical modeling, industry best practices, and our 
experience in network management show there is a common link between those patterns and 
fraud, waste, or abuse. 
 


2. Predicting fraud risk. We use a predictive model to apply machine-learning techniques to 
actual results to assign each provider a fraud risk score based on dynamically adapting 
criteria. 
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3. Discovering evolving behaviors. DentaQuest uses ongoing analyst-driven benchmarking and 
data mining to discover evolving behaviors and risk indicators. Outlier detection employs the 
Tukey method that is also used by the OIG and is superior to standard deviation rules. 
Behavioral classification of providers identifies outliers more accurately by defining provider 
peer groups not only by their stated specialty, but also by how they behave, based on the 
services billed. The scoring model is a continuing collaboration with data mining consultants 
who apply similar advanced modeling techniques to homeland security and postal fraud 
detection.  
 


Conducting a Preliminary Investigation 
DentaQuest’s Fraud Prevention and Recovery Unit will conduct a preliminary investigation upon 
detection of any potential FWA. In the preliminary investigation, we: 
 


 Determine whether we have received any previous reports of investigations or have conducted 
any previous investigations of potential FWA by the provider. We review all materials related 
to the previous investigation, the outcome of the investigation, and whether the new 
allegation is the same or related to a previous investigation. By doing this, we determine 
whether there is any connection between the prior investigation and the case under review, 
potentially indicating a pattern of behavior on the part of the provider. 


 Determine whether the provider has received any training from DentaQuest related to the 
potential misconduct. 


 Review the provider’s paid claims and denied claims for the previous two years (if available) to 
identify any indicators of suspicious behavior. 


 Determine whether the provider’s conduct is a violation of his or her DentaQuest provider 
contract and/or policies and regulations of the DHCFP. 


 
Our Fraud Prevention and Recovery Unit will send the provider a request for recipient’s records. The 
records we select for review will be based on those relevant to the identified issues as determined by 
data analysis and will be a representative sample of the utilization. The Fraud Prevention and 
Recovery Unit will conduct a comprehensive administrative and clinical review of the records to: 
 


 Determine whether the records are sufficient to evaluate the utilization and quality of the 
services for which claims have been submitted  


 Determine whether the records meet the Record Keeping Guidelines as defined by the 
American Dental Association and conform with risk management standards 


 Assure services were medically necessary 


 Assure services were rendered as billed 


 Assure services are accurately coded following the descriptors and nomenclature of the 
American Dental Association Current Dental Terminology 


 Assure that all services meet the accepted professional standard of care 
 
A provider who fails to comply with a request for records will be referred to the DentaQuest Peer 
Review Committee for review and recommendations. 
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During the preliminary investigation, we may discover that:  
 


 Services were not rendered as billed 


 Services were upcoded; that is, a lower level of service was provided than that billed 


 Documentation in the record did not meet the medical necessity criteria 


 Services did not meet the professionally recognized and accepted standards of care 


 The Provider violated the provisions of the Provider Contract 
 


Referral to the SUR Unit 
Based on the results of the preliminary investigation, we may determine that further investigation is 
warranted. If so, we will report the suspected incident of fraud or abuse to the SUR Unit of the DHCFP 
and the OMIG as soon as possible and within two business days. The following information will be 
provided: 


 Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI) 


 Nevada Medicaid provider type 


 Recipient’s name and Medicaid number 


 Date and source of the original complaint or tip 


 Description of alleged fraudulent activity, including: 
o Specific laws or Medicaid policies violated 
o Dates of fraudulent conduct 
o Approximate value of fraudulently obtained payments 


 Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and 
any actions they have taken 


 The findings from DentaQuest’s preliminary investigation and proposed actions 
 
At that point, DentaQuest agrees it will take no further action on the specific allegation until the SUR 
Unit responds. If the SUR Unit notifies DentaQuest that the fraud referral is declined, we will proceed 
with its own investigation to comply with the reporting requirements contained in this contract.  
 
If the SUR Unit notifies DentaQuest that the fraud referral is accepted, DentaQuest will cooperate fully 
with additional further actions. DentaQuest will provide the MFCU access to conduct private 
interviews of DBA personnel, subcontractors and their personnel, witnesses and recipients. DBA 
personnel, subcontractors and their personnel must cooperate fully in making DBA personnel, 
subcontractors and their personnel available in person for interviews, consultation, grand jury 
proceedings, pre-trial conference, and hearings, at our own expense. 
 


Example of Cooperating with State and Federal Agencies 
DentaQuest worked in close cooperation with the Maryland Department of Health and Mental 
Hygiene and the Maryland Office of Attorney General in a highly publicized case, where we identified 
a provider as an outlier for use of the gross debridement code on members under 16. We initially sent 
a request for records to the provider and subsequently received a phone call from a retired Maryland 
provider who indicated he had sold the practice. The retired provider had received a phone call from 
the new owner asking about the audit request. The new owner was concerned that the office was 
subject to a fraud review process.  
 
After a review of records, we identified a pattern of billing for services not rendered. Additionally, we 
found that the new provider was billing for a higher level of service than was actually rendered. 
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Ultimately, the office pleaded guilty to one count of Medicaid fraud for billing the Medicaid program 
$156,918 for services that were never rendered.  
 


3.15.15 PAYMENT SUSPENSION 
It is DentaQuest’s policy that upon receiving notification from the Office of the Medicaid Inspector 
General, the Attorney General, Medicaid Program Integrity or the Medicaid Fraud Control Unit or 
similar authority, DentaQuest will suspend payments based on Credible Allegations of Fraud in 
compliance with Section 6402(h) of the Affordable Care Act.  


 


3.15.16 COMPLIANCE REVIEWS 
DentaQuest meets this requirement, as the sole purpose of our Fraud Prevention and Recovery Unit 
(Program Integrity Unit) specifically addresses the identification, review, recovery, prevention, and 
reporting of improper payments, including fraud, waste, and abuse. 
 


3.15.17 IDENTIFICATION  
DentaQuest investigates all tips of potential FWA allegations and agrees to review tips from the 
following sources: 


 Fraud hotline or website  


 Referrals from the DHCFP 


 Referrals from the vendor's own organization including utilizations of data systems to identify 
issues such as provider profiling or data analysis 


 Verification of Service surveys 
 


All tips, complaints and referrals which allege recipient misconduct will be referred to the Division of 
Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP will be copied 
on the referral. Additionally, we will track all tips, complaints and referrals and report them to the 
DHCFP monthly regardless of the outcome. 
 


3.15.18 REVIEW 
DentaQuest Fraud Prevention and Recovery Unit conducts a review of any identified issues by 
collecting and analyzing available relevant information, including, but not limited to: 


 Encounter data 


 Provider credentialing and enrollment records 


 Provider self-audits 


 Provider treatment records 


 Prior authorization records 


 Recipient verification of surveys 
 
Additionally, the unit will also analyze relevant information from the: 


 Nevada Medicaid Services Manual (MSM) 


 Nevada Medicaid Billing Guidelines 
 
Reviewing this information will permit us to identify which, if any, encounters were improperly paid. 
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3.15.19 RECOVERY AND EDUCATION 
In the event DentaQuest identifies improperly paid encounters, we will send a notice to the provider 
that identifies the following information: 


 The amount of the overpayment 


 A detailed listing of the encounters affected 


 Education and citations supporting the findings 


 Options for repayment 


 Any internal appeal rights afforded by DentaQuest 


 The provider's right to an Administrative Fair Hearing through the DHCFP after internal 
appeals with DentaQuest are exhausted 


 
Future payments to the provider are offset until the repayment has been resolved after the 45th 
calendar day following the submission of the recoupment or reimbursement request to the provider or 
after the provider’s rights to appeal have been exhausted. DentaQuest provides an explanation of 
benefits to the provider in sufficient detail so he or she can reconcile each recovered person’s bill.  
  
If future payments are not available, the provider is notified in writing the amount of the 
overpayment, why it was not correct and the time frame for payment return, e.g., 30 days.  
 
DentaQuest will adjust or void all affected encounters within 60 calendar days following the 
identifications of the overpayments, regardless of whether DentaQuest has recovered the 
overpayment.  
  


3.15.20 MONETARY RECOVERIES BY STATE OR FEDERAL ENTITIES 
DentaQuest understands that if any government entity including the Attorney General’s Office, either 
from restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a criminal 
prosecution or guilty plea, or through a civil settlement or judgment, or any other form of civil action, 
receives a monetary recovery from any entity, the entirety of such monetary recovery belongs 
exclusively to the State of Nevada and DentaQuest would have no claim to any portion of this 
recovery. 
 
DentaQuest understands we are fully subrogated, and we require our subcontractors to agree to 
subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries 
undertaken by any government entity, including, but not limited to, all claims the vendor or 
subcontractors has or may have against any entity that directly or indirectly receives funds under this 
Contract including, but not limited to, any health care provider, manufacturer, wholesale or retail 
supplier, sales representative, laboratory, or other provider in the design, manufacture, marketing, 
pricing, or quality of drugs, pharmaceuticals, medical supplies, medical devices, durable medical 
equipment, or other health care related products or services. 
 
We acknowledge that any funds recovered and retained by a government entity will be reported to 
the actuary to consider in the rate-setting process. 
 
When we identify any specific payments as improper, we adjust or void those encounters as 
appropriate. 
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We acknowledge that for this section only, “subrogation” means the right of any State of Nevada 
government entity or local law enforcement to stand in the place of a vendor or client in the collection 
against a third party. 


 
3.15.21 REPORTING REQUIREMENTS 
DentaQuest has reviewed the Reporting Requirements associated with this section of the RFP and 
agrees to provide all information to the DHCFP in accordance to the format in the forms and reporting 
guide. 
 


Per Occurrence Reporting 
DentaQuest agrees to report certain information to the DHCFP on a per occurrence basis. This 
includes, but is not limited to: 


 Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, 
waste, abuse or billing errors 


 Every Credible Allegation of Fraud (CAF) 


 Every employee of DentaQuest who is employed by, has ownership interest in, or contracts 
with, any provider enrolled with Nevada Medicaid 


 Every provider that is de-credentialed or denied credentialing for whatever reason 
 


Monthly Reporting 
DentaQuest will report the following information to the DHCFP on a monthly basis: 


 All active reviews and their status 


 All completed reviews with a detailed reason, and the amount of each overpayment recovered 
from the vendor’s fraud and abuse investigation or audits. Each review must be reported even 
if the determination was that there was no overpayment. 


 
We agree to provide encounter data to the MFCU at no cost.  


 
3.15.22 PROVIDER COMPLIANCE REVIEWS BY THE DHCFP 
DentaQuest understands that the DHCFP reserves the right to conduct provider compliance reviews 
and we will cooperate with such initiatives.  
 


3.15.23 PROVIDER PREVENTABLE CONDITIONS (PPC) 
In accordance with Nevada Medicaid’s implementation of Section 2702 of the Patient Protection and 
Affordable Care Act, which prohibits payment for conditions caused by providers, DentaQuest agrees 
to identify and report and require all providers and subcontractors to identify and report to the SUR 
Unit in DHCFP, provider preventable conditions that are associated with claims for Medicaid payment 
of with courses of treatment furnished to Medicaid patients for which Medicaid payment would 
otherwise be available. 
 


3.15.24 VENDOR DISCLOSURES: INFORMATION ON OWNERSHIP AND CONTROL 
Please see DentaQuest USA Insurance Company Inc.’s response to this section in the chart below. 
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RFP Requirement Vendor Response 
 


3.15.24.2.A.1 Any person or business entity with 
an ownership or control interest in the vendor 
that: 
 
3.15.24.2.A.1.a Has direct, indirect, or combined 
direct/indirect ownership interest of five percent 
(5%) or more of the vendor’s equity.  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


DentaQuest USA Insurance Company, Inc. is a 
Texas insurance company that is 100 percent 
owned by a series of entities as follows: 
 


Dental Service of Massachusetts, Inc. 
(ultimate parent company) 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
Tax ID: 04-6143185 
 
DentaQuest Group, Inc. 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
Tax ID: 20-4056199 
 
DentaQuest Management, Inc. 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
Tax ID: 52-1908785 
 
DQ Massachusetts Business Trust 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
Tax ID: 20-4056067 
 
DentaQuest, LLC (sole member) 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
Tax ID: 20-0390099 


3.15.24.2.A.1.b Owns five percent (5%) or more of 
any mortgage, deed of trust, note, or other 
obligation secured by the vendor if that interest 
equals at least five percent (5%) of the value of 
the vendor’s assets.  


None 
 


3.15.24.2.A.1.c Is an officer or director of a vendor 
organized as a corporation.  


 


DentaQuest USA Insurance Company, Inc.’s 
Directors and Officers are listed below: 
 


 Steven Pollock, Director and President, 
DentaQuest USA Insurance Company, Inc. 


 


 James Collins, Director and Treasurer, 
DentaQuest USA Insurance Company, Inc. 


 


 James Hawkins, Director and Secretary, 
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DentaQuest USA Insurance Company, Inc. 
 


 Brett Bostrack, Director, DentaQuest USA 
Insurance Company, Inc. 


 


 David Abelman, Director, DentaQuest 
USA Insurance Company, Inc. 


 


 Gregory Winn, Assistant Treasurer, 
DentaQuest USA Insurance Company, Inc. 


 


3.15.24.2.A.1.d Is a partner in a vendor organized 
as a partnership.  


None 


3.15.24.2.A.2 The name and address of any 
person (individual or business entity) with an 
ownership or control interest in the vendor. The 
address for business entities must include as 
applicable primary business address, every 
business location, and P.O. Box address. See 
below. 


Dental Service of Massachusetts, Inc. 
(ultimate parent company) 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
 
DentaQuest Group, Inc. 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
 
DentaQuest Management, Inc. 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
 
DQ Massachusetts Business Trust 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 
 
DentaQuest, LLC (sole member) 
Primary Business Address: 465 Medford 
Street, Boston, MA 02129 


 
Steven Pollock, Director and President, 
DentaQuest USA Insurance Company, Inc. 
 
 
 
James Collins, Director and Treasurer, 
DentaQuest USA Insurance Company, Inc. 
 
 
 
James Hawkins, Director and Secretary, 
DentaQuest USA Insurance Company, Inc. 
 


CONFIDENTIAL 
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Brett Bostrack, Director, DentaQuest USA 
Insurance Company, Inc. 
 
 
 
David Abelman, Director, DentaQuest 
USA Insurance Company, Inc. 
 
 
 
Gregory Winn, Assistant Treasurer, 
DentaQuest USA Insurance Company, Inc. 
 
 
 


3.15.24.2.A.3 Date of birth and Social Security 
Number (in the case of an individual).  
 


Steven Pollock, Director and President, 
DentaQuest USA Insurance Company, Inc. 
 
 
 
James Collins, Director and Treasurer, DentaQuest 
USA Insurance Company, Inc. 
 
 
 
James Hawkins, Director and Secretary, 
DentaQuest USA Insurance Company, Inc. 
 
 
 
Brett Bostrack, Director, DentaQuest USA 
Insurance Company, Inc. 
 
 
 
David Abelman, Director, DentaQuest USA 
Insurance Company, Inc. 
 
 
 
Gregory Winn, Assistant Treasurer, DentaQuest 
USA Insurance Company, Inc. 
 
 


3.15.24.2.A.4 Other tax identification number (in 
the case of a business entity) with an ownership 
or control interest in the vendor or in any 
subcontractor in which the vendor has a 5 percent 


Dental Service of Massachusetts, Inc. (ultimate 
parent company) 
Tax ID: 04-6143185 


 


Confidential 
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(5%) or more interest. DentaQuest Group, Inc. 
Tax ID: 20-4056199 


 
DentaQuest Management, Inc. 
Tax ID: 52-1908785 


 
DQ Massachusetts Business Trust 
Tax ID: 20-4056067 


 
DentaQuest, LLC (sole member) 
Tax ID: 20-0390099 
 


3.15.24.2.A.5 If your firm is not a Qualified Health 
Maintenance Organization, provide the 
disclosures described at 42 U.S.C. 1396b(m)(4)(A).  


Pursuant to an intercompany Management 
Services Agreement, DentaQuest, LLC, which is 
the direct parent company of DentaQuest USA 
Insurance Company, Inc., provides all 
management and administrative services in 
support of contracts held by DentaQuest USA 
Insurance Company, Inc.  


3.15.24.3 Whether the person (individual or 
business entity) with an ownership or control 
interest in the vendor is related to another person 
with ownership or control interest in the vendor 
as a spouse, parent, child, or sibling; or whether 
the person (individual or business entity) with an 
ownership or control interest in any 
subcontractor in which the vendor has a 5 percent 
(5%) or more interest is related to another person 
with ownership or control interest in the vendor 
as a spouse, parent, child, or sibling. 


None 


3.15.24.4 The name of any other Medicaid 
provider or fiscal agent in which the person or 
corporation has an ownership or control interest. 
 


DentaQuest USA Insurance Company, Inc. does 
not have an ownership or control interest in any 
other Medicaid provider or fiscal agent. 
 


3.15.24.5 The name, address, date of birth, and 
Social Security Number of any managing 
employee of the vendor. 
 


DentaQuest USA Insurance Company, Inc.’s 
Managing Employees are listed below: 
 
Steven Pollock 
 
 
 
 
James Collins 
 
 
 
 
 


Confidential  







DentaQuest USA Insurance Company, Inc. 
Section 3: Technical Proposal 
Response to RFP 3290 for Dental Benefits Administrator 


   199 | P a g e  


 


James Hawkins 
 


 


 


3.15.24.6 Vendor requirements for collecting and 
validating information related to ownership and 
business transactions from providers or 
subcontractors. 
 
A. The vendor must enter into an agreement with 
each provider under which the provider agrees to 
furnish upon request, information related to 
ownership and business transactions.  
 1. The vendor must require the provider 
 or subcontractors to submit full and 
 complete information about: 
  a. The ownership of any  
  subcontractor with whom the  
  provider has had business  
  transactions totaling more than 
  $25,000 during the 12-month  
  period ending on the date of the 
  request; and  
  b. Any significant business  
  transactions between the  
  provider and any wholly owned 
  supplier, or between the provider 
  and any subcontractor, during the 
  5-year period ending on the date 
  of the request.  


Vendor has read, understood, and agrees to 
comply with the disclosure requirements set forth 
in 42 C.F.R 455.105. DentaQuest routinely collects 
information from its contracted providers relating 
to ownership and control. 
 


3.15.24.7 Vendor’s requirements for collecting 
and validating information related to providers/ 
subcontractors convicted of crimes. (42 CFR 
455.106) 
 


Vendor has read, understood, and agrees to 
comply with the disclosure requirements set forth 
in 42 C.F.R 455.106. DentaQuest reviews and 
routinely monitors its contracted providers for 
any disqualifying activity, including criminal 
convictions described in 42 CFR 455.106.  
 


3.15.24.8 Before the vendor enters into or renews 
a provider agreement, or at any time upon 
written request by the vendor, the provider must 
disclose to the vendor the identity of any person 
who:  
 A. Has ownership or control interest in 
 the provider, or is an agent or managing 
 employee of the provider/subcontractors; 
 and  
 B. Has been convicted of a criminal 
 offense related to that person's 


Vendor has read, understood, and agrees to 
comply with the disclosure requirements set forth 
in 42 C.F.R 455.106. DentaQuest requires such 
disclosures from its contracted providers as part 
of its credentialing and recredentialing processes. 
 


Confidential  
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 involvement in  any program under 
 Medicare, Medicaid, or the Title XX 
 services program since the inception of 
 those programs. 


 
 


3.15.25 DENIAL OR TERMINATION OF PROVIDER PARTICIPATION  
DentaQuest understands that it may refuse to enter into or renew an agreement with a provider if any 
person who has an ownership or control interest in the provider, or who is an agent or managing 
employee of the provider, has been convicted of a criminal offense related to that person's 
involvement in any program established under Medicare, Medicaid or the Title XX Services Program.  
 
We also reserve the right to refuse to enter into or may terminate a provider agreement if it 
determines that the provider did not fully and accurately make any disclosure required.  
 
We will promptly notify the DHCFP Provider Enrollment Unit of any action we take on the provider's 
application for participation in the program.  
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3.16 REPORTING 
The vendor must meet all reporting requirements and timeframes as required in Attachment T, Forms and Reporting Guide, 
and this RFP unless otherwise agreed to in writing by both parties. Failure to meet all reporting requirements and timeframes 
as required by this RFP and all attachments thereto may be considered to be in default or breach of the contract. 


 
Unless it is clearly labeled as “confidential” or “trade secret,” information or documents received from the vendor may be open 
to public disclosure and copying. The State will have the duty to disclose, unless a particular record is made confidential by law 
or a common law balancing of interests. This includes compensation arrangements, profit levels, audits and findings, and 
pertinent litigation data. 


 
Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that the vendor agrees to 
indemnify and defend the State for honoring such a designation. The failure to label any document that is released by the State 
shall constitute a complete waiver of any and all claims for damages caused by any release of the records. If a public records 
request for a labeled document is received by the State, the State will notify the vendor of the request and delay access to the 
material until seven (7) business days after notification to the vendor. Within that time delay, it will be the duty of vendor to act 
in protection of its labeled record. Failure to act shall constitute a complete waiver. 
 


3.16.1 Encounter Reporting 
3.16.2 Summary Utilization Reporting 
3.16.3 Dispute Resolution Reporting 
3.16.4 Quality Assurance Reporting 
3.16.5 Recipient Satisfaction Reporting 
3.16.6 Financial Reporting 
3.16.7 Sales and Transaction Reporting 


 3.16.8 Other Reporting 
 


DentaQuest understands it will be responsible meeting all reporting requirements and timeframes as 
required in Attachment T, Forms and Reporting Guide. DentaQuest uses a variety of tools to achieve 
high-quality reporting solutions through multiple venues including Microsoft Reporting Services, geo-
mapping reports, Cognos ReportNet, and SAS Analytics. The reporting architecture underlying our 
enterprise system ensures that end users can access the information they need in a timely manner.  
 
Our report developers support the reporting lifecycle, including standard report development, 
deployment, testing and administration. Our enterprise and reporting systems are built on MS SQL 
Server 2008 databases and operate in conjunction with the Microsoft Visual Studio.Net Framework.  
 
Over the years, we’ve learned the best approach to meet our clients’ unique reporting needs is to take 
a personalized approach to the design, verification, and delivery of reports. In our experience, we’ve 
found the needs of our state agency clients such as the DHCFP require an expert level of business 
intelligence. Our approach ensures data integrity and quality, and above all, that the information is 
interpreted and presented in a meaningful way. As part of our role as a DBA, we want to make it as 
easy as possible for the DHCFP to understand its program data.  
 


3.16.1 ENCOUNTER REPORTING 
DentaQuest agrees to provide encounter data in accordance with the requirements in the contract, to 
include any revisions or additions which contain information regarding encounter data, including 
DHCFP’s media and file format requirements, liquidated damages and submittal timeframes. We will 
provide encounter data via the HIPAA standard X12N 837 file format. DentaQuest will ensure a 
minimum of 95 percent of the data must successfully pass all encounter edits within the first six 
months of submission, with 97 percent passing all edits thereafter. We also agree to assist DHCFP in 
its validation of encounter data. 
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3.16.2 SUMMARY UTILIZATION REPORT 
DentaQuest agrees to produce reports using quality measures identified in the DHCFP Quality 
Assessment and Performance Improvement Strategy (QAPIS) and will submit these reports in addition 
to other reports required by this contract in a timely manner. 
 


3.16.3 DISPUTE RESOLUTION REPORTING 
DentaQuest will submit the Dispute Resolution Report using the DBA Provider Dispute Resolution Form 
10 business days following month-end and quarter-end. This report will include the number of 
provider grievances and appeals received, whether verbal or written. The reported information will 
include provider dispute issues pertaining but not limited to: policy and procedures issues, denied 
claims and any claim issues with regard to processing time. The reported information will indicate the 
time frame for resolution completion.  
 


3.16.4 QUALITY ASSURANCE REPORTING 
DentaQuest will develop Performance Improvement Projects (PIPs) pursuant to guidelines established 
jointly by DentaQuest, the DHCFP, and the External Quality Review Organization (EQRO), as well as 
those identified in this RFP. We will provide outcome-based clinical reports and Management Reports 
as may be requested by the DHCFP or its EQRO. We understand that should we fail to provide such 
reports in a timely manner, the DHCFP will require DentaQuest to submit a POC to address contractual 
requirements regarding timely reporting submissions, areas of concern, or areas of noncompliance 
noted by the DHCFP or its EQRO. 
 


3.16.5 RECIPIENT SATISFACTION REPORTING 
DentaQuest routinely conducts annual recipient satisfaction surveys on behalf of its state agency 
clients and understands it is required to do so for the Nevada dental program. Administration of the 
survey is based on a statistically valid random sample of currently enrolled recipients. The data is 
validated, statistically analyzed and compared to national and state benchmarks. This approach 
provides the information necessary to target improvement efforts. We will provide the results prior to 
the third quarter of each contract year. We understand and can accommodate a specific sample, 
and/or survey tool as per the direction of the DHCFP.  
 


3.16.6 FINANCIAL REPORTING 
DentaQuest agrees to meet the financial reporting requirements set forth in the Forms and Reporting 
Guide, including any revisions or additions to the document.  
 


3.16.7 SALES AND TRANSACTION REPORTING 
DentaQuest agrees to report transactions between the vendor and parties in interest that are 
provided to the State or other agencies available to recipients upon reasonable request. 
 


3.16.8 OTHER REPORTING 
DentaQuest understands and agrees it will be required to comply with additional reporting 
requirements upon the request of the DHCFP. Additional reporting requirements may be imposed on 
the vendor if DHCFP identifies any area of concern with regard to a particular aspect of the vendor’s 
performance under this contract. Such reporting would provide the DHCFP with the information 
necessary to better assess the vendor’s performance. 
  







DentaQuest USA Insurance Company, Inc. 
Section 3: Technical Proposal 
Response to RFP 3290 for Dental Benefits Administrator 


   203 | P a g e  


 


3.17 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 
3.17.1 Data Requirements 
3.17.2 Interfaces 
3.17.3 Encounter Data Report Files 
3.17.4 HIPAA Transaction Requirements 


 3.17.5 NPI Transaction Requirements 
 3.17.6 ICD and EDI Compliance 


 


3.17.1 DATA REQUIREMENTS 
DentaQuest agrees to provide compatible data in a DHCFP prescribed format for the following 
functions: 


 Enrollment 


 Eligibility 


 Provider Network Data 


 PDP Assignment 


 Claims Payment 


 Encounter Data 


 


3.17.2 INTERFACES 
As the largest Medicaid dental administrators in the country, we maintain direct and current data 
transmissions to eight different state Medicaid Management Information Systems (MMIS). We 
routinely prepare encounter data that is compliant with 13 other state systems on behalf health plans 
that are contracted with states to deliver Medicaid services. Because DentaQuest works with 
numerous states to directly manage their dental programs and works as a subcontractor to many 
health plans, we have extensive experience with fiscal intermediaries and state MMIS.  
 
Given DentaQuest’s deep experience in the administration of state Medicaid programs, we have the 
flexibility, expertise, and technical ability to accommodate a variety of submission timelines and 
processes. We will connect with the DHCFP MMIS using secure communication transport protocols. For 
example, depending on the DHCFP’s needs, we can use VPN to transfer HIPAA‐compliant files to a 
Secure File Transfer Protocol (SFTP) site or can set up dedicated connections with the DHCFP or its 
MMIS contractor to facilitate the secure transfer of files. We customize our connection with each client 
and can support numerous technologies for secure encrypted batch data interchange, such as Connect 
Direct, Secure FTP, or FTP with PGP file encryption. We use American Recovery and Reinvestment Act 
(ARRA) HI‐TECH‐compliant encryption algorithms for data exchange. 


 
3.17.3 ENCOUNTER DATA REPORT FILES 
Ensuring accurate encounter data report files are established will be a joint effort between 
DentaQuest and the DHCFP. During Readiness Review, we would anticipate receiving prescribed data 
fields that the DHCFP expects us to include on the file. In turn, DentaQuest will provide its companion 
guide and details of any applicable edits and description of the edits.  
 
DentaQuest will ensure accurate exchange of the HIPAA compliant encounter data, in several ways: 
 


 Conducting internal test cycles during Readiness Review, and correcting any configuration or 
software errors 


 Completing Readiness Review testing with the DHCFP during implementation, and correcting 
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errors. We will conduct a mutually agreed-upon testing procedure to ensure the encounter 
data submission process passes all reviews and testing and is certified for production. By 
conducting this joint testing, we will confirm that the testing has achieved the minimum 
accuracy standard 


 Correcting errors discovered during operational submission of encounter data and 
resubmitting corrected files. We will also conduct root cause analysis of the failures to 
determine whether another system or process component could be corrected or improved. 


 
DentaQuest understands the importance of ensuring encounter data is accurate to ensure states can 
maintain federal matching funds. To that end, we will ensure encounters will: 
 


 Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. We 
understand the DHCFP will not entertain any requests for other compliance checkers to be 
used for the convenience of DentaQuest, nor does DentaQuest expect this type of 
accommodation. 


 Successfully pass encounter edits with a minimum of 95 percent of the data successfully 
passing all encounter edits within the first six months of submission, with 97 percent or as 
required by federal regulation, whichever is more stringent, passing all thereafter.  


 Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete 
encounter data may create a false claim under the FCA and other laws.  


 


3.17.4 HIPAA TRANSACTION REQUIREMENTS 
DentaQuest hereby affirms the use of HIPAA-compliant files and transaction standards. We have the 
capability to process all of the following EDI HIPAA-compliant file types: 
 


 Premium Payment (820 transaction) 
DentaQuest uses the 820 transaction as a remittance file describing the recipients' premiums paid 
for the reporting period. The transaction set can be used to make a payment, send a remittance 
advice, or both. This transaction set can be an order to a financial institution to make a payment 
to a payee and/or it can be a remittance advice identifying the detail needed to perform a cash 
application to the payee's accounts receivable system.  
 


 Enrollment (834 transaction) 
DentaQuest works with our clients’ eligibility and enrollment data via the HIPAA 834 v5010 
standard transaction which includes the exchange of member enrollment information, benefits, 
plan subscriptions, and employee demographic information. During the implementation process, 
we will provide a DentaQuest EDI 834 Companion Guide and the EDI 834 Benefit Enrollment and 
Maintenance TR3 Guide. 
 


 Eligibility Verification (270/271 transactions) 
DentaQuest can verify eligibility by submitting a standard HIPAA 270 request transaction. 
Eligibility data elements are immediately validated, and eligibility information returned to the 
submitter, allowing DentaQuest to quickly determine the eligibility status of the recipient. In the 
case of real-time transactions, we get an immediate response to the inquiry. By using EDI 
transactions to check eligibility, the 271 eligibility information for multiple recipients can be 
checked at once, versus other methods that only allow checking one patient at a time. Claims are 
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processed with the most up-to-date eligibility information. 
 


 Prior Authorization Requests (278 transactions) 
In the past, DentaQuest has offered a flat file, tab-delimited format for transmitting prior 
authorizations. We can develop the formalized HIPAA process and also offer the standard 278 
format.  
 


 Claims (837 inbound transaction) 
Providers, clearinghouses, and trading partners can submit 837D inbound claims through the 
DentaQuest Trading Partner Portal in the standard 837D v5010 HIPAA format. A file mover 
process checks the directories for new files every 15 minutes and moves the files to the 
DentaQuest staging area. The files are processed for accuracy and completeness, and then loaded 
into Windward. 
 


 Claims (837 outbound transaction) 
DentaQuest can also prepare 837D HIPAA compliant files on behalf of a client. The standard 
transaction includes information such as a description of the patient, the patient condition for 
which treatment was provided, the services provided, and the cost of the treatment. We also 
provide a v5010 Companion Guide describing how our files are formatted and prepared. 
 


 Claims Status Request and Response (276/277 transactions) 
DentaQuest provides the 276/277 claims status request/response transaction in the standard 
HIPAA 5010 format. The 276 request can be submitted by a provider, and typically includes 
information such as the provider and patient identification, subscriber information, date(s) of 
service(s), and charges.  
 


 Remittance Advice (835 transaction) 
DentaQuest provides the 835 HIPAA file to make payments to providers and/or to provide 
Explanations of Benefits (EOBs). The 835 file provides details about the payment of a claim 
including information such as what charges were paid, reduced, or denied, any bundling or 
splitting of claims or line items, and how the payment was made, such as through a clearinghouse. 
 


3.17.5 NPI TRANSACTION REQUIREMENTS 
DentaQuest USA Insurance Company, Inc.’s NPI including taxonomy codes are as follows: 


 NPI 1831431709 (NPI Type 2 – Organization) 


 Selected Taxonomy 
o 193400000X SINGLE SPECIALTY GROUP  
o 122300000X – Dentist 


 
DentaQuest ensures its providers comply with NPI requirements and requires each provider to provide 
their NPI at the time of initial enrollment. Additionally, DentaQuest’s Windward system meets all of 
the Federal and DHCFP reporting requirements. Our provider file includes the following data elements 
to ensure accurate provider payment: 


 National Provider Identifier 


 Taxpayer Identification Number 


 Provider contract effective date 
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We are responsible for providing provider files to a number of our state agency clients, so the DHCFP 
can be assured that we will meet all stated reporting requirements including the appropriate NPI on 
encounter data.  
 
Through our credentialing, re-credentialing and ongoing monitoring process we cross reference 
provider identification numbers with the following data bases: Individual NPI and Group NPI through 
(NPPES), Tax ID number match to the IRS system, United States Department of Health and Human 
Services - Office of Inspector General's (HHS-OIG) List of Excluded Individuals and Entities (LEIE), 
General Service Administration (GSA) System for Award Management (SAM), Certification in 
Medicare/Medicaid programs through Centers for Medicare and Medicaid (CMS) Medicare Exclusion 
Databank (MED), State Board of Examiners, National Practitioner Data Bank (NPDB), Health Integrity 
and Protection Databank (HIPDB), and all 33 state Medicaid exclusion lists.  
 
DentaQuest uses this process to ensure our provider networks accurately reflect the providers’ 
eligibility and compliance with state and federal regulations. This process also ensures we maintain 
high standards of quality of care by preventing fraud waste and abuse within federal and state health 
care programs.  
 


3.17.6 ICD AND EDI COMPLIANCE 
DentaQuest and its MIS are in full compliance with ICD and EDI requirements defined by CMS 
regulation and policy.   
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3.18 DHCFP RESPONSIBILITIES  
DHCFP will be responsible for the following: 
 3.18.1 External Quality Review 
 3.18.2 Due Process 
 3.18.3 DHCFP On-Site Audits 
 3.18.4 Actuarial Services 
 3.18.5 Encounter Data Processing 
 3.18.6 Website Access 
 3.18.7 Operation Oversight 


 


3.18.1 EXTERNAL QUALITY REVIEW 
DentaQuest agrees and understands that the DHCFP will contract, to the extent required by federal 
law, with an External Quality Review Organization (EQRO) to conduct independent, external reviews 
of the quality of services, outcomes, timeliness of, and access to the services provided by the vendor 
covered under the RFP. These reviews will be conducted at least annually.  
 
Other states, including Texas and Tennessee have employed EQROs such as Health Services Advisory 
Group (HSAG) and Q-Source to conduct audits on a number of aspects of DentaQuest’s services 
provided to Medicaid program recipients. As we do with these organizations, DentaQuest agrees to 
fully cooperate with any such requests from the DHCFP.  
 


3.18.2 DUE PROCESS 
DentaQuest agrees and understands that the DWSS is responsible for all appeals pertaining to 
eligibility for Medicaid and Nevada Check Up. The DHCFP is responsible for the appeals process for 
disenrollment from managed care programs and for providing a State Fair Hearing to all recipients 
who request such a hearing for all actions taken on medical assistance program benefits. 
 
DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings and 
provide the fair hearings officer. Upon receipt of the fair hearing request, DHCFP will forward a copy 
to the vendor.  
 
DentaQuest will provide all necessary information to the DHCFP to properly hear all State Fair Hearing 
cases. We will additionally ensure a Dental Director is available to participate and represent 
DentaQuest from a clinical perspective as requested.  
  


3.18.3 DHCFP ON-SITE AUDITS 
DentaQuest agrees and understands the DHCFP may schedule on-site audits at our primary place of 
business. The purpose of these audits is to confirm contract compliance and to more effectively 
manage DHCFP contract monitoring and oversight responsibilities of the vendor. These audits will be 
scheduled in advance and will focus on contract sections prior identified by the DHCFP. We further 
understand that we would be informed of the scheduling, focus of the audit and the expectations 
regarding our participation no less than 30 days in advance of the on-site visit and have all prior 
requested data and information available at the time the audit begins. 
 
DentaQuest hosted 18 client on-site audits last year and would welcome the opportunity to have the 
DHCFP visit any one of our locations.  
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3.18.4 ACTUARIAL SERVICES 
DentaQuest agrees and understands that the DHCFP will provide or contract to the extent required by 
federal and state law with an actuarial contractor to establish rates using a methodology that is 
certified as actuarially sound and in compliance with state and federal law. Rate reviews will be 
conducted at least annually. 
 


3.18.5 ENCOUNTER DATA PROCESSING 
DentaQuest agrees and understands that DHCFP will contract with an encounter data processing 
agent to accept, edit, process, and review encounter data submitted by contracted vendors. It is 
DHCFP’s sole responsibility to determine the format in which DentaQuest must submit the encounter 
data. In addition, the vendor encounter data, when requested, must be submitted to the DHCFP’s 
actuary. 
 
In turn, DentaQuest understands its responsibility to provide accurate, complete and timely encounter 
data on all dental encounters.  
 


3.18.6 WEBSITE ACCESS 
DentaQuest agrees and understands that it may have a link included on the DHCFP official website.  
 


3.18.7 OPERATION OVERSIGHT 
DentaQuest agrees and understands that the DHCFP has procedures for monitoring the vendor’s 
operations related to recipient enrollment and disenrollment; processing grievance and appeals; 
violations subject to intermediate sanctions; violations of the conditions for receiving federal financial 
participation; and all other provisions of the contract. 
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3.19 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES 
The vendor shall develop policies and procedures that ensure cost containment and avoidance initiatives that positively impact 
health outcomes and result in cost savings to the State. Cost containment and avoidance initiatives must be provided to the 
DHCFP for review and approval prior to implementation.  


 
The vendor will also demonstrate its ability to operate an effective claims processing system that minimizes payment errors 
and, through the effective use of system edits and audits, prevents loss of public funds to fraud, abuse, and/or waste. 
 


 
DentaQuest has a proven track record of assisting state agencies such as the DHCFP can implement 
cost containment and avoidance initiatives that positively impact health outcomes and result in cost 
savings to the State. The following two case studies showcase real, tangible cost savings other states 
experienced as a result of DentaQuest’s appropriate cost containment efforts: 


 
Case study - South Carolina 
DentaQuest has managed the South Carolina Medicaid dental program since August 2010. 
Prior to DentaQuest, the dental program operated on a fee-for-service basis with no formal 
utilization review or management programs and an antiquated claims processing system that 


had few dental-specific edits. DentaQuest collaborated with the State to establish a viable dental 
program, while meeting its primary goal – reducing program costs without impacting the state’s 
already high recipient utilization rates. 
 
In its first year as program administrator, DentaQuest saved the state of South Carolina almost $10 
million, representing 10 percent of the state’s annual Medicaid dental expenditures. The basis for our 
savings included  


 Presence of more than 400 Medicaid dental-specific system edits that assured the provision of 
only necessary dental services covered under the contract 


 Utilization management methods that resulted in consistent decision-making in approving or 
denying services  


 Network management methods that monitor the provision of services by our provider panel 
 
While these changes were at first challenging for the existing Medicaid providers, DentaQuest 
successfully mitigated their concerns. We offered proactive training and held regularly scheduled 
stakeholder meeting to educate providers on the goals program. In addition, we communicated via 
weekly bulletins to keep providers informed of program updates and the impacts it had on them. In 
some instances we offered one on one personalized customer service training focusing on clinical 
expertise.  
 
Additionally, since 2009, we’ve increased provider participation by nearly 15 percent. Recipient 
utilization rates have also increased from 46.75 percent in 2009 to 50.68 percent in 2014.  
 


Case Study – Texas  
In 2011, the Texas Health and Human Services Commission chose move its Medicaid dental 
programs from a fee-for-service model into Dental Managed Care. DentaQuest was one of 
three administrators selected to oversee the program. A year into the program, Delta 


Dental mutually ended its relationship with the state, leaving DentaQuest and MCNA as the program’s 
administrators.  
DentaQuest stepped up to help lead an orthodontia cost-reduction strategy in 2011. Concern about 
excessive spending on Medicaid orthodontic services in Texas was the subject of media attention prior 
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to the dental program moving to managed care. Before rolling out the new dental program in 2011, 
the State requested that DentaQuest and the two other administrators collaborate on developing a 
new orthodontic policy that would establish clear clinical criteria for these services. 
 
In the year prior, the state of Texas paid out more in orthodontic services compared to all other 49 
states combined. Our Vice President of Clinical Management, James Thommes, DDS, who has 30 years 
of clinical experience and 17 years of experience at DentaQuest helping states develop cost effective 
dental benefit models, and Vice President of Utilization Management Angie Metzger took the lead in 
developing the criteria and gaining consensus from the other dental benefit managers. The joint policy 
was approved by the State and implemented on March 1, 2012. In just 10 months, the cost of 
orthodontic care dropped by 82 percent (Figure 3.19.A), while ensuring that recipients could access 
medically necessary orthodontic care.  
 


Figure 3.19.A Texas Orthodontia: Before and After Dental Managed Care 


State Fiscal Year 2011 


 State paid $249 million for orthodontia 
alone 
 


 Preauthorization approval rate in excess 
of 95% 
 
 


 Error rate for medical necessity 
determinations in excess of 90% 


March-December 2012 


 DentaQuest paid $15 million for orthodontia, 
including continuation of care 
 


 Assuming other administrators paid similar 
amounts, total cost of all orthodontia was $45 
million 
 


 DentaQuest orthodontia approval rate is 15% 


 
While we understand orthodontia is currently managed through the Nevada FFS program only, during 
DentaQuest’s analysis of the state of Nevada’s program costs, we noticed that almost 50 percent of 
the FFS program’s spend is on orthodontia, which is unusually high in our experience. Across all states 
where we administer dental programs, the highest spend of a total program’s claims costs we have 
experienced for orthodontia is around 30 percent. We understand, as outlined in RFP Section, other 
services, populations and/or geographic areas may be included in the DBA plan during the course of 
this contract and are to be considered as covered for this Request for Proposal. Should the DHCFP 
determine orthodontia services be managed by the DBA, DentaQuest is ready and able to help the 
state with cost containment efforts in this area.  
 


COST CONTAINMENT SOLUTIONS FOR NEVADA 
DentaQuest offers the following cost containment solutions to Nevada to help improve outcomes 
while reducing program costs.  
 
Our solutions are unique because many focus on costs outside of just the dental program. There is a 
strong connection between overall health and oral health, and several of our programs address the 
medical/dental connection.  
 


 Early Childhood Caries Prevention Program – to reduce the number of children with Early 
Childhood Caries, in turn reducing the number of children and associated medical costs with 
outpatient dental care for ECC treatment. This program is also part of our Value Added 
Services offerings. 
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 Emergency Dental Redirect Program – to reduce the number of recipients using emergency 
departments for dental care issues. This program is part of our Value Added Services offerings.  


 Consistent Application of Clinical Criteria – to ensure only medically necessary covered services 
are approved. 


 Effective Use of System Edits and Audits – to prevent loss of public funds to fraud, waste and 
abuse. 


 


Early Childhood Caries Prevention Program 
Early childhood caries (ECC) is a prevalent form of caries (commonly referred to as “cavities”) that 
affects the primary teeth of infants, toddlers and preschool children. It can progress rapidly, and if left 
untreated, may result in pain and infection. Although caries is largely preventable, the traditional 
treatment approach does not address the underlying disease.  
 
Until recently, standards of care for ECC called for restorative and surgical treatment, along with 
general recommendations to change dietary and oral hygiene practices. Young children who are not 
cooperative or have special health care needs and require restorative treatment are commonly 
sedated or treated under general anesthesia. However, the costs of general anesthesia are high and 
relapse rates of 37 to 79 percent (restorative treatment failures) have been reported in scientific 
literature. It is now known that restorative treatment of caries alone does not address the disease 
process. Other factors such as behavior patterns, genetic predisposition, social circumstances and 
environmental exposure are equally important, especially for the long-term management of chronic 
diseases.  
 
DentaQuest approaches ECC in a unique manner, as it differs from a traditional approach of the 
provider telling patients what to do. The DentaQuest provider team coaches patients and parents 
about the factors that lead to dental disease and assists in selecting self-management goals to 
improve their caries risk. Treatment decisions are based on the latest evidence-based guidelines, 
including minimally invasive techniques.  
 
The foundation of DentaQuest’s ECC protocol was derived from the CAMBRA (Caries Management by 
Risk Assessment) methodology, which focuses on identifying the causes of the disease through a risk 
assessment for each individual and then managing those risk factors through behavioral, chemical 
and minimally invasive procedures. The DentaQuest Institute initiated an ECC Collaborative in 2008 
with the goal of shifting the conversation around ECC from disease treatment to chronic disease 
management.  
 
Since 2008, the DentaQuest Institute has focused on shifting treatment of young children from repair 
in a hospital operating room to a program of chronic disease management. The aim is to: 


 Provide resources that enable providers to engage caregivers to interrupt the progression of 
the disease 


 Reduce the need for the surgical approach in an operating room 


 Reduce pain experienced by the children 


 Reduce the reoccurrence of the disease  
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Results 
The results of our EEC program have been notable as highlighted in Figure 3.19.B. 
 


Figure 3.19.B ECC Program Results 
Measurement Result 


Operating room utilization to treat ECC  Decreased by 36%  


New cavitation  Decreased by 28%  


Children reporting pain  Decreased by 27%  


 
Our ECC Prevention Program can help recipients achieve better outcomes, while ensuring the state can 
experience a reduction in medical costs associated with operating room services associated with ECC.  
 
More information on our ECC Prevention Program is included in our response to Section 3.3. 
 
 


Emergency Dental Redirect Program 
Hospital emergency department (ED) use for non‐traumatic dental care is a problem nationwide 
because many Americans consider the ED their first or only option for relief from dental ailments. 
National research by a number of organizations, including American Dental Association’s Health Policy 
Institute, shows that this issue continues to grow, presenting significant financial implications for 
public and private healthcare payers, hospitals and our citizens.  
 
ED usage is expensive, and hospitals are generally unable to treat toothaches and dental abscesses 
effectively. Without awareness of opportunities to obtain dental care in a proper setting, an individual 
may return to the ED multiple times to address the same untreated complaint.  
 
Ensuring each recipient has the information needed to receive covered services is central to our 
Emergency Department (ED) Diversion outreach program: Emergency Dental Redirect. Through this 
program, we will increase utilization of preventive dental services and educate recipients on what to 
do in a dental emergency, and consequently – decrease the use of the ED for non-traumatic dental 
care. Given that adults comprise the majority of ED users for dental issues, this program is a great fit 
for the Nevada adult population.  
 
By educating recipients and then referring them to dentists, our goal is to help recipients achieve the 
Triple Aim of health care, including: reduction in the medical spend for hospital ED usage for non-
traumatic dental issues, better quality of care for recipients, and ultimately better health outcomes. In 
parallel, we work to affect systemic barriers through interface with hospitals, physicians, pharmacies 
and community organizations to spread education on appropriate avenues for dental treatment for 
routine or emergent dental needs to aid in directing recipients to dental offices instead of Emergency 
Departments. 
 
More information on our Emergency Dental Redirect Program is included in our response to Section 
3.3. 
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Results 
DentaQuest implemented its ED Diversion Program in 12 
states. Figure 3.19.C showcases the impressive results our 
clients’ dental programs have realized after implementing our 
program. 


 
Consistent Application of Clinical Criteria  
Authorizations of dental services is one of the primary ways 
states can contain program costs. In order to maximize cost 
containment, there must be consistently application of clinical 
criteria. DentaQuest offers one of the most comprehensive 
utilization management programs in the industry through our 
four pronged strategy to ensure clinical criteria is applied 
consistently: 


1. Clinical Training Program 
2. Clinical Algorithms 
3. Inter-rater Reliability Evaluations 
4. Staff De-incentive Policy  


 


1. Clinical Training Program 
DentaQuest is committed to the ongoing training of our UM department staff to ensure they are 
current with the leading clinical and industry practices. Our comprehensive clinical training programs 
covers: 
 


 Recognition of appropriate clinical criteria 


 Interpreting radiographs 


 Patient charts and models  


 Market-specific requirements 


 Windward system use and application 
 


All training is facilitated by our Senior Clinical Training Specialist, Tina Blomstrom, RDH, who has 
nearly 40 years of clinical experience. In addition to being a practicing RDH for 27 years, Tina taught at 
the Wisconsin Dental Assistant School. She is supported in her clinical training efforts by our Vice 
President of Clinical Management, James Thommes, DDS.  
 
After two days of orientation and training, new Clinical Review Specialists (CRS) enter a three-day 
radiology certification training class. All of our CRSs must have a clinical background as a dental 
assistant or hygienist. CRSs must be able to recognize subcrestal decay, periodontal and dental 
abscesses, periodontal disease, bone loss and furcation involvement. They must also learn positions 
and types of impactions involved when tooth extraction is necessary, why general IV anesthetic may 
be approved for certain extractions, and how to determine the medical necessity of partial or full 
dentures. These topics are critical, as they are the most commonly requested services requiring clinical 
review. We test every CRS on each section and give them a final exam. They must achieve at least a 95 
percent score on the exam or they will be unable to continue their employment with DentaQuest.  
 


Figure 3.19.C Average Results for the Emergency 
Department for Dental Diversion Program after six 
months 


33.25% 
increase in 
dental visits 
post-ED visit 


26% reduction 
in ED visits for 
non-traumatic 
dental care 
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Upon passing the radiology certification training program, CRSs must complete DentaQuest’s Learning 
Management System modules for Microsoft Outlook, Excel, and Word, with a minimum 95 percent 
average score.  
 
Next, CRSs work one-on-one with our full-time clinical trainers to learn the clinical review process. This 
includes distinct state or plan requirements, exceptions, and turnaround times. Clinical Trainers audit 
100 percent of their work.  
 
Training lasts for six months, or until the CRS is proficient in his or her assigned areas. For a CRS to be 
released from training, he or she must consistently achieve at least a 95 percent score on all audits. 
 


2. Clinical Algorithms 
Our CRSs and Dental Directors apply many validity checks to each preauthorization request. Also 
known as algorithms, these checks constitute a series of "yes or no" decision points based on clinical 
criteria appearing in the American Dental Association’s Code of Dental Terminology. Each check asks a 
question; the response drives toward a clinical decision on whether to approve or deny a service. Over 
the past 23 years, we have created 1,000 government program-specific algorithms to meet state 
guidelines and requirements. 


 
An algorithm assesses the long-term prognosis and medical necessity of a dental service. For example, 
to evaluate the necessity of a crown: 
 


 A CRS reviews the request and supporting documentation, such as a narrative or X-rays. 


 The CRS assesses whether the radiographs support a long-term prognosis by determining: 
o Is there adequate bone support? 
o Is there a lack of furcation involvement? 
o Is there a lack of subcrestal decay? 
o If a root canal is present, is it of good quality? 


 If the radiographs do not support a good long-term prognosis, the CRS will deny the service 
and route it to a Dental Director, who will either uphold the denial or approve the service.  


 If the service is deemed to have a good long-term prognosis, the CRS goes on to determine 
medical necessity. Areas reviewed for medical necessity include: 


 Is the tooth broken down enough to need a restoration with a crown as opposed to a lesser 
restoration? 


o Is there cuspal involvement? 
o Is there presence of decay or large restoration breakdown in the incisal angle on an 


anterior tooth? 
 
Each dental service requiring authorization has its own clinical algorithm that is customized to meet 
the medical necessity criteria for a given state.  
 
Our clinical analysts track service denials by market to monitor authorization trends. This internal 
measurement tool frequently benefits providers. For example, in one market, we detected a pattern of 
denials that was due to missing documentation. We found that these denials surfaced from the same 
group of providers. We contacted these offices to inform them about this trend and educate them 
about treatment protocols that minimized the potential for denials. In just two weeks, the percentage 
of denials was reduced from 45 percent to less than 10 percent.  
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3. Inter-Rater Reliability Evaluations 
All of our CRSs, UM auditors, Dental Directors and clinical trainers must participate in quarterly inter-
rater reliability (IRR) evaluations. Our VP of Clinical Management and Senior Clinical Training 
Specialist choose at least 10 actual case histories. They select cases with a level of complexity that will 
effectively test each individual’s ability to determine medical necessity using the appropriate codes 
and policies.  


 
All must pass with a 90 percent proficiency level. If any Utilization Management team member falls 
below the required level, he or she must attend additional training with the senior clinical instructor 
and VP of Clinical Management and be re-tested.  


 
We completed the last IRR testing in the second quarter of 2016. The average score for general cases 
was 94.9 percent for CRSs and 94.4 percent for Dental Directors. The average score for orthodontic 
cases was 99.1 percent for CRSs and 97.4 percent for Dental Directors.  
 


4. Staff De-incentive Policy 
DentaQuest refrains from interfering with the clinical decisions of its Dental Directors and CRSs 
through any kind of financial incentives or other encouragement.  
 
DentaQuest does not use incentives to encourage barriers to care and service. We do not make 
decisions about hiring, promoting, or terminating Dental Directors or other staff based on the 
likelihood, or on the perceived likelihood, that the Dental Director or staff member would support the 
denial of benefits.  
 
We ensure our Dental Directors have independence and impartiality in making referral decisions that 
will not influence hiring, compensation, termination, or promotion. 
 
All Utilization Management, Grievance and Appeals, Fraud Prevention and Recovery, and Dental 
Director staff must sign an attestation at the time of hire, and then again on an annual basis, stating 
that no financial incentives or any other methods of non-monetary encouragement have been offered 
by DentaQuest that would adversely affect the benefit decisions made according to the State 
Medicaid guidelines and any applicable or federal statutes governing the activity. We maintain the 
signed attestation in each employee’s file. 
 


Effective Use of System Edits and Audits to Prevent Loss of Public Funds to Fraud, Waste and 
Abuse 
DentaQuest is a strong proponent of preventing FWA from occurring in the first place. We have a 
number of controls in place, including system edits and audit processes to ensure that only medically 
appropriate services are paid: 
 


 Prior authorization requirements. Upon receiving a claim with one or more procedure codes 
that require prior authorization (PA), our system automatically searches for an associated 
authorization for that recipient, provider, and procedure. Windward executes a series of 
algorithms, based on a dental program’s specifications, to determine if the PA number is on 
record for those claims containing procedures that require a PA number. If there is an 
approved PA on record, the claim is then forwarded to the next step in the process. If not, 
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DentaQuest offers Providers the option for submitting the claim without PA; in these cases, we 
conduct the same review as a pre-payment review, before continuing adjudication of the 
claim. 
 


 Eligibility verification. Windward requires an open, active eligibility span for the recipient to 
match the date of service submitted on the claim. This is an automated edit within the 
adjudication process. We verify eligibility for all claims received. If there is no active eligibility 
span, the recipient is not eligible; adjudication will stop and the claim will deny. The system 
automatically verifies provider eligibility during adjudication. If the provider is ineligible, the 
claim will be denied. DentaQuest assures that all provider information submitted on claims 
transactions matches the provider information in Windward. This is included in the Windward 
adjudication logic. 
 


 Claims edits. Dental-specific edits in Windward provide an important barrier against fraud and 
abuse. We subject each claim to more than 400 edits to detect the possibility of provider 
fraud. Our in-house clinical experts developed these edits using a 23-year repository of 
Medicaid program claim data available to determine optimal treatment patterns. DentaQuest 
continues to add edits as new practice patterns are identified. 
 


 Claims rules. The system business rules are highly flexible, user configurable, and fall into one 
of the following categories: 


o Procedure rules determine covered and non-covered services. 
o Procedure payment rules determine alternate benefits and possible ADA code 


switches. 
o Bundling and unbundling rules assure clinical and medical appropriateness and protect 


against overpayment. 
o Step therapy edits ensure only appropriate service combinations are provided. 
o Benefit history crosscheck denies a submitted procedure based on the existence of 


procedures in the recipient’s history. 
o Clinical history crosscheck denies a submitted procedure based upon the existence of 


procedures in the recipient’s history. 
 
Claims are subjected to over 4,200 procedure code edits that define code variations applicable 
to each rule scenario. These rules mirror the approach defined by CMS National Correct Coding 
Initiatives and ensure recipients receive appropriate care and that only clinical-based, cost-
effective dental treatment is being reimbursed.5 
 


 Duplicate checks. Once entered into the system, claim information becomes part of the 
recipient’s clinical and payment history. DentaQuest uses several methods to make certain 
that we do not pay duplicate claims and do not pay duplicate services. To prevent payment of 
duplicate claims, Windward examines the current claim against claim history using the 
recipient identifier, group number (here, the Nevada plan ID), and provider/location 
identifiers. It also compares the services on the current claim against claims in history; 
comparing the total number of services on the claim, the service dates, the procedure lines and 


                                                 
5
 Unbundling – a practice where the provider separates the components of a procedure, billing them separately rather than using the 


appropriate code describing the total procedure. This practice typically nets a higher reimbursement for the procedure and is considered 
potential fraud. These services are otherwise included in the basic allowance of another procedure and cannot be charged separately.  
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codes, the tooth, quad, arch, and surface, and any comments. If Windward finds an exact 
match, it rejects the claim with a duplicate error code and applies workflow routing rules for 
review of the claim. If the header lines match but there is not an exact match for the service 
line, Windward rejects the claim with a potential duplicate error code and applies workflow 
routing rules for review of the claim. 


 
To prevent payment of duplicate services, Windward looks for matching claims headers and 
duplicate service lines, checking the same data as for duplicate claims. The system rejects 
matching service lines with an error code indicating that a duplicate service is in history. If the 
comments in the service match, this is rejected with a specific service code. In both cases, 
Windward applies workflow routing rules to the claim. The Claims Processor can then review 
this claim and may request additional information from the Provider if necessary to determine 
whether to allow or deny the service line. 


 


 Manual review of more complex claims. A very small percentage of claims, because of 
complicating factors, may require manual intervention. These include claims where 
retrospective clinical review is needed because there was no match for an existing prior 
authorization record for a procedure that required authorization. 
 


 Upcoding analysis; high-dollar providers. The DentaQuest Fraud Prevention and Recovery Unit 
conducts retrospective claims analysis; if a provider’s utilization pattern is aberrant, the unit 
will review that provider’s claims, looking for possible instances of upcoding procedures. They 
also review the utilization patterns of providers who tend to bill higher-dollar claims or 
represent a disproportionate share of total claims dollars. 
 


 Claims audits. DentaQuest’s Quality Assurance Claims Audit staff is responsible for auditing 
claims to achieve a 98 percent or greater accuracy rate. The primary responsibilities of the 
Quality Assurance Claims audit staff include: 


o Reviewing the original data against the final processed data 
o Verifying recipients’ eligibility and provider status 
o Reviewing service lines to ensure that the amount paid is in accordance with the 


payment fee schedules loaded for a particular group/provider 
 


Audit examines every action that touched the claim and verifies it for accuracy. If the audit 
identifies processing errors, the auditor captures the error detail and marks the claim for 
correction. 
 
We audit up to five percent of all claims processed and adjudicated to final status. Quality 
Assurance also audits 40 claims per Claims Processor per month, and 20 claims per Customer 
Service Representative per month. We also maintain production goals for our staff. Quality 
Assurance Claims Audit staff must review a minimum of 85 service lines per hour. 


 
DentaQuest engages in continuous process improvement for all processes, including claims, and will 
regularly change system configuration, edits, and our processes to improve prevention and detection 
of inappropriate payment for services. 
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Results 
The combined results of our Utilization Management program (and consistently applying clinical 
criteria for pre-service review), our claims system edits and our Utilization Review (post-service 
review) efforts have produced significant, yet appropriate cost containment savings for our clients as 
highlighted in Figure 3.19.D, which provides results from two clients over a single year.  
 
Client A 
 
 
  
 
 
 


Utilization 
 Management 


Claim Edits Utilization Review Total cost avoidance in a 
single year, which 


equates to 12.5% of total 
services paid 


 
Client B 
 
 
  
 
 
 


Utilization 
 Management 


Claim Edits Utilization Review Total cost avoidance in a 
single year, which 


equates to 43% of total 
services paid 


Figure 3.19.D Examples of cost containment savings experienced by DentaQuest’s clients 


 
  


$954,285 $12,956,229 $5,529 $13,916,043 


$23,093,660 $15,530,574 $96,880 $38,721,114 
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3.20 LIQUIDATED DAMAGES AND SANCTIONS 
The vendor must comply with all terms and conditions stipulated in the current Contract, the RFP, and all attachments, 
including the Forms and Reporting Guide. The vendor must file accurate, timely and complete reports to DHFCP. If the vendor 
fails to meet the contract requirements, liquidated damages or intermediate sanctions may be assessed. In addition to 
liquidated damages and intermediate sanctions, the vendor will be responsible for any fines or sanctions imposed upon the 
DHCFP by regulatory agencies as a result of the vendor’s non-compliance. 


 
DHCFP may refuse to enter into a contract and may suspend or terminate an existing contract if the vendor fails to provide 
required reports, or disclose ultimate ownership or control information and related party transactions as required by DHCFP 
policy.  
 
 


DentaQuest has reviewed, understands and will comply with Attachment O – Liquidated Damages and 
Intermediate Sanctions. We do not solicit business – or enter a Contract with a client – unless we are 
confident that we can meet, or exceed, the expected contract requirements. It is standard practice for 
DentaQuest to include operational metrics in our Contracts, and we will commit to meeting the 
contract requirements outlined in this RFP throughout the term of our Contract with the DHCFP.  
 
Our plan to meet the specified terms and conditions and contract requirements, and comply with any 
requested changes, begins in our Contract Compliance department. This department validates all 
requirements to ensure each impacted and responsible department fully understands, agrees to, and 
will adequately and appropriately manage the relevant requirement. We will create monthly, 
quarterly, and annual reports – as requested and approved by the DHCFP – to track, trend, and report 
on each requirement to measure and ensure compliance. Each internal department also conducts 
ongoing auditing to proactively detect, resolve, and avoid deficiencies or insufficiencies that could 
result in liquidated damages or sanctions.  
 
If the DHCFP requests any changes to the contract requirements, these too are reviewed and 
approved: first, by our Contract Compliance department, then by the responsible internal department, 
to ensure full understanding and confirm our ability to comply. Once the impacted department 
confirms that it has or can build the staff and systems needed to comply with the change, we will 
collaborate with the DHCFP to amend the terms of our Contract. Upon execution of the updated 
Contract with the amended requirements, we edit the relevant policy, procedure, and processes. We 
then distribute these to the affected staff or providers. As needed, we will train staff or providers to 
address the update. To ensure compliance with the new requirement we modify ongoing audit 
processes and change monitoring reports accordingly.  
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9.6  SECTION 5: Cost/Financial 


All cost information must be submitted in Section 5, Cost, and must not be included in any other section of the 
proposal.  The cost proposal must not be marked “confidential”.  Only information that is deemed proprietary per 
NRS 333.020(5) (a) may be marked as “confidential”. 


The Cost section must include and be organized as follows: 


9.6.1 Cost Schedule 


Vendors must provide detailed fixed prices for all costs associated with the responsibilities and related 
services.  Clearly specify the nature of all expenses anticipated (refer to Attachment H, Cost Schedule). 


Scion Dental’s proposal is estimated to save DHCFP over $4M per year in dental claim costs, while 


also reducing administrative costs by almost $2.6M, versus the rates proposed by the Milliman 


model—a total savings to DHCFP of $6.6M annually. Please see the details in Section 5.2.2 below. 


9.6.2 Cost Proposal Certification of Compliance with Terms and Conditions of RFP. 


9.6.2.1 Attachment I Cost Proposal Certification of Compliance with Terms and Conditions of RFP 3290 
with an original signature by an individual authorized to bind the organization must be included in 
this section. 


9.6.2.2 In order for any cost exceptions and/or assumptions to be considered, vendors must provide the 
specific language that is being proposed in Attachment I Cost Proposal Certification of Compliance 
with Terms and Conditions of RFP 3290. 


9.6.2.3 Only cost exceptions and/or assumptions should be identified on Attachment I Cost Proposal 
Certification of Compliance with Terms and Conditions of RFP 3290.  Do not restate the technical 
exceptions and/or assumptions on this form. 


9.6.2.4 The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission deadline.  If vendors do not specify any exceptions and/or assumptions in detail at 
time of proposal submission, the State will not consider any additional exceptions and/or 
assumptions during negotiations. 


Scion Dental’s Attachment I: Cost Proposal Certification of Compliance with Terms and 


Conditions is submitted in SECTION 5: Cost/Financial. 
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5. Cost 


Vendors must provide detailed fixed prices for all costs associated with the responsibilities and related services.  
Clearly specify the nature of all expenses anticipated (refer to Attachment H, Cost Schedule). 


5.1 Administrative costs 


There are two separate cost components in administrative costs: 


5.1.1 Non-Medical Administrative Costs:   


5.1.2 Those costs (both direct and indirect) necessary to administer the Medicaid managed care program. 


5.1.2.1 Direct Expenses: Those expenses that can be charged directly as a part of the overall administrative costs; 
and, 


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


5.1.3 Medical Administrative Costs: 


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


5.1.3.2 DHCFP will review Medical Administrative Costs for reasonability and in the context of the benefit 
received by the client and DHCFP (i.e., is the cost of developing physician protocols for disease 
management less than or equal to the fiscal and health outcome benefit received). 


5.2 Non-medical costs 


The following are not considered administrative costs.  They are, however, included in the overall percentage of non-
medical costs, and will be reviewed for reasonableness by DHCFP: 


5.2.1 Profit:  The percentage of profit which the Contractor anticipates receiving after expenses (net income, 
divided by total revenues received from DHCFP); and, 


5.2.2 Risk and contingencies:  That amount which the Contractor anticipates setting aside (as a percentage of the 
revenues received) for potential unknown risks and contingencies. 


Requirements: 


Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to determine rates 
is certified to be actuarially sound. 


Each Vendor is required to submit a not-to-exceed Administrative rate bid for calendar year 2017 relative to 
the rates effective at the time of the proposal.  The DHCFP reserves the right to further negotiate this 
Administrative Rate prior to contract signing. Note that this process may result in the participating health 
plans having different rates. 


 An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In addition to a 
capitated rate to cover the costs of required medical services, an Administrative rate is paid to cover 
organizational costs.   
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Scion Dental has a well-established provider network, which has been in effect and used to 
service Nevada’s Medicaid and Check Up dental members since 2010. Given our experience in 
Nevada, Scion Dental is able to propose a solution for DHCFP which is estimated to save the State 
$4M annually in dental claim costs. This will more than pay for the expense that Scion Dental is 
proposing to administer the program.  


 


Dental 
Claim Costs 


Scion Dental 
Proposal  


Milliman 
Rate 


 10/2016 
Membership  


 Estimated 
Annual Savings  


TANF $8.43  $9.12  437,575  $3,595,000 


Check Up $18.87  $20.40  22,197  $408,000 


   459,772  $4,003,000 


Total Dental Claims and Administrative Savings $6,600,000 


 


Administrative Costs Scion Dental 
Proposal  


Milliman Rate 
@ 10.5% 


Estimated 
Annual Savings  


Direct Non-Medical $0.36   


Indirect Non-Medical $0.06   


Medical Administrative $0.06   


Profit $0.03   


Risk & Contingency $0.03   


Total Administrative Costs $0.54 $1.01 $0.47 


Total Membership 459,772   


Estimated Annual Cost $2,999,000 $5,596,000 $2,597,000 
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6. Financial 


6.1 Payment 
6.1.1 Upon review and acceptance by the State, payments for invoices are normally made within 45 – 60 days of 


receipt, providing all required information, documents and/or attachments have been received. 


Scion Dental acknowledges that payments for invoices–upon review and acceptance by the 
State–are normally made within 45 to 60 days of receipt, provided all required information, 
documents and/or attachments are received. 


6.1.2 Pursuant to NRS 227.185 and NRS 333.450, the State shall pay claims for supplies, materials, equipment 
and services purchased under the provisions of this RFP electronically, unless determined by the State 
Controller that the electronic payment would cause the payee to suffer undue hardship or extreme 
inconvenience. 


Scion Dental is happy to receive all payments electronically. 


6.2 Billing 
6.2.1 The State does not issue payment prior to receipt of goods or services. 


Scion Dental acknowledges that the State Does not issue payment prior to receipt of goods or 
services. 


6.2.2 The vendor must bill the State as outlined in the approved contract and/or payment schedule. 


Scion Dental will comply with all State invoicing requirements. 
6.2.3 Vendors may propose an alternative payment option.  Alternative payment options must be listed on 


Attachment I, Cost Proposal Certification of Compliance with Terms and Conditions of the RFP.  Alternative 
payment options will be considered if deemed in the best interest of the State, project or service solicited 
herein. 


Scion Dental will not require alternative payment options. 
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Attachment I: Cost Proposal Certification 
of Compliance with Terms and 
Conditions 


Scion Dental’s Attachment I: Cost Proposal Certification of Compliance with Terms and 


Conditions follows on the next page. 
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5. COST 


Vendors must provide detailed fixed prices for all costs associated with the 


responsibilities and related services.  Clearly specify the nature of all expenses 


anticipated (refer to Attachment H, Cost Schedule). 


 


5.1 ADMINISTRATIVE COSTS 


 


There are two separate cost components in administrative costs: 


 


5.1.1 Non-Medical Administrative Costs:   


 


5.1.2 Those costs (both direct and indirect) necessary to administer the 


Medicaid managed care program. 


  


5.1.2.1 Direct Expenses:   Those expenses that can be charged directly as 


a part of the overall administrative costs; and, 


 


5.1.2.2 Indirect Expenses: Those elements of costs necessary in the 


performance of administering the program that are of such a nature that the 


amount applicable to the program cannot be determined accurately or 


readily (i.e., rent, heat, electrical power, salaries and benefits of management 


personnel which are allocated to different programs, etc.). 


 


5.1.3 Medical Administrative Costs: 


 


5.1.3.1 Costs, either direct or indirect, related to recipient medical care 


management (i.e., development of physician protocols for disease 


management, utilization review activities, case management costs, and 


medical information management systems). 


 


5.1.3.2 DHCFP will review Medical Administrative Costs for reasonability and in 


the context of the benefit received by the client and DHCFP (i.e., is the cost of 


developing physician protocols for disease management less than or equal to 


the fiscal and health outcome benefit received). 


 


5.2 NON-MEDICAL COSTS: 


 


The following are not considered administrative costs.  They are, however, 


included in the overall percentage of non-medical costs, and will be reviewed 


for reasonableness by DHCFP: 


 


5.2.1 Profit:  The percentage of profit which the Contractor anticipates 


receiving after expenses (net income, divided by total revenues received from 


DHCFP); and, 
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5.2.2 Risk and contingencies:  That amount which the Contractor 


anticipates setting aside (as a percentage of the revenues received) for 


potential unknown risks and contingencies. 


 


Requirements: 


 


Consideration shall be paid on a risk-based capitated rate basis.  The 


methodology used to determine rates is certified to be actuarially sound. 


 


Each Vendor is required to submit a not-to-exceed Administrative rate bid for 


calendar year 2017 relative to the rates effective at the time of the proposal.  


The DHCFP reserves the right to further negotiate this Administrative Rate prior to 


contract signing. Note that this process may result in the participating health 


plans having different rates. 


 


An actuarially sound rate will be developed by DHCFP’s actuary and certified 


by CMS.  In addition to a capitated rate to cover the costs of required medical 


services, an Administrative rate is paid to cover organizational costs.  .  
 


In the section that follows, Delta Dental presents the cost information according to the 
instructions in RFP section 5 Cost and RFP 9.6 Section 5:  Cost/Financial.  
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5.1 COST PROPOSAL 


DELTA DENTAL 
ATTACHMENT H - COST PROPOSAL FOR RFP 3290 DENTAL BENEFITS ADMINISTRATOR 


          


    PMPM 
TOTAL 
PMPM 


% of 
RATE 


NON-MEDICAL ADMINISTRATIVE COSTS       


  Direct Expense       


  Personnel Expense $0.104      


  Communication Expense $0.004      


  Marketing Expense $0.001      


  Depreciation $0.007      


  Occupancy/Equipment $0.013      


  Provider/Member Materials $0.073      


  Fees/Dues/Bank Charges $0.013      


  EDI & Interest Expense $0.004      


  Travel & Meal Expense $0.005      


  Direct Expense Excluding Premium Tax   $0.224  1.9% 


         


  Indirect Expense   $0.010  0.1% 


TOTAL NON-MEDICAL ADMINISTRATIVE COSTS, excluding PREMIUM TAX   $0.239  2.0% 


          


  Premium Tax PMPM  $0.412  3.5% 


TOTAL NON-MEDICAL ADMINISTRATIVE COSTS, including PREMIUM TAX   $0.651  5.5% 


          


MEDICAL ADMINISTRATIVE COSTS       


  Development of Protocols for Disease Management $0.019      


  Utilization Review Activities $0.117      


  Case Management Costs $0.011      


  Medical Information Management Systems $0.172      


  TOTAL MEDICAL ADMINISTRATIVE   $0.319 2.7% 


          


TOTAL ADMINISTRATIVE PMPM, including PREMIUM TAX   $0.970  8.2% 


          


PROFIT     2.5% 


RISK & CONTINGENCIES     2.5% 


          


  







  


 


 RFP #3290 


5-4 Dental Benefits Administrator 
 


9.6 SECTION 5:  COST/FINANCIAL 


 


All cost information must be submitted in Section 5, Cost, and must not be 


included in any other section of the proposal.  The cost proposal must not be 


marked “confidential”.  Only information that is deemed proprietary per NRS 


333.020(5) (a) may be marked as “confidential”. 


 


The Cost section must include and be organized as follows: 


 


9.6.1 Cost Schedule 


 


Vendors must provide detailed fixed prices for all costs associated with the 


responsibilities and related services.  Clearly specify the nature of all expenses 


anticipated (refer to Attachment H, Cost Schedule). 


 


9.6.2 Cost Proposal Certification of Compliance with Terms and Conditions 


of RFP. 


 


9.6.2.1 Attachment I Cost Proposal Certification of Compliance with Terms 


and Conditions of RFP 3290 with an original signature by an individual 


authorized to bind the organization must be included in this section. 


 


9.6.2.2 In order for any cost exceptions and/or assumptions to be considered, 


vendors must provide the specific language that is being proposed in 


Attachment I Cost Proposal Certification of Compliance with Terms and 


Conditions of RFP 3290. 


 


9.6.2.3 Only cost exceptions and/or assumptions should be identified on 


Attachment I Cost Proposal Certification of Compliance with Terms and 


Conditions of RFP 3290.  Do not restate the technical exceptions and/or 


assumptions on this form. 


 


9.6.2.4 The State will not accept additional exceptions and/or assumptions if 


submitted after the proposal submission deadline.  If vendors do not specify any 


exceptions and/or assumptions in detail at time of proposal submission, the 


State will not consider any additional exceptions and/or assumptions during 


negotiations. 


The following is a signed copy of Attachment I – Cost Proposal Certification of 
Compliance with Terms and Conditions of RFP in accordance with RFP section 9.6 
Section 5:  Cost/Financial. 







ATTACHⅣIENT I― COST PROPOSAL CERTIFICATION OF COMPLIANCE
WITH TERPIS AND CONDIT10NS OF RFP


I have read,understand and agree to comply with αJJthe terllns and conditions specifled in this Request for


Proposal.


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


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


If the exception and/or assumption require a change in the terms in any section of the RFP, the contract, or
any incorporated documents, vendorc must provide the specific language that is being proposed in the tables
below. If vendors do not specify in detail any exceptions and/or assumptions at time of proposal
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.
Note: Only cost exceptions and/or assumptions should be identiJied on this attachment. Do not restate
the technical exceptions und/or assumptions on this attachment.


DeLa Dental


Company


ー


」oseph F Rulz


Print Name Date


Vendors MaST use the following formal. Attach additional sheets if necessary.


This document inust be subnlitted in Tab lII of vendor's cost prOposal.


This fornl DIUST NOT be included in the technical proposal.


ん⊇tん2ヽ/Z


EXCEPT10N SUⅣ IⅣIARY FORⅣI


EXCEPTION# RFP SECTION
NUMBER


RFP
PAGE NUPIBER


EXCEPTION
(COmplete detail regarding exceptions must be


identifled)


ASSUMPTION SUMPIARY FORPI


ASSUMPTION# RFP SECTION
NUPIBER


RFP
PAGE NUMBER


ASSUMPTION
(COmplete detail regarding assumptions must


be identifled)


De nt al B enefi ts A dministrat or JP J29θ Page 180 of l9l


X
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2. COMPANY INFORMATION 


2.1 COMPANY PROFILE 


4.1 VENDOR INFORMATION 


2.1.1 COMPANY PROFILE TABLE 


4.1.1 Vendors must provide a company profile in the table format below. 


Delta Dental is pleased to provide our company profile below. 


EXHIBIT 2.1-1, COMPANY PROFILE 


Question Response 


Company name: Delta Dental Insurance Company 


Ownership (sole proprietor, partnership, etc.): Delta Dental Insurance Company is 


a for-profit corporation; its ultimate 


parent is Delta Dental of California, 


a nonprofit service corporation. 


State of incorporation: Delta Dental Insurance Company is 


incorporated in the State of 


Delaware 


Date of incorporation: February 9, 1970 


# of years in business: 46 


List of top officers: Joseph F. Ruiz; Doug Konovaloff; 


Catherine Lackey; Diane Silva 


Location of company headquarters: Delta Dental Insurance Company 


1130 Sanctuary Parkway, Suite 600 


Alpharetta, GA 30009 


Phone: 888-858-5252 
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Question Response 


Location(s) of the company offices: 100 First Street 


San Francisco, CA  94105 


11155 International Drive 


Rancho Cordova, CA  95670 


1130 Sanctuary Parkway 


Alpharetta, GA  30009 


5920 South Rainbow Blvd., #10 


Las Vegas, NV  89118 


5073 Ritter Road 


Mechanicsburg, PA  17055 


Location(s) of the office that will provide the 


services described in this RFP: 
11155 International Drive 


Rancho Cordova, CA  95670 


1130 Sanctuary Parkway 


Alpharetta, GA  30009 


5920 South Rainbow Blvd., #10 


Las Vegas, NV  89118 


5073 Ritter Road 


Mechanicsburg, PA  17055 


Number of employees locally with the 


expertise to support the requirements identified 


in this RFP: 


 


20 


Number of employees nationally with the 


expertise to support the requirements in this 


RFP: 


 


200 


Location(s) from which employees will be 


assigned for this project: 
11155 International Drive 


Rancho Cordova, CA 95670 


 


1130 Sanctuary Parkway 


Alpharetta, GA  30009 


5920 South Rainbow Blvd., #10 


Las Vegas, NV  89118 


5073 Ritter Road 


Mechanicsburg, PA  17055 
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2.1.2 FOREIGN CORPORATION REGISTRATION 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized 


pursuant to the laws of another state must register with the State of Nevada, 


Secretary of State’s Office as a foreign corporation before a contract can be 


executed between the State of Nevada and the awarded vendor, unless 


specifically exempted by NRS 80.015. 


Delta Dental Insurance Company is registered as Nevada Business ID NV20111274805. We 
will ensure that all registration requirements meet the necessary standards and/or 
exemptions as required.  


2.1.3 NEVADA BUSINESS LICENSE NUMBER AND LEGAL ENTITY NAME 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, 


must be appropriately licensed by the State of Nevada, Secretary of State’s 


Office pursuant to NRS76.  Information regarding the Nevada Business License 


can be located at http://nvsos.gov. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


If “No”, provide explanation. 


Delta Dental is appropriately licensed by the State of Nevada, Secretary of State’s Office 
pursuant to NRS76. 


EXHIBIT 2.1-2, NEVADA LICENSE AND LEGAL ENTITY NAME 


Question Response 


Nevada Business License Number: NV20111274805 


Legal Entity Name: Delta Dental Insurance Company 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No  
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2.1.4 LICENSING REQUIREMENTS 


4.1.4 Vendors are cautioned that some services may contain licensing 


requirement(s).  Vendors shall be proactive in verification of these requirements 


prior to proposal submittal.  Proposals that do not contain the requisite licensure 


may be deemed non-responsive. 


In the exhibit that follows, Delta Dental Insurance Company has included our Certificate 
of Authority for the State of Nevada Department of Business & Industry Division of 
Insurance for the purpose of providing Health insurance business within the State of 
Nevada. This license is sufficient to administer the Dental Benefits for the State of 
Nevada. 
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EXHIBIT 2.1-3, NEVADA STATE INSURANCE COMMISSIONER CERTIFICATE OF AUTHORITY 
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2.1.5 PREVIOUS NEVADA CONTRACTS 


4.1.5 Has the vendor ever been engaged under contract by any State of 


Nevada agency?   


 


If “Yes”, complete the following table for each State agency for whom the 


work was performed.  Table can be duplicated for each contract being 


identified. 


Has Delta Dental ever been engaged under contract by any State of Nevada agency? 


Yes  No X 


 


2.1.6 FORMER STATE OF NEVADA EMPLOYEES 


4.1.6 Are you now or have you been within the last two (2) years an 


employee of the State of Nevada, or any of its agencies, departments, or 


divisions? 


 


If “Yes”, please explain when the employee is planning to render services, while 


on annual leave, compensatory time, or on their own time? 


 


If you employ (a) any person who is a current employee of an agency of the 


State of Nevada, or (b) any person who has been an employee of an agency 


of the State of Nevada within the past two (2) years, and if such person will be 


performing or producing the services which you will be contracted to provide 


under this contract, you must disclose the identity of each such person in your 


response to this RFP, and specify the services that each person will be expected 


to perform. 


Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


Yes  No X 


 


Delta Dental has no employees who are now, or have been within the last two years, an 
employee of the State of Nevada, or any of its agencies, departments, or divisions. 
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2.1.7 SIGNIFICANT CONTRACT FAILURES, CONTRACT BREACHES, CIVIL OR CRIMINAL 


LITIGATION 


4.1.7 Disclosure of any significant prior or ongoing contract failures, 


contract breaches, civil or criminal litigation in which the vendor has been 


alleged to be liable or held liable in a matter involving a contract with the State 


of Nevada or any other governmental entity.  Any pending claim or litigation 


occurring within the past six (6) years which may adversely affect the vendor’s 


ability to perform or fulfill its obligations if a contract is awarded as a result of this 


RFP must also be disclosed. 


 


Does any of the above apply to your company? 


 


If “Yes”, please provide the following information.  Table can be duplicated for 


each issue being identified. 


Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any 
pending claim or litigation occurring within the past six (6) years which may adversely 
affect the vendor’s ability to perform or fulfill its obligations if a contract is awarded as a 
result of this RFP must also be disclosed. 


Does any of the above apply to Delta Dental? 


Yes  No X 


 


2.1.8 INSURANCE REQUIREMENTS (ATTACHMENT E, INSURANCE SCHEDULE FOR RFP 


3290) 


4.1.8 Vendors must review the insurance requirements specified in 


Attachment E, Insurance Schedule for RFP 3290.  Does your organization 


currently have or will your organization be able to provide the insurance 


requirements as specified in Attachment E. 


 


Any exceptions and/or assumptions to the insurance requirements must be 


identified on Attachment B, Technical Proposal Certification of Compliance with 


Terms and Conditions of RFP.  Exceptions and/or assumptions will be taken into 


consideration as part of the evaluation process; however, vendors must be 


specific.  If vendors do not specify any exceptions and/or assumptions at time 


of proposal submission, the State will not consider any additional exceptions 


and/or assumptions during negotiations.  
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Upon contract award, the successful vendor must provide the Certificate of 


Insurance identifying the coverages as specified in Attachment E, Insurance 


Schedule for RFP 3290. 


Does Delta Dental currently have or will Delta Dental be able to provide the insurance 
requirements as specified in Attachment E? 


Yes X No  


Delta Dental will provide the Certificate of Insurance identifying the coverages as specified 
in Attachment E, Insurance Schedule for RFP 3290 upon contract award. 
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2.1.9 COMPANY BACKGROUND/HISTORY 


4.1.9 Company background/history and why vendor is qualified to provide 


the services described in this RFP.  Limit response to no more than five (5) pages. 


Delta Dental’s response is presented on the following pages. 
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Delta Dental is pleased to offer services to the State of Nevada that will enable the 
DHCFP to advance its goals for improving the oral health of recipients of the Nevada 
DBA program. Our technical proposal features the following: 


 A commitment to providing quality dental health care services to low-income Nevadans in 
the most efficient manner; 


 A solution that provides equal access to dental care to recipients at an affordable cost; 
 A strong Nevada presence covering 137,000 lives, with an office in Las Vegas; supported 


by Delta Dental team members nationwide specializing in all aspects of dental benefit 
administration and 


 A contract fulfilled by Delta Dental – the nation’s largest stand-alone dental insurer – that 
has the resources and clinical expertise to successfully collaborate with DHCFP, the 
dentist community and other professional organizations to address recipient needs. 


As the DHCFP’s dental partner, Delta Dental will provide eligible recipients with high-
quality, comprehensive and accessible dental care. We offer an extensive choice of 
network dentists, provider access, an exceptional approach to service, and unparalleled 
Medicaid dental expertise. Our network of credentialed dentists, one of the largest in the 
nation, continues to grow in all regions. A recognized national leader in dental benefits 
administration, Delta Dental unquestionably offers the DHCFP the best value and the 
lowest-risk solution of any potential contractor, making us the best possible choice for 
the Nevada DBA contract. 


Delta Dental’s founding principle and continuing mission is to improve the oral health of 
all individuals. In our more than 40 years of experience serving publicly funded 
programs, Delta Dental has acquired a clear understanding of the unique needs of 
underserved populations and has worked tirelessly with recipients, families and 
providers to promote utilization of covered benefits with an emphasis on preventive care 
education and services. Our extensive presence and experience in the commercial dental 
marketplace complement our unique government marketplace expertise and afford us 
the opportunity to access dentists who might not otherwise be amenable to network 
participation. Within this section, we explain the background and history of our company 
and why we are qualified to provide the services described in the RFP. We commit 
wholeheartedly to meeting or exceeding both the RFP requirements and the DHCFP’s 
expectations for the contract. 


For thousands of businesses and government programs across the country, Delta Dental 
and dental coverage are synonymous. We are one of the nation’s largest dental health 
carriers. Our wide array of indemnity, PPO and DHMO plans cover 34.5 million people in 
commercial and government programs. Since our founding in 1955, Delta Dental has 
been a recognized industry leader, offering innovative programs designed to control 
costs and ensure high-quality dental care. Delta Dental administers dental benefits 
programs nationwide. Our enterprise forms one of the nation’s largest integrated dental 
benefits systems under unified management. 


Delta Dental Insurance Company is the corporate entity that will contract with the DHCFP 
to provide dental coverage to Nevada DBA program recipients. Incorporated in 1970, 
Delta Dental Insurance Company is a Delaware stock corporation that administers dental 
benefit plans in Alabama, Florida, Georgia, Louisiana, Montana, Nevada, Texas and Utah. 
We are headquartered in Alpharetta, Georgia, and we underwrite and administer 
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traditional fee-for-service and dental health maintenance organization (DHMO) dental 
products to businesses and employees nationwide, offering an innovative mix of plan 
options and benefit levels that enables us simultaneously to contain costs and deliver 
high-quality dental coverage. 


Delta Dental Insurance Company underwrites and administers dental service plan 
products for government and commercial customers across the nation. It is licensed in 
32 states (including Nevada), plus the District of Columbia, Puerto Rico and the Virgin 
Islands. It is a member of an insurance holding company system under the ultimate 
control of Delta Dental of California, a nonprofit service corporation directed by a 15-
member board of directors, which provides unified management services under the 
leadership and direction of Mr. Anthony Barth, President and Chief Executive Officer. 
Delta Dental Insurance Company, Delta Dental of California and all affiliates of the 
holding company system (referred to throughout this proposal jointly as Delta Dental) 
share enterprise-wide practices, resources and personnel. Delta Dental Insurance 
Company is licensed under the Nevada Insurance Code to provide dental services for 
this RFP. All information submitted in this proposal applies to Delta Dental Insurance 
Company and Delta Dental of California collectively. 


Joseph Ruiz, Group Vice President of Government Programs (GP), Delta Dental 
Insurance Company, will provide the executive leadership to the well-qualified team of 
experienced start-up and operations staff assembled for this contract. His team will be 
backed by a corporate-level commitment of clinical, administrative and financial 
resources and a single point of accountability for the Nevada DBA contract. As our 
senior executive for this contract, Mr. Ruiz has access to the highest levels of corporate 
involvement, decision-making and support. He brings outstanding communication and 
leadership skills, as well as a committed and experienced management team, to our 
Nevada DBA organization. 


Mr. Ruiz directs the administration of dental benefits for the following government 
programs: 


 California Medicaid Dental (Denti-Cal) Program (since 1974); 
 Utah Medicaid Dental Services Program (since 2013); 
 San Mateo Healthy Kids (since 2007); 
 Partnership Health Plan of California (since 2005); 
 San Francisco Healthy Kids (since 2002); 
 San Diego Neighborhood House Association (since 2001); 
 Tricare Retiree Dental Program (TRDP) (since 1997); 
 Federal Employee Dental Program (since 2014); 
 Veteran's Administration Dental Insurance Program (VADIP) (since 2014); 
 Public Health Services' Active Duty Dental Plan (since 2013) and 
 Office of the Comptroller of the Currency (OCC) Dental Plan (since 2015). 


Mr. Ruiz will utilize all necessary resources from throughout our enterprise in order to 
meet and exceed contract requirements. We have multiple service locations, and can 
shift workload (particularly in the areas of enrollment and billing, underwriting, case 
management, quality management, administration of enrollee grievances and provider 
disputes and financial reporting) to alternate locations based on increased volumes, 
unanticipated or catastrophic events or during peak enrollment periods. Provider 
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network development and management for the Nevada DBA program will be performed in 
Nevada. 


Delta Dental performed successfully under this structure for six years while providing 
and administering dental benefits for the Texas Children’s Health Insurance Program 
(CHIP) Dental Services Program. We previously served as a dental plan for the Florida 
Healthy Kids program, using this same structure to successfully deliver services to 
enrolled children. This structure also has enabled us to deliver outstanding services to a 
variety of major commercial customers, such as AARP. Since 1974, Delta Dental of 
California has served as the fiscal intermediary and administrator for the State of 
California’s Medi-Cal dental program (commonly known as Denti-Cal). From 1998 through 
2013, Delta Dental of California also provided dental coverage for California’s CHIP, 
known as the Healthy Families program. Delta Dental possesses the requisite 
background, experience and expertise to provide the DHCFP with the best possible 
business solution for the Nevada DBA program. 


Delta Dental is a financially strong, stable and reliable dental partner. We bring to the 
DHCFP the breadth of our dental benefits industry expertise, our many years of Medicaid 
and CHIP experience and six decades of dental program and dental insurance operations 
experience nationwide. We offer the DHCFP the following advantages: 


 We provide a stable, comprehensive network of qualified dentists with broad geographic 
access, specialty services and reserve capacity. 


 We actively manage each of our dental networks – including the network proposed for the 
Nevada DBA program – to create, monitor and maintain an environment in which 
recipients can conveniently access quality dental services. 


 We have established long-term relationships and communications with the Nevada dental 
provider community through our commercial and employer dental plans. DHCFP can rely 
on us to inform participating providers of changes as they occur and to obtain their buy-
in. 


 We know how to professionally assess and take on risk in a win-win partnership with our 
customers and can responsibly perform all contract-required activities. 


 We are a trusted business partner that consistently demonstrates our ability to meet 
required contract service levels. We possess the expertise necessary to implement 
contract requirements and manage our own performance using best-in-class tools. 


Over Delta Dental’s long history, we have evolved into a company decidedly dissimilar 
from most for-profit dental insurers. The cumulative years of experience of our 
management, professional and paraprofessional staff, combined with our institutional 
expertise and understanding of Medicaid and CHIP dental programs, have been major 
contributors to the stability and respect enjoyed by the programs we administer. 


We owe our continued success to our seasoned management team and production staff 
– individuals who, over the years, have come to thoroughly understand each and every 
aspect of the Medicaid and CHIP programs. Delta Dental possesses a blend of expertise, 
understanding and proven history that makes us the best possible choice going forward, 
in partnership with the DHCFP, to meet program goals and objectives – and to institute a 
collaborative, successful relationship that offers the best value and the lowest risk. We 
commit unconditionally to meeting both the RFP requirements and the DHCFP’s 
expectations. 
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Delta Dental of California, our ultimate parent and our partner in administering the 
Nevada DBA contract, has unparalleled experience managing large-scale dental 
contracts. The company administers indemnity, preferred provider and DHMO plans for 
34.5 million people in commercial and government programs across the nation. 
Customers include more than 10,000 public sector and commercial groups, including 
labor unions, aerospace and defense contractors, hospital systems, educational and 
financial institutions and high-technology companies. As testimony to the strength and 
stability of the organization, 97.9% of Delta Dental of California’s customers (employer 
groups and other commercial organizations) renewed their contracts in 2015. Delta 
Dental of California also has decades of experience in delivering services to enrollees of 
government dental health programs. The company serves more than 13.1 million 
California Medicaid beneficiaries through the Denti-Cal program, thereby offering the 
DHCFP 41 years of experience in administering one of the largest Medicaid dental 
programs in the nation. Our organizational structure offers the DHCFP two key 
advantages: 


 We have taken the best practices of all of our affiliated companies and integrated them 
into our enterprise to raise the bar on our already high standards for quality dental care, 
cost management and professional service. 


 Our combined resources have enabled us to implement new processes separately or 
simultaneously in different geographic locations, improving services while reducing cost. 


Delta Dental sets the standard for access to high-quality dental care. For more than a 
decade, we have made a significant investment in Quality Management (QM), reflecting 
our company’s ongoing commitment to successfully delivering superior, cost-effective 
services. Today Delta Dental’s QM processes conform to world-class specifications for 
services and systems. As an example of the results of our individual and collective 
commitment to continuous improvement, our California Medicaid Dental Program (Denti-
Cal) was initially certified to ISO 9001:2000 standards in March 2007. We were recertified 
to ISO 9001:2008 standards in March 2010 and again in March 2013, and we have been 
recognized for our work in this area with the California Awards for Performance 
Excellence (CAPE) with the California Prospector Award. We plan to be certified to the 
ISO 9001:2015 standard by 2018. 


Delta Dental focuses on continuous performance improvement in all of our business 
processes in order to provide superior customer service and we consider retention of 
our customers to be the best measure of our success. Our 97.9 percent enrollee 
retention rate and our 94 percent enrollee satisfaction rate are clear endorsements of our 
high quality service levels, our expertise and our many years of experience. 


Delta Dental has earned a solid reputation as a full-service dental health care 
administrator, underwriter and claims processor by consistently delivering excellent, 
cost-effective services while maintaining a strong financial position. Our enterprise 
added more than two million new enrollees in 2015. Our general reserves – more than 
$906 million – are more than adequate to meet our obligations and regulatory guidelines. 
We also have one of the industry’s highest ratios of net worth to incurred risk dental 
claims and a longstanding reputation for the integrity of our financial management. In 
July 2016, A.M. Best Company affirmed a the financial strength rating of A (Excellent) 
with a “stable” outlook for both Delta Dental Insurance Company and Delta Dental of 
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California, our parent organization. The figures reported in Delta Dental Insurance 
Company’s financial statements and those of our parent company, Delta Dental of 
California, confirm our strong financial position and validate our financial solvency. The 
following are highlights from Delta Dental’s most recent audited, consolidated financial 
statements for the period ending December 31, 2015: 


 Administrative expenses were 11% of our total revenues. 
 Cash and cash equivalents and marketaable securities totaled more than $1.6 billion, 71% 


of total assets. 
 The ratio of total liabilities to total assets was 1:1.70. 
 Our 2015 financial results exceeded 2014, with a 13% increase in general reserves. 


In 2015, our enterprise processed nearly 44.7 million claims for our combined programs 
with an accuracy rate of 99.5 percent, saving a record $4.4 billion for our customers, 
almost 25 percent of the dollar amount submitted for payment. We provide this 
information to assure the DHCFP that selecting Delta Dental means choosing a 
financially sound and well-managed company. 


Delta Dental has a diverse list of clients, both small and large, with whom we partner to 
provide dental services. Our clients include large private enterprise employee benefit 
programs, state and federal government programs serving children and adults. For 
example: 


 Under our State of California Department of Personnel Administration account, Delta 
Dental provides dental benefits to more than 537,000 State employees, retirees and 
eligible family members. 


 Delta Dental’s commercial client list, which includes more than 10,000 groups covering 
16.4 million PPO and Premier enrollees and more than 2.1 million DHMO enrollees 
nationwide, continues to grow. We and our subsidiaries offer a spectrum of arrangements 
to meet the varied needs of our clients, from administrative services-only products to 
fully insured dental plans, including traditional indemnity fee-for-service and managed 
care dental plans. 


 The U.S. Department of Defense contracts with Delta Dental’s Federal Government 
Programs to administer the TRICARE Retiree Dental Program (TRDP) with 1.5 million 
covered lives nationwide. 


Our corporate charter includes expanding dental care availability to previously uninsured 
populations, a goal we strive to achieve through the programs we offer. Our commitment 
to improved oral health is expressed not only through the programs we administer but 
also through our philanthropic entities, the Delta Dental Community Care Foundation and 
our Health, Education and Research Fund. In 2015, Delta Dental contributed more than $4 
million in cash and services across the nation through these entities, providing support 
to community health programs, dental scholarships and dental-related research, and 
assisting dental schools with worthy projects. The Delta Dental Community Care 
Foundation awarded $80,000 to eight Nevada dental clinics in 2016, grants designed to 
help improve the oral health of underserved children and adults, particularly in rural 
locations where access to dental care may be limited. 
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As the face of Denti-Cal outreach since 1991, Delta Dental staff have worked closely with 
schools, social service agencies and other entities that influence the improvement of 
dental health care in underserved areas. Delta Dental works tirelessly to educate the 
public about the importance of oral health and to secure funding to increase dental clinic 
resources and facilities in those areas. Our outreach efforts are supported by established 
liaisons with dental providers, dental schools, educational institutions and professional 
associations. Activities range from participation in health fairs and school-based 
programs to teaming with organizations – such as the American Academy of Pediatric 
Dentistry and local dental associations – that can disseminate information to those with 
direct access to Denti-Cal beneficiaries. 


Delta Dental has many years of experience in underwriting dental benefits, taking on 
reasonable risk in a win-win partnership with our customers. In addition, we have 
managed the Denti-Cal program’s multi-billion dollar Pure Premium Fund conservatively 
and effectively, consistently exercising fiscal prudence and successfully preserving the 
fund’s capital, even during challenging economic periods. In all the audits of the Pure 
Premium Fund, there have never been any negative findings. 


In January 2013, DHCS began efforts to transition approximately 875,000 children from 
California’s CHIP program, known as Healthy Families, into the Medicaid program (Medi-
Cal). The transition was implemented in phases over the course of one year. This 
transition involved one of the largest numbers of individuals ever transferred from a 
single program into the Denti-Cal program. While some children transitioned into Medi-
Cal managed care dental plans, Delta Dental oversaw the integration of more than 
680,000 children into the Denti-Cal program. We successfully executed an 
implementation plan for each phase, conducting extensive provider outreach efforts and 
closely monitoring provider enrollment to minimize disruption in services and maintain 
adequate provider networks to ensure ongoing access to care. 


California Healthy Families 


Delta Dental provided dental coverage for the California Healthy Families program from 
its inception in July 1998. Delta Dental was selected in part because of our capability to 
rapidly recruit a network of highly qualified dentists and specialists well within the 
mandated patient-to-dentist ratio, even in underserved and rural areas. We implemented 
the program two months after contract award, and it was extremely successful from the 
outset. We originally implemented the Healthy Families provider network by recruiting 
3,768 providers in 1998. Our provider network grew over the life of the contract to over 
9,000 dental providers. 


A fully insured, at-risk statewide CHIP administered by the State of California’s Managed 
Risk Medical Insurance Board (MRMIB), the program eventually offered enrollees a 
choice of six dental plans statewide. Throughout the 16 years that Delta Dental served as 
a dental plan for the program, Healthy Families participants selected Delta Dental more 
often than any of the other dental plans. The program was merged into the Medi-Cal as 
part of California’s implementation of the Affordable Care Act (ACA). Healthy Families 
was terminated by the State of California on January 31, 2014 and its members were 
transitioned into the Medi-Cal program. When the State announced that the program 
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would end, Delta Dental’s plan enrolled 247,519 children, nearly 43% of the statewide 
CHIP population. Our Healthy Families contract ended as a result of the transition of 
Healthy Families enrollees to the Medi-Cal program. 


During our long tenure with the Healthy Families program, Delta Dental consistently met 
or exceeded all service standards. California’s final annual Healthy Families survey 
clearly reflected Delta Dental’s success in meeting the needs of children enrolled in the 
program. Of the six available plans, Delta Dental received the highest score in customer 
satisfaction – 85.5% – while the average score for all six plans was only 71.1%. 


Utah Medicaid Dental Services 


Delta Dental serves more than 54,000 participants in our Utah Medicaid Dental Services 
program, which began on September 1, 2013. We are in our third year of operations, with 
responsibility for underwriting and program administration. Our operations 
responsibilities include executive oversight, member services, provider services, 
network management, dental management, quality assurance and utilization review, 
complaint and grievance resolution, management information systems, accounting and 
budgeting and program administration. We implemented this contract in a timely, 
thorough manner and worked closely with our customer, the Utah Department of Health, 
to address and resolve issues. 


Delta Dental implemented a provider network at Go-Live that provided a dental home to 
each participant with a provider-to-participant ratio of 1:170. Through analysis of the 
network to identify potential access issues and continued targeted recruiting, Delta 
Dental increased the provider network by 4% in the first year of the contract. All 
participants have a dental home primary care dentist, either by choice or assignment. 


Other CHIP-Like Programs 


Delta Dental also administers the following four county and regional government-based 
CHIP-like programs. These programs serve approximately 1,830 children who are not 
eligible for other government dental programs. Each program covers preventive, basic 
restorative and major restorative services. 


 San Mateo County Healthy Kids – Covers children of families who do not have access 
to employer-sponsored health insurance. 


 San Diego Neighborhood House Association – Covers Head Start-enrolled children 
through age 5. 


 San Francisco County Healthy Kids – Covers children ages 0–18 who are uninsured 
and ineligible for Denti-Cal. 


 Partnership Health Plan of California – Covers uninsured children up to their 19th 
birthday in families with income up to 300% of the Federal Poverty Level and 
uninsured children who are not full-scope Medicaid eligible and do not have share-of-
cost Medicaid. 
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Delta Dental provides the following services for the above dental plans: participant and 
provider Call Center, claims adjudication, quality management and quality improvement, 
member and provider services, credentialing, network analysis, provider directories, 
finance and accounting, contract administration, data collection and reporting and/or 
data center operations. 


2.1.11 FINANCIAL INFORMATION (SECTION 6) 


4.1.11 Financial information and documentation to be included in Part III, 


Confidential Financial Information of vendor’s response in accordance with 


Section 9.5, Part III – Confidential Financial Information.  


 


4.1.11.1 Dun and Bradstreet Number  


 


4.1.11.2 Federal Tax Identification Number 


 


4.1.11.3 The last two (2) years and current year interim: 


 


A.  Profit and Loss Statement  


B.  Balance Statement 


As requested in RFP Section 9.7, financial information and documentation is included in 
Section 6, Confidential Financial Information. 


2.2 VENDOR INFORMATION SHEET FOR RFP 3290 


9.3.1 Vendor information 


 


Vendors must complete and submit a company profile Vendor Information 


Sheet. 


Delta Dental’s Vendor Information Sheet is presented on the following pages. 
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VENDOR INFORMATION SHEET FOR RFP 3290 


 


Vendor Must: 


 


A) Provide all requested information in the space provided next to each numbered question.  


The information provided in Sections V1 through V6 will be used for development of the 


contract; 
 


B) Type or print responses; and 
 


C) Include this Vendor Information Sheet in Tab III of the Technical Proposal. 
 


V1 Company Name Delta Dental Insurance Company 


 


V2 Street Address 11155 International Drive 


 


V3 City, State, ZIP Rancho Cordova, CA  95670 


 


V4 
Telephone Number 


Area Code:  916 Number:  861-2320 Extension:   


 


V5 
Facsimile Number 


Area Code:  916   Number:  631-0574 Extension:   


 


V6 
Toll Free Number 


Area Code:   Number:   Extension:   


 


V7 


Contact Person for Questions / Contract Negotiations, 


including address if different than above 


Name: Joseph Ruiz 


Title: Group Vice President Government Programs 


Address: 11155 International Drive, Rancho Cordova, CA 95670 


Email Address: JRuiz@delta.org 


 


V8 
Telephone Number for Contact Person 


Area Code:  916 Number:  861-2320 Extension:   


 


V9 
Facsimile Number for Contact Person 


Area Code:  916 Number:  631-0574 Extension:   


 


V10 Name of Individual Authorized to Bind the Organization 
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2.3 BUSINESS REFERENCES 


4.3 BUSINESS REFERENCES 


 


4.3.1 Vendors should provide a minimum of three (3) business references 


from similar projects performed for private, state and/or large local government 


clients within the last three (3) years. 


 


4.3.2 Vendors must provide the following information for every business 


reference provided by the vendor and/or subcontractor: 


 


The “Company Name” must be the name of the proposing vendor or the 


vendor’s proposed subcontractor.   


 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to 


the business references that are identified in Section 4.3.2.   


 


4.3.4 The company identified as the business references must submit the 


Reference Questionnaire directly to the Purchasing Division.  


 


4.3.5 It is the vendor’s responsibility to ensure that completed forms are 


received by the Purchasing Division on or before the deadline as specified in 


Section 8, RFP Timeline for inclusion in the evaluation process.  Reference 


Questionnaires not received, or not complete, may adversely affect the 


vendor’s score in the evaluation process.   


 


4.3.6 The State reserves the right to contact and verify any and all 


references listed regarding the quality and degree of satisfaction for such 


performance. 


In this section, Delta Dental has provided eight business references from similar projects 
performed for private, state and/or large local government clients within the last three 
years. For each of these business references, we have provided all RFP-required 
information. 


The business references we have provided are as follows: 


 TriCare Retiree Dental Program (TRDP) 
 Veterans Affairs Dental Insurance Program (VADIP) 
 Federal Employees Dental Program (FEDP) 
 American Casino & Entertainment Properties 
 Southwest Gas 
 Pinnacle Entertainment Inc. 
 Utah Medicaid Dental Services Program 
 California Medi-Cal Dental Program (Denti-Cal) 
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We also have submitted Attachment F, Reference Questionnaire to each of the business 
references we have identified. We understand and acknowledge that each of these eight 
business references must submit the Reference Questionnaire directly to the Purchasing 
Division. We also understand and acknowledge that it is Delta Dental’s responsibility to 
ensure that all completed forms are received by the Purchasing Division on or before the 
deadline as specified in RFP Section 8, RFP Timeline, for inclusion in the evaluation 
process. We understand and acknowledge that Reference Questionnaires not received, 
or not complete, may adversely affect our score in the evaluation process. 


We understand and acknowledge that the State reserves the right to contact and verify 
any and all of our references regarding the quality of, and degree of satisfaction with, our 
performance. 
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TriCare Retiree Dental Program (TRDP) 


Reference #: 1 


Company Name: Delta Dental 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: TriCare Retiree Dental Program (TRDP) 


 


  


  


  


  


  


   


 


  


  


  


  


  


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



Confidential







Confidential
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Veterans Affairs Dental Insurance Program (VADIP) 


Reference #: 2 


Company Name: Delta Dental 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Veterans Affairs Dental Insurance Program (VADIP) 


 


  


  


  


  


  


   


 


  


  


  


  


  


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


; 


 


 


 


 


 


 


 



Confidential







  


 


  


  
 


 


 


  


  


  


  


 


 


 


 


 


 


 


 


 


 



Confidential
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Federal Employees Dental Program (FEDP) 


Reference #: 3 


Company Name: Delta Dental 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Federal Employees Dental Program (FEDP) 


 


  


  


 


 


  


  


   


 


  


  


  


  


  


  


 


 


 


 


 


 


 


 


 


   


 


 


 


 


 


 


 


 


 


 


 


 


; 



Confidential
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Confidential







Confidential
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Southwest Gas 


Reference #: 5 


Company Name: Delta Dental 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Southwest Gas 


 


  


  


  


  


  


   


 


  


  


  


  


  


  


 


 


 


 


 


 


 


 


  


  


  


  


 


 


 


 


 


 


 


 


 


 



Confidential







Confidential







Confidential
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California Medi-Cal Dental Program (Denti-Cal) 


Reference #: 8 


Company Name: Delta Dental 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: California Medi-Cal Dental Program (Denti-Cal) 
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2.4 STAFF RESUMES 


4.4 VENDOR STAFF RESUMES  


 


A resume must be completed for each proposed key personnel responsible for 


performance under any contract resulting from this RFP per Attachment G, 


Proposed Staff Resume. 


In this section, Delta Dental has provided a resume for each of seven proposed key 
personnel who will be responsible for performance under any Nevada DBA contract that 
results from this RFP. Each of the seven resumes has been completed using the RFP-
required form, Attachment G, Proposed Staff Resume. Our remaining key Nevada DBA 
positions will be filled following contract award; at which time we will submit a 
completed Attachment G for each additional key personnel we propose. 


The seven proposed key personnel whose resumes we have provided below include: 


 Joseph F. Ruiz 
 Doug Konovaloff 
 Catherine Lackey 
 Diane Silva 
 Darlene Gillespie 
 Marti White 
 Clay Shomaker 
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2.5 SUBCONTRACTOR INFORMATION 


4.2.1 Does this proposal include the use of subcontractors? 


Does this proposal include the use of subcontractors? 


Yes  No X 


 


If “Yes”, vendor must: 


 


4.2.1.1 Identify specific subcontractors and the specific requirements of this 


RFP for which each proposed subcontractor will perform services. 


 


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


 


A.  Describe the relevant contractual arrangements; 


 


B.  Describe how the work of any subcontractor(s) will be supervised, 


channels of communication will be maintained and compliance with contract 


terms assured; and 


 


C.  Describe your previous experience with subcontractor(s). 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized 


for: 


 


A.  Selecting and qualifying appropriate subcontractors for the 


project/contract; 


 


B.  Ensuring subcontractor compliance with the overall performance 


objectives for the project;  


 


C.  Ensuring that subcontractor deliverables meet the quality objectives 


of the project/contract; and 


 


D.  Providing proof of payment to any subcontractor(s) used for this 


project/contract, if requested by the State.  Proposal should include a plan by 


which, at the State’s request, the State will be notified of such payments. 


 


4.2.1.4 Provide the same information for any proposed subcontractors as 


requested in Section 4.1, Vendor Information. 


 


4.2.1.5 Business references as specified in Section 4.3, Business References 


must be provided for any proposed subcontractors. 
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4.2.1.6 Vendor shall not allow any subcontractor to commence work until all 


insurance required of the subcontractor is provided to the vendor. 


 


4.2.1.7 Vendor must notify the using agency of the intended use of any 


subcontractors not identified within their original proposal and provide the 


information originally requested in the RFP in Section 4.2, Subcontractor 


Information.  The vendor must receive agency approval prior to subcontractor 


commencing work. 


Delta Dental does not intend to use subcontractors to provide any of the services identified 
in the RFP. 
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		Company Background







4.1	VENDOR INFORMATION

4.1.1	Vendors must provide a company profile in the table format below.

		Question

		Response



		Company name:

		UnitedHealthcare Insurance Company (UHIC)



		Ownership (sole proprietor, partnership, etc.):

		Publicly held for-profit corporation



		State of incorporation:

		Illinois



		Date of incorporation:

		1972



		# of years in business:

		44



		List of top officers:

		Stephen J. Hemsley

Chief Executive Officer

UnitedHealth Group



David S. Wichmann

Office of the Chief Executive

President and Chief Financial Officer

UnitedHealth Group



Larry C. Renfro

Office of the Chief Executive Vice Chairman 

UnitedHealth Group

Chief Executive Officer

Optum



Marianne D. Short

Office of the Chief Executive

Executive Vice President

Chief Legal Officer

UnitedHealth Group



D. Ellen Wilson

Office of the Chief Executive

Executive Vice President

Human Capital 

UnitedHealth Group



Edson Bueno, M.D. 

Chief Executive Officer

Amil

Director

UnitedHealth Group



Cory B. Alexander

Executive Vice President 

External Affairs

UnitedHealth Group



Terry Clark

Senior Vice President 

Marketing & Brand

UnitedHealth Group



Dirk McMahon

Executive Vice President, 

Enterprise Operations

UnitedHealth Group



Richard Migliori, M.D.

Executive Vice President, Medical Affairs and Chief Medical Officer UnitedHealth Group



William A. Munsell

Executive Vice President 

UnitedHealth Group



Don Nathan

Senior Vice President and 

Chief Communications Officer 

UnitedHealth Group



John S. Penshorn

Senior Vice President, 

UnitedHealth Group



Jeannine M. Rivet

Executive Vice President

UnitedHealth Group



Tom Roos

Senior Vice President and Chief Accounting Officer

UnitedHealth Group



Anthony Welters

Executive Vice President

UnitedHealth Group



		Location of company headquarters:

		Hartford, Connecticut



		Location(s) of the company offices:

		Hartford, Connecticut

Las Vegas, Nevada



		Location(s) of the office that will provide the services described in this RFP:

		Las Vegas, Nevada

Columbia, Maryland

Menomonee Falls, Wisconsin



		Number of employees locally with the expertise to support the requirements identified in this RFP:

		5



		Number of employees nationally with the expertise to support the requirements in this RFP:

		20



		Location(s) from which employees will be assigned for this project:

		Las Vegas, Nevada

Columbia, Maryland

Menomonee Falls, Wisconsin







4.1.2	Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the State of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015.

Noted.

4.1.3	The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http://nvsos.gov.

		Question

		Response



		Nevada Business License Number:

		#654 

Primer #: I 1749



		Legal Entity Name:

		UnitedHealthcare Insurance Company







Is “Legal Entity Name” the same name as vendor is doing business as?

		Yes

		X

		No

		







If “No”, provide explanation.

This is not applicable.

4.1.4	Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed non-responsive.

Noted.

4.1.5	Has the vendor ever been engaged under contract by any State of Nevada agency?  

		Yes

		X

		No

		







We do not currently have any dental contracts with the State of Nevada; however, the Health Plan of Nevada has provided Medicaid services in Nevada since 1997 with the proper licensure. We have a current Certificate of Authority authorizing us to do business in the State of Nevada as a health maintenance organization (HMO), which meets the licensing requirements of this RFP.

If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can be duplicated for each contract being identified.



		Question

		Response



		Name of State agency:

		Nevada Department of Health and Human Services, Division of Health Care Financing and Policy



		State agency contact name:

		Tammy Ritter



		Dates when services were performed:

		1997-Present



		Type of duties performed:

		Medicaid and Nevada Check Up Services



		Total dollar value of the contract:

		$2,627,429,276







4.1.6	Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?

		Yes

		

		No

		X







If “Yes”, please explain when the employee is planning to render services, while on annual leave, compensatory time, or on their own time?

If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any person who has been an employee of an agency of the State of Nevada within the past two (2) years, and if such person will be performing or producing the services which you will be contracted to provide under this contract, you must disclose the identity of each such person in your response to this RFP, and specify the services that each person will be expected to perform.

To the best of our knowledge we do not currently employ any persons who are currently an employee of an agency of the State of Nevada within the past two years.

Our subsidiary company, the Health Plan of Nevada, has four employees who have been employees of an agency of the State of Nevada within the past two years. These employees are:

Shawna DeRousse worked for the state of Nevada, Silver State Health Insurance Exchange from February 2012 through January 2015. In this capacity, Ms. DeRousse was responsible for the creation and program management of Nevada Health Link. She was also responsible for compliance with applicable state and federal laws, working with Nevada’s Department of Health and Human Services. Ms. DeRousse has been employed by HPN since February 2015 as a senior project manager for the commercial insurance business and the Medicaid compliance officer since July 2016. Approval to hire Ms. DeRousse in this capacity was received from DHCFP July 8, 2016.

Elizabeth Gallion worked for the Southern Nevada Adult Mental Health Hospital from July 2014 to April 2016 as a mental health advocate. Ms. Gallion has been employed by HPN since May 2016 as a care advocate, assisting members with referrals.

Cynthia Shaffer worked for the state of Nevada, Department of Business & Industry, and Division of Insurance from August 2015 to January 2016. Ms. Shaffer then began working for HPN as a project coordinator in our behavioral health department assisting with hospital discharges.

Teresa Shepard worked at the state of Nevada at Rawson Neal Psychiatric Hospital from February 2016-April 2016. Ms. Shepard started work at HPN as an RN in our disease management program April 18, 2016.

4.1.7	Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed.

Does any of the above apply to your company?

		Yes

		X

		No

		







If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified.

		Question

		Response



		Date of alleged contract failure or breach:

		We are involved in the types of legal actions that arise in the normal course of business. Based on available information, including consultation with our attorneys, we are confident that any liability that may ultimately arise from these actions will not materially affect our consolidated financial position, operational status, cash flow, or business prospects. Any material litigation or legal actions are disclosed in our financial statements available on the UnitedHealth Group website: www.unitedhealthgroup.com. 

None of our customers have terminated as the result of our default in the past five years. Contractual arrangements with our customers are confidential during the agreement period, as well as following termination.



		Parties involved:

		



		Description of the contract failure, contract breach, or litigation, including the products or services involved:

		



		Amount in controversy:

		



		Resolution or current status of the dispute:

		



		If the matter has resulted in a court case:

		Court

		Case Number



		

		

		



		Status of the litigation:

		





		

4.1.8	Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3290  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.

		Yes

		X

		No

		







Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations. 

Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 3290.

4.1.9	Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.

UHIC is a wholly owned subsidiary of UnitedHealth Group Incorporated (UnitedHealth Group). UnitedHealth Group is a publicly held company whose common stock is traded on the New York Stock Exchange as UNH.

UnitedHealth Group has its registered and principal executive offices at UnitedHealth Group Center, 9900 Bren Road East, Minnetonka, MN 55343.

UnitedHealth Group Incorporated (UnitedHealth Group) was incorporated in Minnesota as Charter Med Incorporated on January 25, 1977. Charter Med changed its name to United HealthCare Corporation in 1979 and to UnitedHealth Group in 1998.

UnitedHealth Group Incorporated was reincorporated in Delaware on July 1, 2015.

We confirm we have the organizational, administrative capacity and required licenses to provide the services outlined in the Project Description and Scope of Work in the State of Nevada Medicaid Dental Program RFP# 3290.

Leveraging current program expertise with the financial strength of UnitedHealth Group, UnitedHealthcare will be a strong partner to the Nevada Medicaid Dental Benefit Program (the State) We share a commitment to accountability – establishing dental homes, improving member and provider outcomes and experiences through outreach and technology, and creating a shared environment in which Nevada will have visibility into our operational and financial performance. We have been recognized nationally for our organization's strength, commitment to improving health and commitment to the communities in which we operate. 

It is our intent to build a successful partnership with the State of Nevada Medicaid Dental Program. Because we recognize the importance of listening to the State and being responsive to your needs, we will provide an account management team that is located in Nevada and specifically dedicated to the State of Nevada Medicaid Dental Program and its implementation and ongoing administration.  This team will consist of experienced benefit management professionals committed to meeting the needs of the State of Nevada’s Medicaid program, inclusive of any special programmatic or network requirements that may arise.  Additionally, we will develop specific protocols that will ensure that all project deadlines are met.

In addition to our experienced team, we have also created specific alignments to supply enhanced services that work in tandem with our internal expertise to create a stronger infrastructure for our clients. As required, we have entered into a written subcontract with Scion Dental, Inc. (Scion) who will provide their state of the art information technology and Medicaid expertise.  The owners of Scion Dental, Inc. are industry pioneers in improving government program dental management.  Scion’s Enterprise System technology platform is woven throughout all of UnitedHealthcare Dental’s workflow and processes, connecting Providers, Members, and our state agency clients in a single, real-time environment. 

This contract fulfills the requirements of 42 CFR 438.230 that are appropriate to the service or activity delegated under this Agreement. As requested, we will make available all subcontracts for inspection by the State upon request for the State's prior approval. As the prime contractor, we also confirm that we will be wholly responsible for performance of the entire contract.

NEVADA EXPERIENCE

We bring extensive experience to the State, as outlined in Attachment 3A2 Nevada State Experience Snapshot.  

NATIONAL EXPERIENCE

As one of the largest Medicaid and CHIP dental administrators in the country, we have extensive experience managing Medicaid, CHIP and Family Health plans with all categories of Medicaid membership, including long term care and special needs members.

UnitedHealthcare currently administers Medicaid and or CHIP programs in the following states: New York, New Jersey, Pennsylvania, Florida, Louisiana, Delaware, Texas, New Mexico, Arizona, Wisconsin, Kansas, Michigan, and Massachusetts. 

Additionally, we administer DSNP Medicare plans in the following states: New York, Pennsylvania, Tennessee, Georgia, The District of Columbia, Florida, Texas, New Mexico, Ohio, Wisconsin, Arizona, Washington, and Hawaii. 

Please see the chart below*: 

		Medicaid/CHIP/FHP

		Medicare DSNP                       



		AHCCCS AZ – 452,511

		AHCCCS AZ – 39,535



		Florida – 313,124

		Florida – 32,927



		Texas – 83,367

		Texas – 58,835



		New Mexico – 85,392

		New Mexico – 10,938



		Pennsylvania – 258,649

		Pennsylvania -  2,076



		Wisconsin – 45,507

		Wisconsin – 8,493



		New York – 531,974

		New York  - 29,042



		Delaware - 61,796

		Oxford - 80,676



		HealthNet AZ - 62,302

		Tennessee - 43,735



		AZ LTC - 9,857

		Georgia - 6,542



		Louisiana - 54,041

		Ohio - 5,892



		Mississippi - 285,649

		CIP (12 states) - 334,080



		Massachusetts - 16,379

		Hawaii - 12,549



		Michigan - 72,605

		Washington DC - 3,697



		Rhode Island - 90,705

		Washington - 11,544



		New Jersey - 487,495



		Kansas - 128,351







*Membership is from Spring 2016

Although each state program has unique features, collectively they are substantially similar to the medically necessary covered services and program requirements of the Nevada Medicaid dental program. The creation of dental homes, servicing of diverse member and provider populations and the managing of annual maximums are shared core competencies. We will accommodate the unique needs of the diverse population in Nevada through member communication using many different methods (telephone, online, community-based programs, etc.) translation services, and focused contracting with providers who can accommodate diverse and special needs. 

In all states, we develop critical member and provider outreach components designed to improve member education, create early dental interventions, and increase provider awareness and participation. These actions elevate the overall health status of program participants, and are demonstrated assets that we will continue to bring to the Nevada dental program.

As we have done for each of our clients, we have developed a program specific to the needs and requirements of the State of Nevada and its Medicaid Enrollees. This commitment to coordinated care and service, provider network development, utilization management and plan flexibility offers each of our clients the ability to honor their sincere commitment to provide critical dental care to their vulnerable Medicaid population and simultaneously meet their practical goal to effectively manage costs.

OVERVIEW OF PROPOSED NEVADA MEDICAID PLAN

UnitedHealthcare will be an exceptional community partner. By leveraging the expertise that we have acquired through the provision of patient services, best practice research, development of critical partnerships and sound health policy with the financial strength of UnitedHealth Group, UnitedHealthcare will be able to support the State of Nevada’s commitment to provide critical Early, Periodic, Screening, Diagnosis and Treatment (EPSDT)  services to its Medicaid population.  

PROVIDER NETWORK

Through persistent and thoughtful recruitment and accreditation we anticipate adding 926 qualified and committed providers who will provide services to Medicaid Enrollees Nevada. To build an adequate Medicaid network we are also offering provider incentives in strategic urban and rural access areas.

Access, professional expertise and cultural competency will be a critical part of your Medicaid Enrollee’s experience.  We will provide ongoing training as requested in the RFP requirements to ensure that our providers and their staff will have access to continued best practice treatment protocols that will enable them to provide services to all identified enrollees including, children with special needs and pregnant women.  

ADMINISTRATIVE AND BENEFIT SUPPORT

Compassionate and well trained customer support staff supported by our innovative technology provides the foundation for exceptional administrative and benefit services. Our customer representatives will be trained in your benefit plan and will be available to provide support to both enrollees, and providers. 

UTILIZATION MANAGEMENT 

Our utilization management program will not only provide quality dental services; it will also ensure that the State of Nevada continues to meet its commitment to wisely manage its financial resources.

UnitedHealthcare uses our proprietary Appropriate Care Criteria to ensure appropriate utilization and quality of services for members participating in the Nevada Medicaid Dental Program. Our guidelines are consistent with the requirements in the Nevada Dental Practice Act’s requirements, Nevada State Board of Dental Examiners rules, and national guidelines from the American Dental Association (ADA) and the American Academy of Pediatric Dentistry (AAPD). 

Our Authorization Guidelines are algorithms programmed into the Enterprise System our software platform, which ensures consistent medical necessity authorization determinations and can be customized for different providers as an incentive for good utilization patterns. The algorithms present the clinical criteria in a decision tree format that is clear, easy to understand and transparent to the providers and review staff.

FRAUD AND ABUSE PROGRAM 

UnitedHealthcare has an established and comprehensive Fraud and Abuse program that has demonstrated results in detecting, combating and preventing aberrant billing and treatment patterns, recovering overpayments and minimizing the cost impacts of provider fraud, waste and abuse. With extensive early intervention and remediation efforts, potential issues will be resolved before reaching the need for this program. The Fraud and Abuse program addresses all aspects of the fraud, waste and abuse continuum to control unnecessary and inappropriate costs. The continuum of aberrant provider behavior includes outright fraud and abuse, which is evidenced by inappropriate practices that result in unnecessary costs and over-treatment.

CASE MANAGEMENT

Our Case Management protocols embrace a multidisciplinary approach which utilizes our software technology and well trained, compassionate human capital to coordinate care and service across the spectrum of the health care delivery system.  For enrollees that are identified as needing case management, our customer care advocates will make referrals and coordinate services with providers and identified guardians, care givers, community service organizations, and assigned case managers.

4.1.10	Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.

UnitedHealthcare is one of the largest administrators of Medicaid, CHIP, Family Health, and commercial dental benefits in the country and has over 30 years of experience administering dental programs to almost 10 million members. We are among the top 10 carriers who cover 80 percent of all dental enrollees. We work with employer groups, health plans, state and local government organizations, insurance companies and third party administrators offering a variety of dental plans.

4.1.11	Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial Information. 

Noted.

4.1.11.1 Dun and Bradstreet Number

We consider Dun & Bradstreet, their ratings, and your request with high regard. However, Dun & Bradstreet’s rating methodology is designed to evaluate the credit-worthiness of small businesses. As such, we do not currently maintain Dun & Bradstreet ratings due to the size of our organization. The ratings that we do maintain provide a more accurate and comprehensive picture of our financial strength. We are happy to provide and discuss the details of those ratings. 

4.1.11.2 Federal Tax Identification Number

The tax identification number for UnitedHealthcare Insurance Company is 36-2739571.

4.1.11.3 The last two (2) years and current year interim:

A. 	Profit and Loss Statement 

B. 	Balance Statement

Confirmed. Please see Attachment 6C. 
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Financial Investment 
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January 13, 2017

***NOTICE OF AWARD***

A Notice of Award discloses the selected vendor(s) and the intended contract terms resulting from a

State issued solicitation document.  Contract for the services of an independent contractor do not 

become effective unless and until approved by the Board of Examiners.


		RFP/BID:

		3290





		For:

		Dental Benefits Administrator





		Vendor:

		Delta Dental Insurance Company





		Term:

		July 1, 2017 through  June 30, 2021 (4 years) 





		Awarded Amount:

		$404,496,327.00





		Using Agency:

		Department of Health and Human Services, Division of Health Care Finance and Policy





************************************************************************************


This Notice of Award has been posted in the following locations:


		State Library and Archives

		100 N. Stewart Street

		Carson City



		State Purchasing

		515 E. Musser Street

		Carson City



		Health and Human Services

		1100 E. William Street

		Carson City





Pursuant to NRS 333.370, any unsuccessful proposer may file a Notice of Appeal


 within 10 days after the date of this Notice of Award.


NOTE:  This notice shall remain posted until January 23, 2017

Revised as of 10/05/11






SECTION 4


REDACTED TECHNICAL PROPOSAL
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SECTION 4: REDACTED TECHNICAL PROPOSAL 
 
9.5.1 As a potential contractor of a public entity, vendors are advised that full disclosure is required by law. 


 
9.5.2 Vendors are required to submit written documentation in accordance with Attachment A, Confidentiality and Certification 
of Indemnification demonstrating the material within the proposal marked “confidential” conforms to NRS §333.333, which 
states “Only specific parts of the proposal may be labeled a “trade secret” as defined in NRS §600A.030(5)”.  Not conforming to 
these requirements will cause your proposal to be deemed non-compliant and will not be accepted by the State of Nevada. 


 
9.5.3 Vendors acknowledge that material not marked as “confidential” will become public record upon contract award. 


 
9.5.4 It is the vendor’s responsibility to act in protection of the labeled information and agree to defend and indemnify the 
State of Nevada for honoring such designation. 


 
9.5.5 Failure to label any information that is released by the State shall constitute a complete waiver of any and all claims for 
damages caused by release of said information. 


 
9.5.6 Vendors only need to submit Section 4: Redacted Technical Proposal if the Technical Proposal includes confidential 
technical information (Refer to Attachment A, Confidentiality and Certification of Indemnification).  If there is no confidential 
information, nothing needs to be submitted for this section. 


 
9.5.7 Vendors must follow the same layout and content requirements for the Redacted Technical Proposal as for the Technical 
Proposal. 
 
Vendor confirms it has complied with all instructions outlined in RFP Section 9.5 for its Redacted 
Technical Proposal.  
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Part IA – Redacted Technical Proposal 


 


 


 
RFP Title: Dental Benefits Administrator 
RFP: 3290 
Vendor Name: LIBERTY Dental Plan of Nevada, Inc. 
Address: 6385 South Rainbow Boulevard 


Suite 200 
Las Vegas, NV 89118 


Proposal Opening 
Date: 


December 15, 2016 


Proposal Opening 
Time: 


2:00 PM 
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9.2.1.1.C.1: Signature Page 
The signature page from all amendments with an original signature by an individual 
authorized to bind the organization.  Please do not include the entire amendment. 
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Amendment	1	–	Signature	Page 
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Amendment	2	–	Signature	Page 
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Amendment	3	–	Signature	Page 
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9.2.1.1.C.2: Attachment A:  Confidentiality and Certification of Indemnification 
Attachment A:  Confidentiality and Certification of Indemnification with an original 
signature by an individual authorized to bind the organization. 
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9.2.1.1.C.3: Attachment B: Technical Proposal Certification of Compliance with 
Terms and Conditions of RFP 


Attachment B with an original signature by an individual authorized to bind the 
organization must be included in this section. If the exception and/or assumption 
require a change in the terms or wording of any section of the RFP, the contract, or any 
incorporated documents, vendors must provide the specific language that is being 
proposed on Attachment B. 


Only technical exceptions and/or assumptions should be identified on Attachment B. 
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9.2.1.1.D: Attachment C: Vendor Certifications 
Attachment C:  Vendor Certifications with an original signature by an individual 
authorized to bind the organization. Copies of applicable certifications and licenses. 
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Attachment J: Certification Regarding Lobbying 
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SECTION 2: COMPANY INFORMATION 
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9.3.1 Vendor information 
Vendors must complete and submit a company profile Vendor Information Sheet. 


A completed Vendor Information Sheet is provided on the following page.  
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VENDOR INFORMATION SHEET 
V1 Company Name LIBERTY Dental Plan of Nevada, Inc. 


 


V2 Street Address 6385 South Rainbow Boulevard, Suite 200 
 


V3 City, State, ZIP Las Vegas, NV 89118 
 


V4 
Telephone Number 


Area Code:  888 Number:  401-1128 Extension:  
 


V5 
Facsimile Number 


Area Code:  888 Number: 401-1129   Extension:   
 


V6 
Toll Free Number 


Area Code:  888 Number:  401-1128 Extension:  
 


V7 


Contact Person for Questions / Contract Negotiations, 
including address if different than above 


Name:  John Carvelli 
Title:  Executive Vice President 
Address: 340 Irvine, Suite 100, Irvine, CA 92602 


Email Address: jcarvelli@libertydentalplan.com  
 


V8 
Telephone Number for Contact Person 


Area Code:  888 Number:  273-2997 Extension:  202 
 


V9 
Facsimile Number for Contact Person 


Area Code:  949 Number:  270-0106 Extension:   
 


V10 
Name of Individual Authorized to Bind the Organization 


Name: John Carvelli Title:  Executive Vice President 
 


V11 
Signature (Individual must be legally authorized to bind the vendor per NRS 333.337) 


Signature: Date: 
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9.3.1.1 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to 
the laws of another state must register with the State of Nevada, Secretary of State’s 
Office as a foreign corporation before a contract can be executed between the State 
of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 


9.3.1.2 If proposing to perform services in Nevada, the selected vendor, prior to doing 
business in the State of Nevada, must be appropriately licensed by the State of 
Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the 
Nevada Business License can be located at http://sos.state.nv.us. 


9.3.1.3 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


9.3.1.4 If you employ (a) any person who is a current employee of an agency of the 
State of Nevada, or (b) any person who has been an employee of an agency of the 
State of Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this contract, you 
must disclose the identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 


9.3.1.5 Any exceptions and/or assumptions to the insurance requirements must be 
identified on Attachment B, Technical Proposal Certification of Compliance with Terms 
and Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration 
as part of the evaluation process; however, vendors must be specific.  If vendors do not 
specify any exceptions and/or assumptions at time of proposal submission, the State will 
not consider any additional exceptions and/or assumptions during negotiations. 


Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule. 


9.3.1.6 Business references 


Business References are separated into two sections.  The first section is the reference 
information filled out by the vendor and submitted with the proposal.  The second 
section is a form that the vendor sends to the reference.  The company being used as a 
reference completes the form and submits it directly to Nevada State Purchasing. 


A. Reference information to be submitted with the proposal: 


1. Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


2. Vendors shall complete and submit one reference information form (Section 4.3, 
Business References) for every business reference provided by the vendor and/or 
subcontractor: 
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9.3.1.7 Vendor staff resumes  


A resume form (Attachment G – Proposed Staff Resume) must be completed for each 
proposed key personnel responsible for performance under any contract resulting from 
this RFP.  No more than 50 resume forms may be submitted. 


9.3.1.8 Subcontractor information (If applicable)  


If this proposal includes the use of subcontractors, the proposal must include: 


A. Identify specific subcontractors and the specific requirements of this RFP for which 
each proposed subcontractor will perform services. 


B. If any tasks are to be completed by subcontractor(s), vendors must: 


1. Describe the relevant contractual arrangements; 


2. Describe how the work of any subcontractor(s) will be supervised, channels of 
communication will be maintained and compliance with contract terms assured; and 


3. Describe your previous experience with subcontractor(s). 


C. Vendors must describe the methodology, processes and tools utilized for: 


1. Selecting and qualifying appropriate subcontractors for the project/contract; 


2. Ensuring subcontractor compliance with the overall performance objectives for the 
project;  


3. Ensuring that subcontractor deliverables meet the quality objectives of the 
project/contract; and 


4. Providing proof of payment to any subcontractor(s) used for this project/contract, if 
requested by the State.  Proposal should include a plan by which, at the State’s 
request, the State will be notified of such payments. 


D. Provide the same information for any proposed subcontractors as requested in 
Section 4.3, Vendor Information. 


E. Business references as specified in Section 4.3, Business References must be provided 
for any proposed subcontractors. 


F. Vendor shall not allow any subcontractor to commence work until all insurance 
required of the subcontractor is provided to the vendor. 


G. Vendor must notify the using agency of the intended use of any subcontractors not 
identified within their original proposal and provide the information originally requested 
in the RFP in Section 4.2, Subcontractor Information.  The vendor must receive agency 
approval prior to subcontractor commencing work. 
As instructed by Amendment 2, Question and Answer #10, we are providing answers to 
RFP Section 4 as our response to Section 9.3, Company Information.
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4.1	VENDOR	INFORMATION 
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4.1 VENDOR INFORMATION 
4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: LIBERTY Dental Plan of Nevada, Inc. 


Ownership (sole proprietor, partnership, etc.): a Nevada Corporation 


State of incorporation: Nevada 


Date of incorporation: June 08, 2007 


# of years in business: 9 in Nevada and 15 overall 


List of top officers: Amir Neshat - CEO 
Randy Brecher – President  
John Carvelli – Secretary/Vice President 
Maja Kapic – Treasurer /  CFO 
 


Location of company headquarters: 340 Commerce, Suite 100 
Irvine, CA 92602 


Location(s) of the company offices: 6835 S. Rainbow Blvd, Suite 200 
Las Vegas, NV   89118 


Location(s) of the office that will provide the 
services described in this RFP: 


6835 S. Rainbow Blvd, Suite 200 
Las Vegas, NV   89118 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


Nevada – 54 
 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


California – 291 
Florida – 59 


Location(s) from which employees will be 
assigned for this project: 


Nevada, California and Florida offices.  
Additional remote employees in other 
states (IL, KS, MO, NJ, NY, NC, and TX). 
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4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to 
the laws of another state must register with the State of Nevada, Secretary of State’s 
Office as a foreign corporation before a contract can be executed between the State 
of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 


LIBERTY Dental Plan of Nevada, Inc. is registered in the state of Nevada, Secretary of 
State Office. 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 


Question Response 


Nevada Business License 
Number: 


NV20071098062 


Legal Entity Name: LIBERTY Dental Plan of Nevada, 
Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


 


If “No”, provide explanation. 


Not applicable. 


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


We understand and will comply with requirement 4.1.4.  LIBERTY holds a Certificate of 
Authority to operate as a Prepaid Limited Health Service Organization (PLHSO) issued by 
the Nevada Department of Insurance. The license was issued on October 10, 2008, and 


Yes      X No  
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has been inforce continuously since its date of issuance. We provided a copy of the 
license, and a letter of good standing, in Part IB, Tab IV – State Documents. 
 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 
agency?   


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


Question Response 
Name of State agency:  


State agency contact name:  


Dates when services were 
performed: 


 


Type of duties performed:  


Total dollar value of the 
contract: 


 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the 
State of Nevada, or any of its agencies, departments, or divisions? 


Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 
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If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this contract, you 
must disclose the identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 


LIBERTY is not currently employing or has employed within the past two years a person 
who is or has been an employee of an agency of the State of Nevada.  


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 
civil or criminal litigation in which the vendor has been alleged to be liable or held liable 
in a matter involving a contract with the State of Nevada or any other governmental 
entity.  Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No X 


 


If “Yes”, please provide the following information.  Table can be duplicated for each 
issue being identified. 


Question Response 
Date of alleged contract failure or 
breach: 


 


Parties involved:  
Description of the contract failure, 
contract breach, or litigation, 
including the products or services 
involved: 


 


Amount in controversy:  
Resolution or current status of the 
dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
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4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 3290.   


Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes X No  


 


See Figure 4.1.8-1 for Letter of Intent for Insurance Coverage. 
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FIGURE 4.1.8-1. LETTER OF INTENT FOR INSURANCE COVERAGE 


 


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration as 
part of the evaluation process; however, vendors must be specific.  If vendors do not 
specify any exceptions and/or assumptions at time of proposal submission, the State will 
not consider any additional exceptions and/or assumptions during negotiations.  
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Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 
3290. 


LIBERTY has no exceptions or additional assumptions to the insurance requirements. 


 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


LIBERTY Dental Plan of Nevada, Inc. (“LIBERTY”) is pleased to submit our proposal to The 
State of Nevada, to coordinate dental care for Nevada’s Medicaid and Check Up 
recipients under the direction of the Division of Health Care Financing and Policy 
(DHCFP).   


The key reasons we represent an ideal partner to DHCFP are summarized below.  We 
offer several differentiating features that are in alignment 
with DHCFP’s goals and requirements. 


 Dental care coordination for Medicaid populations is 
our core focus.  More than half of the members 
LIBERTY serves nationwide are Medicaid recipients.  
Our staffing, information systems, and business 
processes are tailored to address the broad array of 
access barriers impoverished persons must 
overcome.  Making a positive difference in these 
persons’ lives, at less overall cost to the Medicaid 
agency and the taxpayer, energizes our organization 
and is a fulfilling mission. 
 


 We have significant operations in Nevada.  LIBERTY 
currently has 54 Nevada-based employees.  We 
provide dental coverage and care coordination to 
over 64,000 Nevadans through a delivery system 
including more than 1,300 dental providers.  This RFP 
creates an exciting opportunity for us to serve the 
Medicaid population in Nevada where we already 
have such a strong operational foundation.   
 


 Our model of care works extremely well.  We work 
with great energy and sophistication to facilitate 
access to preventive care and minimize the need for 


 


OUR CULTURE 


LIBERTY is committed to 
being the industry 
leader in providing 
quality, innovative and 
affordable dental 
benefits with the 
utmost focus on 
member satisfaction.  
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“back-end” restorative care (root canals, periodontics, etc.).  Our focus is on 
minimizing overall costs.  Our model requires “spending to save” with regard to 
the administrative activities that are needed to achieve the front-end access to 
preventive and routine care.  For instance, in the California Dental Managed 
Care Program over the past four years, LIBERTY has increased annual dental visits 
by 120% for school-aged children, and by 250% in the 0-3 age group category.        
 


 We will bring Nevada stakeholders together to elevate oral health.  Driving 
dental access, quality of care, and oral health upward requires a collaborative 
effort, and we excel at congealing a broad team to achieve this.  LIBERTY will 
create a Dental Advisory Committee (DAC), to meet quarterly to include 
representatives from DHCFP, dental providers, Medicaid MCOs, advocates, 
Medicaid recipients, and other community-focused entities.  With DHCFP’s input, 
we will establish the DAC membership and our staff will organize the meetings, 
provide the venue and refreshments, take minutes, etc.  The input we obtain 
through the DAC’s activities will help ensure we are all taking advantage of 
opportunities to achieve our aligned objectives.  This forum can also help us 
identify and address any specific problem areas that may arise.   
 


 We reward high-performing providers.  While we are a provider-friendly 
organization, founded and led by a dentist, LIBERTY creates an accountable care 
structure that systematically measures and rewards strong provider performance 
and improvements.  Our Centers of Excellence designation (which 12 of our 
Nevada dental offices have achieved) motivates providers to achieve high 
performance, both for the visibility of achieving that designation but also for the 
bonus payment and recipient steerage advantages that earning this designation 
brings.  
 


 We excel at identifying and eliminating fraud, waste and abuse.  In the fee-for-
service setting there is a considerable risk that some Medicaid providers will take 
advantage of the lack of oversight.  LIBERTY’s initiatives serving Medicaid in 
Illinois resulted in the elimination of 108 Illinois providers that we felt provided 
inappropriate quality, inappropriate billing and/or presented a danger to our 
members.  While they were eliminated from our network, 100 of these providers 
still appear in the directories of our competitors.    
 


 Our management team has over 200 years combined industry experience. 
 


 We have proven experience in timely and complex program implementation 
including transitioning Fee for Service programs into the managed care setting. 







 
SECTION 2: COMPANY INFORMATION 


     4.1 VENDOR INFORMATION 
      
 
 


Dental Benefits Administrator RFP # 3290  Page 41  


 
 Mobil units to perform dentistry. 


 
 Our diverse and targeted outreach programs facilitate member education. 


 
 We have customized reporting capabilities under a scalable infrastructure that 


will meet all of the reporting needs of DHCFP. 
 


 We offer new members 120 days of continuity of care when they have been 
utilizing non-network providers. 
 


LIBERTY secured our Prepaid Limited Health Service Organization (PLHSO) Nevada 
license in 2008, and we also function as a national Dental Benefits Administrator (DBA) 
designed to and now servicing Medicaid State Child Health Insurance Programs in 
several states through direct and subcontracting relationships. 


Understanding DHCFP’s Mission to Improve Nevadans’ Dental Health 
This contract allows us to expand our substantial existing operations in Nevada with our 
proven track record of delivering tailored care coordination services to Medicaid 
recipients.  Understanding that healthcare is local, we are looking forward to adding 
even more Nevadans to our dental operations staff.   We opened our Las Vegas based 
operational center in 2008.  Our current staff of 54 includes member service and 
fulfillment representatives, claims processors, local dental consultants, and provider 
network representatives.  Our Nevada team has built strong and long term relationships 
with providers and advocates in the Nevada oral health community.  We have proudly 
served the management employees of the MGM Resorts International and Las Vegas 
Sands Corp groups for 6 years. Our direct Nevada presence, knowledge, and history 
combined with our national Medicaid experience allows us to develop a tailored 
program to meet the needs of the Medicaid and NCU Programs and to implement the 
program on an efficient and timely basis. We are familiar with the unique needs of Clarke 
and Washoe Counties, as well as the Nevada oral health community and are prepared to 
serve the Nevada Medicaid population.  
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Our Experience in Medicaid  
We consider our core business to be Medicaid and other similar government 
reimbursement programs. LIBERTY currently serves over 3 million individuals, nationwide, 
over 2 million of whom are Medicaid recipients.  Since 2005, we have served Medicaid 
recipients through direct contracts and on behalf of health plans, improving the oral 
health of our members through improved adherence to preventative care, and access 
to quality dental treatment.  We have proven we can deliver quality, cost-controlled 
appropriate care through ongoing oversight of our provider practice patterns and 
utilization trends, which identify gaps in care that we are able to immediately address 
and resolve.  


One of the many reasons we enjoy focusing on the Medicaid population is that the care 
coordination we deliver is the only means available for achieving meaningful overall 
cost savings.  In the commercial arena, for example, patient cost-sharing and provider 
rate discounts are key levers for driving costs downward. Such cost reduction 
approaches are not viable for an impoverished population nor for a dental provider 
community that is already challenged to accept patients at the Medicaid fee schedule.  


We work with great energy and sophistication to facilitate access to preventive care 
and minimize the need for “back-end” restorative care (root canals, periodontics, etc.).  
This requires “spending to save” with regard to the administrative activities that are 
needed to achieve the front-end access to preventive and routine care.  The access 
barriers the Medicaid population faces are such that we must work intensively to track 
utilization and conduct outreach to ensure that front-end care occurs. These 
investments, however, pay off both for our members, in terms of improved oral health, 
and for the State Medicaid agencies we support (and ultimately, for the taxpayer).      


Our prior activities have yielded expansion of our existing client relationships with a 
client retention rate of over 90%, and have also positioned us to continually win 
business from our competitors.  


 We have successfully implemented multiple Medicaid programs in several states 
within relatively short timeframes, including those of DHCFP’s size and scope. We 
implemented the Florida Medicaid Managed Medical Assistance (MMA) and 
Illinois’ Temporary Assistance for Needy Families (TANF), for effective dates of 
May 2014 and July 2014, respectively, at the same time for over 1 million 
members between the two states. 
 


 We excel at effectively partnering with health plans and Medicaid agencies to 
develop unique programs and solutions that improve existing initiatives. These 
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relationships have established strong partnerships and trust between us and our 
clients. We have, thus, frequently been called upon to replace ineffective dental 
benefit administrators in the Medicaid industry. For example, in 2012, the 
California Department of Managed Health Care requested that we take over 
serving Medi-Cal recipients for two low performing dental plans including 
Community Dental Services (SmileCare) and American HealthGuard.  
 
  


 


 


 


 


 


 


 


 


 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the 
public and/or private sector.  Please provide a brief description. 


LIBERTY Dental Plan of California, Inc. (LIBERTY) began providing dental administrative 
services to the public sector in 2003. LIBERTY’s first Medicaid program began in 2005. 
LIBERTY Dental Plan of Nevada, Inc. began providing services to the public sector in 
Clark County in 2008.  


  


“Unfortunately, just about all of us have experienced severe tooth pain.  
Early in my career I took great pride as a clinical healer, seeing how 
much better off my patients were on the way out of my office than how 
they felt on the way in.  Knowing that dental issues are all treatable and 
reversible drove me to seek out better more efficient ways to get people 
in a continuum of care in an effort to minimize the degree to which dental 
crises were occurring in the first place.  


I founded LIBERTY to help that occur on a large scale.  We invest heavily 
up front in tailored staff and information technologies as we partner with 
each local dental provider community to maintain oral health and 
prevent dental flare-ups from happening.  It’s a great model for our 
members and their health, and it also achieves the lowest overall costs.  
We very much look forward to extending our mission and services to 
Nevada’s Medicaid population, if our proposal is selected.” 


Amir Neshat, DDS, President and CEO, LIBERTY Dental Plan 
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4.1.11 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III – 
Confidential Financial Information.  


4.1.11.1 Dun and Bradstreet Number  


Please refer to Part III, Confidential Financial Information. 


 


4.1.11.2 Federal Tax Identification Number 


Please refer to Part III, Confidential Financial Information. 


 


4.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  


B. Balance Statement 


Please see Attachment 1 for our 2014 -2016 LIBERTY Financial Statements in Part III, 
Confidential Financial Information. 


Attachment 1 includes the Statutory Basis financial statements of LIBERTY Dental Plan of 
Nevada, Inc. for the last two years ending December 31, 2015 and 2014, and for the 
nine month interim period ending September 30, 2016.  LIBERTY Dental Plan of Nevada, 
Inc. is a wholly owned subsidiary of LIBERTY Dental Plan Corporation.  Therefore, in 
Attachment 1 we have also included the Consolidated Audited financial statements of 
LIBERTY Dental Plan Corporation, for the three years ending June 30, 2016, and the 
interim unaudited statement for the period ending September 30, 2016.  In order to show 
the full financial strength of the LIBERTY organization, we also included in Attachment 1, 
the Combined financial statements of LIBERTY Dental Plan Corporation, and its sister 
company, LIBERTY Dental Plan Of California for the three years ending June 30, 2016, 
and the interim period ending September 30, 2016. 
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4.2	SUBCONTRACTOR	INFORMATION 
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4.2.1 Does this proposal include the use of subcontractors? 
 


Yes X No  


 


If “Yes”, vendor must: 


4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for 
which each proposed subcontractor will perform services. 


We directly perform the vast majority of our operational functions, including all aspects 
of claims processing. We view this to be the best model for ensuring quality, cost-
effective service.  However, for some services, using a specialized vendor provides 
greater quality, efficiency and/or value for recipients, providers and the State.  In line 
with this, LIBERTY plans to use the following specialized subcontractors if awarded the 
Nevada contract:  


 Orange County Direct Mail (OCDM) 
 MAGNUS 
 VerifPoint/CreDENTALs Inc.   


We have a proven and successful working relationship with all three of these 
subcontractors for the states in which we currently operate. Details of each contractual 
relationship are provided in the next sections. 


 


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


A. Describe the relevant contractual arrangements; 


B. Describe how the work of any subcontractor(s) will be supervised, channels of 
communication will be maintained and compliance with contract terms assured; and 


C. Describe your previous experience with subcontractor(s). 


Orange County Direct Mail (OCDM) 
A)  OCDM produces and distributes direct-mail individual insurance identification cards 
to LIBERTY members according to the contractual timeframes and instructions LIBERTY 
provides them.  After distribution OCDM confirms their processing date. 


B)  LIBERTY’s Fulfillment Department fulfills new member materials onsite, but we 
outsource high-volume requests to OCDM. When work is outsourced, we have a 
tracking mechanism to monitor and evaluate OCDM’s performance. Our process can 
be electronically tracked from receipt of eligibility files to confirmation of mailing by 
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OCDM. First, an electronic export file is produced and transmitted to OCDM via secure 
FTP delivery with PGP encryption. OCDM then produces and mails the materials 
according to contractual timeframes and guidelines we provide them, and confirms 
their processing date. Appended to each electronic export is a seed record, which is 
addressed to LIBERTY and serves as confirmation of not only the mailing date of all 
records in a given file, but also confirms the accuracy of the packet contents. Large-
volume files may have multiple seed records. Upon receipt by LIBERTY, these seed 
packets are examined by Fulfillment staff and compared to source documents as a 
post-mailing quality control validation. Additionally, an internal ID Card Lag Time report 
is reviewed regularly to ensure all materials mailed by our vendor are timely by 
comparing the initial date an enrollment file was received against OCDM’s mailing 
date. 


C)  This vendor has consistently met or exceeded all contractual performance 
expectations throughout the 5 years of our business relationship. 


MAGNUS 
A)  MAGNUS is a health care focused language services vendor used by LIBERTY for 
print and web translations, as well as telephonic, video remote, and in-person 
interpretation.  


B)  For print and web translations, MAGNUS provides services upon demand. Each 
separate request is tracked through an internal ticket system with assigned due dates. 
Each request is submitted for an estimate of time and cost and is tracked accordingly. 
Each completed request is returned with a statement certifying the credentials of the 
translator as well as their expertise in the field of healthcare terminology.  Lag time 
reports can be run from the internal ticket system to confirm elapsed time between 
request and delivery of the finished product. 


For all other translations, which are also provided on demand, they occur in real-time 
and require the presence of a LIBERTY staff member. The recipient participates in a 3-
way conversation where they can ask questions and obtain plan information and 
assistance in their native language. Member satisfaction is ensured prior to the 
termination of the call, and the LIBERTY Member Service representative takes 
responsibility for any follow-up by completing a work flow. Our contract with MAGNUS 
stipulates specific minimum requirements for interpreter qualifications, including 
National Board Certifications. 


We audit MAGNUS annually to ensure they meet our performance and compliance 
standards, including privacy, security, fraud, waste, and abuse, and general 
compliance requirements. MAGNUS has demonstrated its understanding of the 







 
SECTION 2: COMPANY INFORMATION 


     4.2 SUBCONTRACTOR INFORMATION 
 
 


Dental Benefits Administrator RFP # 3290  Page 48  


healthcare industry, the managed care regulatory environment, and the importance of 
clear recipient communications from a legal, quality-of-care, and ethical viewpoint. It 
has a strong track record of helping health plans comply with CMS and state 
requirements related to the delivery of prompt and high quality health care 
communications to recipients in their preferred language.  


C)  This vendor has consistently met or exceeded all contractual performance 
expectations throughout the 9 years of our business relationship. 


VerifPoint/CreDENTALs Inc.   
A)  VerifPoint/CreDENTALs Services, Inc. is a leading Credentials Verification 
Organization (CVO). VerifPoint’s core competency is to collect, verify, and organize 
data and document images in order to generate online practitioner credentialing 
reports, including management reports that keep LIBERTY continually apprised of the 
status of our network’s dental providers. 
B) LIBERTY’s Credentialing Committee, chaired by our Dental Director, is ultimately 
accountable for all functions performed within its purview, whether those functions are 
performed directly or indirectly by our CVO.  The quality and timeliness of VerifPoint’s 
work is essential to our overall credentialing process and is closely monitored by our 
Credentialing Department.  On a daily basis, our staff reviews our credentialing log and 
performs additional outreach to ensure all credentialing and recredentialing files are 
completed in a timely manner, including placing calls to providers or following up with 
VerifPoint on items that risk falling out of cycle. Additionally, LIBERTY’s Credentialing 
Supervisor conducts an annual audit of all services delegated to VerifPoint. This annual 
oversight audit reviews a random selection of 15 initial credentialing files and 15 
recredentialing files, along with all VerifPoint Policies and Procedures and NCQA and 
URAC Certifications.  


C)  VerifPoint has consistently scored above our 90% benchmark during their delegation 
reviews, and the most recent audit, conducted in May 2015, found all certifications and 
Policies and Procedures to be compliant, and all initial and recredentialing files passed 
with 100% scores. 


 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


A. Selecting and qualifying appropriate subcontractors for the project/contract; 


B. Ensuring subcontractor compliance with the overall performance objectives for the 
project;  
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C. Ensuring that subcontractor deliverables meet the quality objectives of the 
project/contract; and 


D. Providing proof of payment to any subcontractor(s) used for this project/contract, if 
requested by the State.  Proposal should include a plan by which, at the State’s 
request, the State will be notified of such payments. 


A)  We follow an established competitive process to identify qualified subcontractors, 
request bids, and select the most appropriate provider for each project/contract. We 
vetted OCDM, Magnus and VerifPoint/CreDENTALs Inc. the established process. All 
prospective and existing subcontractors must, at a minimum, supply the following 
information for review by our legal team: 


 Completed LDP New Vendor form; 
 W9; 
 Proof of applicable insurance coverage; 
 Results of background check conducted by LDP; 
 Demonstration of ability to comply with any applicable HIPAA or compliance 


regulations. 


B) Our legal team works with all prospective subcontractors to complete the vetting 
process and presents Executive Staff with all qualified subcontractors.  Once chosen, 
LIBERTY and the subcontractor agree upon overall performance guarantees and 
specific project objectives, which are negotiated into the contract. Only after all 
required documents are signed and fully executed by both parties can the 
subcontractor commence work.   


C) Performance metrics and reporting methodology are identified and assigned to the 
applicable operational area, whereby each department at LIBERTY is responsible for 
basic managerial oversight, while our legal and executive teams support any 
challenges or performance failures of the agreement. Each department leader has an 
understanding of the deliverables and expectations of any subcontractor with whom 
they are involved, and consequently is responsible for escalating any issues or 
concerns with subcontractor performance or compliance. 


D) LIBERTY agrees to provide proof of payment to any subcontractors used for this 
project upon request by Nevada Check Up. Systems are in place with reporting 
capabilities, and will be designed in accordance with specific data requirements once 
they are identified. 
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4.2.1.4 Provide the same information for any proposed subcontractors as requested in 
Section 4.1, Vendor Information. 


4.2.1.5 Business references as specified in Section 4.3, Business References must be 
provided for any proposed subcontractors. 


 


Information for each of our subcontractors addressing RFP requirements 4.1 and 4.3 can 
be found below. 


 


Orange County Direct Mail (OCDM) 


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 
Company name: Orange County Direct Mail (OCDM) 
Ownership (sole proprietor, partnership, etc.): Sole Proprietor 


State of incorporation: California 
Date of incorporation: 1996 
# of years in business: 26 
List of top officers: Mark Cretz 
Location of company headquarters: 3400 S. Susan St. Santa Ana CA 
Location(s) of the company offices: 3400 S. Susan St. Santa Ana CA 
Location(s) of the office that will provide the 
services described in this RFP: 


3400 S. Susan St. Santa Ana CA 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


0 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


51 


Location(s) from which employees will be 
assigned for this project: 


3400 S. Susan St. Santa Ana CA 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to 
the laws of another state must register with the State of Nevada, Secretary of State’s 
Office as a foreign corporation before a contract can be executed between the State 
of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 
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Question Response 


Nevada Business License 
Number: 


N/A 


Legal Entity Name:  


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


 


If “No”, provide explanation. 


We will obtain a Nevada Business License Number upon LIBERTY Dental Plan being 
awarded the contract for RFP 3290. Once we obtain the license, we will provide the 
above information to the State of Nevada and to LIBERTY Dental Plan. 


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 
agency?   


 
Yes  No X 


If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


 
Question Response 


Name of State agency: N/A 
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


 


Yes       No  
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4.1.6 Are you now or have you been within the last two (2) years an employee of the 
State of Nevada, or any of its agencies, departments, or divisions? 


 
Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this contract, you 
must disclose the identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 


We do not have any employees who work for the State of Nevada currently or within the 
last two years. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 
civil or criminal litigation in which the vendor has been alleged to be liable or held liable 
in a matter involving a contract with the State of Nevada or any other governmental 
entity.  Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No X 


 


If “Yes”, please provide the following information.  Table can be duplicated for each 
issue being identified. 


 
Question Response 


Date of alleged contract failure 
or breach: 


N/A 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 
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Question Response 
Amount in controversy:  


Resolution or current status of 
the dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 3290.   


Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes       X No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration as 
part of the evaluation process; however, vendors must be specific.  If vendors do not 
specify any exceptions and/or assumptions at time of proposal submission, the State will 
not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 
3290. 


Acknowledged, we will comply upon contract award. 


 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


Founded in 1990, OCDM is a fully integrated Direct Mail facility offering Mailing, Data, 
Fulfillment, Offset and Digital Printing Solutions.  


We use our comprehensive data programming, printing, and lettershop capabilities to 
produce all types of jobs from small focused projects to multi-million piece national and 
international distributions.  


Our secure data services are Sarbanes-Oxley and HIPAA compliant using the latest 
technology for encrypted data transfer, processing and destruction.  
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At our core, OCDM is a mail house. Our specialty is our extensive knowledge of all USPS 
postal regulations  to obtain the best postal discounts, while ensuring that each mail 
piece is delivered to the recipient in the most accurate and efficient manner. 


We employ modern lettershop methods for inkjet addressing, folding, bindery, inserting 
and tracking using 2D barcode systems for optical matching and quality control. This 
ensures that the right letter, catalog, ID card, or other personalized material is inserted 
into the exact matching envelope every time.   


Our on-site Printing services include 4-color offset printing presses and production level 
digital black/white and digital CMYK color sheeted laser printers capable of high speed 
variable data printing for personalized letters, brochures, cards and small books. Having 
on-site printing ensures that your data will not be sent out to any 3rd party vendor, but 
will remain in our secure facility. 


Our wide range of clientele are small business owners, car dealerships, city and county 
government publishing agencies, credit and insurance companies, medical 
membership organizations, nonprofits, mortgage and financial institutions, schools and 
universities, national law offices and courts, among others. 


Since 2012, OCDM provides complete data processing, digital printing of identification 
cards, production and distribution of member packets for LIBERTY Dental Plan in Irvine, 
California. This includes regular distribution projects for LIBERTY Dental Plan of California, 
Health Net Dental, Staywell of Tampa, Florida, as well as other projects that arise. 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the 
public and/or private sector.  Please provide a brief description. 
 
OCDM has been providing direct mail and marketing services to both the public and 
private sector for over 26 years. OCDM was founded in 1990. 


 


4.1.11 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III – 
Confidential Financial Information.  


4.1.11.1 Dun and Bradstreet Number  


Please refer to Part III, Confidential Financial Information. 
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4.11.2 Federal Tax Identification Number 


Please refer to Part III, Confidential Financial Information. 


 
4.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  


B. Balance Statement 


Please see Attachment 2 for OCDM’s financial statements in Part III, Confidential 
Financial Information.  


 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


Reference #:    1 
Company Name: Orange County Direct Mail (OCDM) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: City of Cerritos 


Primary Contact Information 
Name: Laurie Kajiwara 
Street Address: 18125 S. Bloomfield Ave 
City, State, Zip: Cerritos, CA 90703 
Phone, including area code: (562) 916-1320 
Facsimile, including area code:  
Email address:  


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  
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Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Direct mail packages, including 
data processing and postal 
sorting for best available, 
addressing material, delivery to 
post office and coordinating 
dropships.  


Original Project/Contract Start Date: 2012 
Original Project/Contract End Date: 2013. 3 annual extensions 


awarded thru 2016 
Original Project/Contract Value: $200,000 
Final Project/Contract Date: SEPT 2016. Annual contract 


awarded again OCT 2016. 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Yes 


 


Reference #:    2 
Company Name: Orange County Direct Mail (OCDM) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Anthony & Associates 


Primary Contact Information 
Name: Roger Anthony 
Street Address: 106 W. Fourth Street, 4th Floor 
City, State, Zip: Santa Ana, CA 92701 
Phone, including area code: (174) 972-8114 
Facsimile, including area code:  
Email address:  


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  







 
SECTION 2: COMPANY INFORMATION 


     4.2 SUBCONTRACTOR INFORMATION 
 
 


Dental Benefits Administrator RFP # 3290  Page 57  


Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


One of many projects quoted 
since 2011:  
Monthly direct mail packages, 
including data processing and 
postal sorting for best postage 
available, laser printing with 
addressing, bindery, delivery to 
post office and coordinating 
dropshipping as needed.  


Original Project/Contract Start Date: NOV 2016 
Original Project/Contract End Date: NOV 2016 
Original Project/Contract Value:  $18,000 
Final Project/Contract Date: NOV 2016 
Was project/contract completed in time 
originally allotted, and if not, why not? 


YES 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


YES 


 


Reference #:    3 
Company Name: Orange County Direct Mail (OCDM) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Computershare 


Primary Contact Information 
Name: James Rothmuller 
Street Address: 462 south Fourth Street 
City, State, Zip: Louisville, KY 40202 
Phone, including area code: (502) 318-0454 
Facsimile, including area code:  
Email address:  


Alternate Contact Information 
Name:  
Street Address:  
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City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


One of many projects quoted 
since 2013:  
Direct mail, including data 
processing and postal sorting 
for best postage available, 
offset printing, laser printing with 
addressing, bindery, delivery to 
post office.  


Original Project/Contract Start Date: OCT 2016 
Original Project/Contract End Date: NOV 2016 
Original Project/Contract Value: $41,000 
Final Project/Contract Date: NOV 2016 
Was project/contract completed in time 
originally allotted, and if not, why not? 


YES 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


YES 
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MAGNUS 


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: Magnus International Trade Services 
Corp. 


Ownership (sole proprietor, partnership, etc.): Corporation 


State of incorporation: California 


Date of incorporation: 08/26/1993 


# of years in business: 23 


List of top officers: Richard Antoine 


Location of company headquarters: Walnut, CA 


Location(s) of the company offices: Walnut, CA  
Lima, Perú 


Location(s) of the office that will provide the 
services described in this RFP: 


1313 N Grand Ave, #280 
Walnut, CA 91789 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


0 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


3,200 


Location(s) from which employees will be 
assigned for this project: 


USA (Interpreting & HIPAA translations) 
& Lima, Perú (non-HIPAA translation 
management) 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to 
the laws of another state must register with the State of Nevada, Secretary of State’s 
Office as a foreign corporation before a contract can be executed between the State 
of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 
Question Response 
Nevada Business License 
Number: 


N/A 


Legal Entity Name:  
 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


 


If “No”, provide explanation. 


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 
agency?   


 
Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


 
Question Response 


Name of State agency: N/A 
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the 
contract: 


 


 


Yes      X No  
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4.1.6 Are you now or have you been within the last two (2) years an employee of the 
State of Nevada, or any of its agencies, departments, or divisions? 


 
Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this contract, you 
must disclose the identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 


Not applicable. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 
civil or criminal litigation in which the vendor has been alleged to be liable or held liable 
in a matter involving a contract with the State of Nevada or any other governmental 
entity.  Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No X 


 


If “Yes”, please provide the following information.  Table can be duplicated for each 
issue being identified. 


 
Question Response 


Date of alleged contract 
failure or breach: 


N/A 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services 
involved: 
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Amount in controversy:  
Resolution or current status 
of the dispute: 


 


If the matter has resulted in 
a court case: 


Court Case Number 
  


Status of the litigation:  
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 3290.   


Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration as 
part of the evaluation process; however, vendors must be specific.  If vendors do not 
specify any exceptions and/or assumptions at time of proposal submission, the State will 
not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 
3290. 


MAGNUS will comply upon contract award. 


 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


MAGNUS is unique in the language industry because of its broad range of well-
developed services and its sole focus on healthcare. MAGNUS clients receive: 


 
1. A single point of contact to secure all language services and ensure 


consistency of message. 
2. An experienced contact who understands the healthcare industry and both 


its unique needs and regulatory environment. 
3. An experienced management team which understands the complex 


challenge of communicating with a linguistically and culturally diverse 
community. 
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4. Experienced linguistic, content-development and training teams which are 
familiar with healthcare terminology and practice globally, with specific 
expertise on terminology and practice within the United States. 


5. A dynamic organization, focused on enabling communications in a culturally 
competent manner. 


 
MAGNUS is a focused organization, dedicated to leading and improving quality within 
the healthcare and language industries. As a long time corporate member of the ATA, 
one of the first members of CHIA, the California Healthcare Interpreters Association, and 
a founding member of the Association of Language Companies, MAGNUS has 
consistently taken a leadership role in efforts to improve quality and ensure that the 
patients, whom we ultimately serve, understand how to best choose the care they 
need. 


 
At MAGNUS, we work to understand the goals of each of our clients and to develop an 
approach and working relationship which lasts over the long term.  


 
History 
For over 20 years, MAGNUS has been dedicated to providing language services 
specifically for the healthcare industry. Key highlights in our history include securing our 
first client, Maxicare, early in 1994 and providing the translation of vital documents, 
including the health plan’s EOC. We also translated materials in support of many of 
California's local initiatives (County- government managed health plans) as they 
established their operations and began offering services in the mid ‘90s. 


 
In 2004, MAGNUS formalized its design capabilities and began offering this service to 
clients. This capability has continued to grow and we now offer writing services, with the 
goal of reducing healthcare disparities. Our experience includes the development of 
culturally sensitive materials optimized for people with Limited English Proficiency as 
well as low literacy and cognitive impairments. 


 
In 2005, MAGNUS re-branded its interpreting offering as the MAGNUS Language Valet. 
Through this program, hospitals, health insurance companies and clinics nationwide 
have access to professional interpreters 24 hours per day, every day of the year in over 
150 languages either in-person or by phone. 


 
In 2010, MAGNUS established its training offering, beginning with linguistic assessments 
and expanding to include language and interpreter training in 2012. 


 
Our commitment to healthcare is current, long-term, and ongoing. Our clients in the 
past 3 months include general and specialty health insurance companies like Delta 
Dental (Since 1998) and United Healthcare (Since 1989), Hospitals like IU North Medical 
Center in Carmel, Indiana (Since opening in 2005) and Presbyterian Intercommunity 
Hospital in Whittier, California (Since 2003), Patient Care Clinics, Health Research 
Organizations, Survey Research companies, Health Education Publishers, Medical 
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Groups and non-profits. This is only a partial description of our client base and, again, 
these are the types of clients we have worked with in the previous 3 months. 
 
Throughout the years, we have also added well-respected national accounts related 
to the health industry. The Rand Corporation, NCQA, Datastat, National Research Corp 
and Mathematica Policy Research are all companies which conduct studies in the 
healthcare field. These are all long-term MAGNUS clients for whom consistent, 
understandable and accurate translations are critical to project success. 
 
Organization and Services 
MAGNUS provides the following services to its healthcare client base: 
• Document translation, including support services such as document formatting, 


file prepress, multilingual design, readability analysis and consulting, 
coordination of community reviews. 


• Website design, translation and localization, including testing for groups with 
special needs. 


• Telephonic interpreting via the MAGNUS Language Valet. The Language Valet 
provides our healthcare clients’ access to professionally trained interpreters 24 
hours per day, every day of the year in over 150 languages, simply by dialing a 
toll-free access number. 


• Face-to-Face interpreting. MAGNUS also provides experienced, professional in- 
person interpreters in over 100 languages. 
– InterpreterEd.com training and testing programs: 
– Medical Healthcare Interpreter Training program, to meet the 


requirements of both The Certification Commission for Healthcare 
Interpreters (CCHI) and The National Board of Certification for Medical 
Interpreters (National Board). 


– Spanish for Health Professionals, to help clinical staff learn basic language 
and cultural skills for communicating with Spanish speaking patients. 


– Linguistic assessments, informal testing to confirm staff language 
capabilities in any of the over 160 languages we support. 


 
All of our services are backed by our guarantee of your complete satisfaction. 
 
Memberships / Credentials 
MAGNUS holds the following memberships: 
 Founding Member, Association of Language Companies (www.alcus.org) 
 Corporate Member, American Translators Association (www.atanet.org) 
 Member, California Healthcare Interpreters Association (www.chia.ws) 
 Member, ASTM Committee F43 on Language Services and Products (www.astm.org) 
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4.1.10 Length of time vendor has been providing services described in this RFP to the 
public and/or private sector.  Please provide a brief description. 


For over 20 years, MAGNUS has been dedicated to providing language services 
specifically for the healthcare industry. Key highlights in our history include securing our 
first client, Maxicare, early in 1994 and providing the translation of vital documents, 
including the health plan’s EOC. We also translated materials in support of many of 
California's local initiatives (County- government managed health plans) as they 
established their operations and began offering services in the mid ‘90s. 


 
4.1.11 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III – 
Confidential Financial Information.  


4.1.11.1 Dun and Bradstreet Number  


Please refer to Part III, Confidential Financial Information. 


 


4.11.2 Federal Tax Identification Number 


Please refer to Part III, Confidential Financial Information. 


 


4.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  


B. Balance Statement 


Please see Attachment 3 for MAGNUS’ financial statements in Part III, Confidential 
Financial Information. 


 


4.3.1 Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


Section 4.3.2 Subcontractor Reference – Magnus 
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Reference #:    1 
Company Name: MAGNUS 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Alignment Healthcare 


Primary Contact Information 
Name: Lily Wendt 
Street Address: 1100 W. Town and Country Road, #1600 
City, State, Zip: Orange, CA 92868 
Phone, including area code: (657) 218-7430 
Facsimile, including area code: (323) 728-1460 
Email address: LWendt@ahcusa.com 


Alternate Contact Information 
Name: 1100 W. Town and Country Road, #1600 
Street Address: Orange, CA 92868 
City, State, Zip:  
Phone, including area code: (323) 728-1460 
Facsimile, including area code: mpreciado@ahcusa.com 
Email address: 1100 W. Town and Country Road, #1600 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Telephonic interpreting support for 
national call centers. 


Original Project/Contract Start Date: 9/2007 
Original Project/Contract End Date: N/A 
Original Project/Contract Value: Not disclosed 
Final Project/Contract Date: N/A 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


Currently servicing, no contract end date 


Was project/contract completed 
within or under the original budget/ 


Currently servicing, no contract end date 
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cost proposal, and if not, why not? 
 


Reference #:    2 
Company Name: MAGNUS 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Datastat 


Primary Contact Information 
Name: Marielle Weindorf 
Street Address: 3975 S. Research Park Drive 
City, State, Zip: Ann Arbor MI 48108 
Phone, including area code: (734) 994-0540 x186 
Facsimile, including area code: (734) 972-5406 
Email address: mweindorf@datastat.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Translation and telephone answering 
support for large, multilingual survey 
projects 


Original Project/Contract Start Date: 9/2000 
Original Project/Contract End Date: N/A 
Original Project/Contract Value: Not disclosed 
Final Project/Contract Date: N/A 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


Currently servicing, no contract end date 


Was project/contract completed Currently servicing, no contract end date 
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within or under the original budget/ 
cost proposal, and if not, why not? 
 


Reference #:    3 
Company Name: MAGNUS 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Maricich Health, agency for LA Care 


Primary Contact Information 
Name: Mark Maricich, CEO 
Street Address: 18201 McDurmott W., Suite A 
City, State, Zip: Irvine, CA 92614 
Phone, including area code: 949-223-6455 
Facsimile, including area code: 949-223-6451 
Email address: mark@maricich.com 


Alternate Contact Information 
Name:  
Street Address: 18201 McDurmott W., Suite A 
City, State, Zip: Irvine, CA 92614 
Phone, including area code: 949-223-6455   
Facsimile, including area code: 949-223-6451 
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Full translation, formatting and quality 
control of annual enrollment package. 
Project expanded from 3 languages to 8. 
High quality document designs with strict 
formatting specifications and tight 
deadlines. 


Original Project/Contract Start Date: 9/2009 
Original Project/Contract End Date: 3/2010 
Original Project/Contract Value: $60,000 
Final Project/Contract Date: 3/2016 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


On time 
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Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Within budget 


 


VerifPoint/CreDENTALs Inc.   


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: CreDENTALs Services, Inc. dba 
VerifPoint 


Ownership (sole proprietor, partnership, etc.): Corporation 


State of incorporation: CA 


Date of incorporation: 5/28/2013 


# of years in business: 20 Years 


List of top officers: Asim, Shary, CEO 


Location of company headquarters: 25381 Commercentre Dr. Suite 200 
Lake Forest, CA 92630 


Location(s) of the company offices: 25381 Commercentre Dr. Suite 200 
Lake Forest, CA 92630 


Location(s) of the office that will provide the 
services described in this RFP: 


25381 Commercentre Dr. Suite 200 
Lake Forest, CA 92630 


Number of employees locally with the expertise 
to support the requirements identified in this 
RFP: 


60 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


N/A 


Location(s) from which employees will be 
assigned for this project: 


25381 Commercentre Dr. Suite 200 
Lake Forest, CA 92630 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to 
the laws of another state must register with the State of Nevada, Secretary of State’s 
Office as a foreign corporation before a contract can be executed between the State 
of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 
Question Response 
Nevada Business License 
Number: 


N/A 


Legal Entity Name: CreDENTALs Services, Inc. dba 
VerifPoint  


 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


 


If “No”, provide explanation. 


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 
agency?   


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


Question Response 
Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the 
contract: 


 


  


Yes      X No  
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4.1.6 Are you now or have you been within the last two (2) years an employee of the 
State of Nevada, or any of its agencies, departments, or divisions? 


 
Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this contract, you 
must disclose the identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 
civil or criminal litigation in which the vendor has been alleged to be liable or held liable 
in a matter involving a contract with the State of Nevada or any other governmental 
entity.  Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No X 


 


If “Yes”, please provide the following information.  Table can be duplicated for each 
issue being identified. 


Question Response 
Date of alleged contract 
failure or breach: 


N/A 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services 
involved: 


 


Amount in controversy:  
Resolution or current status 
of the dispute: 
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Question Response 
If the matter has resulted in 
a court case: 


Court Case Number 
  


Status of the litigation:  
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 3290.   


Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration as 
part of the evaluation process; however, vendors must be specific.  If vendors do not 
specify any exceptions and/or assumptions at time of proposal submission, the State will 
not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 
3290. 


 VerifPoint will comply upon contract award. 


 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


Our Vision is to become the premier credentialing verification organization (CVO) 
against which all other CVOs are judged. Our ability to adapt to change and our 
foundation of technological advancement has enabled VerifPoint/Credentialing 
Solutions to become a leader in the credentialing industry. This achievement can only 
be continued by providing consistent quality service at a competitive price, adhering to 
our performance standards and customer expectations.  


Our Mission is to consistently lead the industry as the lowest cost, highest tech supplier, 
of timely, accurate practitioner information.  
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BRIEF HISTORY  
VerifPoint is a leading Credentials Verification Organization based in Lake Forest, 
southern California whose mission is to consistently lead the industry as the lowest cost, 
highest tech supplier of timely, accurate health care practitioner information.  


VerifPoint is a DBA for CreDENTALs Services, Inc. which was founded in 1996. 
Additionally, VerifPoint acquired Credentialing Solutions, LLC in 2007.  


VerifPoint offers services to improve and expedite the credentialing process of health 
care providers. Fully certified by NCQA and accredited by URAC, VerifPoint provides 
primary source verification that meets industry and regulatory standards such as NCQA, 
JCAHO, URAC, and AAAHC.  


It is the core competency of VerifPoint to collect, verify and organize data and 
document images in order to generate online practitioner credentialing reports. 
Additionally, many provider network management reports are included with the 
credentials reports to keep clients constantly informed of the status of the health care 
practitioners in their network. 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the 
public and/or private sector.  Please provide a brief description. 


VerifPoint has been in business since 1996. 


 


4.1.11 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III – 
Confidential Financial Information.  


4.1.11.1 Dun and Bradstreet Number  


Please refer to Part III, Confidential Financial Information. 


 


4.11.2 Federal Tax Identification Number 


Please refer to Part III, Confidential Financial Information. 


 


4.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  
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B. Balance Statement 


Please see Attachment 4 for VerifPoint’s financial statements in Part III, Confidential 
Financial Information. 


 


4.3.1 Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


Section 4.3.2 Subcontractor Reference – VerifPoint/CreDENTALs, Inc. 


Reference #:    1 
Company Name: VerifPoint/CreDENTALs, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR     
Project Name: Credentialing services 


Primary Contact Information 
Name: Tammy D Lord 


United Concordia Companies, Inc. 
Street Address: 4401 Deer Path Road DP/3B 
City, State, Zip: Harrisburg PA 17110 
Phone, including area code: 717-260-7503 
Facsimile, including area code: 717-260-6938 
Email address: tammy.lord@ucci.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  
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Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Perform initial and recredentialing for their 
network of providers. 


Original Project/Contract Start Date: 2011 
Original Project/Contract End Date: Present 
Original Project/Contract Value: Did not disclose 
Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


On Time 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Within Budget 


 


Reference #:    2 
Company Name: VerifPoint/CreDENTALs, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Credentialing Services 


Primary Contact Information 
Name: Rachel Cox 


GEHA/Connection Dental 
Street Address: P.O. Box 4665 
City, State, Zip: Independence, MO 64051 
Phone, including area code: (800)505-8880, Ext 4703 
Facsimile, including area code:  
Email address: rachel.cox@geha.com 


Alternate Contact Information 
Name: Shannon Reynolds 


GEHA/Connection Dental 
Street Address: P.O. Box 4665 
City, State, Zip: Independence, MO 64051 
Phone, including area code: 816-434-4464 
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Facsimile, including area code:  
Email address: Shannon.reynolds@geha.com 


Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Perform initial and recredentialing 
for their network of providers. 


Original Project/Contract Start Date: 2010 
Original Project/Contract End Date: Present 
Original Project/Contract Value: Did not disclose 
Final Project/Contract Date: Ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 
under the original budget/ cost proposal, 
and if not, why not? 


Yes 


 


Reference #:    3 
Company Name: VerifPoint/CreDENTALs, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
Project Name: Credentialing Services 


Primary Contact Information 
Name: Scott Chandler, RPh 


Evolve Vision 
Street Address: 112 Zebulon Court 
City, State, Zip: Rocky Mount, NC 27804 
Phone, including area code: 252-544-9329 
Facsimile, including area code: 844-698-9702 
Email address: Scott.Chandler@envolvehealth.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
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Email address:  
Project Information 


Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Perform initial and recredentialing for their 
network of providers.  


Original Project/Contract Start Date: 2010 
Original Project/Contract End Date: Present 
Original Project/Contract Value: Did not disclose 
Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


 


4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance 
required of the subcontractor is provided to the vendor. 


We understand and will comply with requirement 4.2.1.6. As part of our subcontracting 
process, we will confirm insurance certification to verify all insurance requirements are 
met prior to execution of a contract. No work will be permitted to commence until all 
requirements are met. 


 


4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors 
not identified within their original proposal and provide the information originally 
requested in the RFP in Section 4.2, Subcontractor Information.  The vendor must 
receive agency approval prior to subcontractor commencing work. 


We understand and will comply with requirement 4.2.1.7. We understand that if we 
intend to use any subcontractor not identified within this proposal, we will provide all 
requested information in Section 4.2, Subcontractor Information. We will not execute 
any subcontracts without prior agency approval. 
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4.3	BUSINESS	REFERENCES 
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4.3 BUSINESS REFERENCES 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


 


Reference #:    1  
Company 
Name: 


LIBERTY Dental Plan of Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project 
Name: 


Health Net 


Primary Contact Information 
Name: Sean O’Brien 
Street Address: 101 North Brand Blvd., 15th Floor 
City, State, Zip: Glendale, CA  91203 
Phone, including area code: Office: 818-543-9021; cell: 626-487-7384 
Facsimile, including area code: (818) 543-9185                                  
Email address: Sean.obrien@healthnet.com  


Alternate Contact Information 
Name: Robert E. Shechet 
Street Address: 2239 Linnington Ave. 
City, State, Zip: Los Angeles, CA 90064 
Phone, including area code: (619) 655-0166 or (619) 249-5581 
Facsimile, including area code:  
Email address: robert.e.shechet@healthnet.com 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Dental Benefits Administration including 
Claims Processing, Member Services Call 
Center, Quality Assurance, Network 
Management, Account Management 


Original Project/Contract Start Date: 7/1/2008 
Original Project/Contract End Date: Renewed on an annual basis 
Original Project/Contract Value:  
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Final Project/Contract Date: Contract ongoing 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 


 


Reference #:    2 
Company Name: LIBERTY Dental Plan of Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Agency for Health Care Administration 


 
Primary Contact Information 


Name: Tysha Washington 
Street Address: 2727 Mahan Drive, Mail Stop #50 
City, State, Zip: Tallahassee, FL 32308 
Phone, including area code: (850) 412-4056 
Facsimile, including area code: (850) 410-1676 
Email address: Tysha.Washington@ahca.myflorida.com 


Alternate Contact Information 
Name: Pamela Hull, Administrator 


Medicaid Plan Management Operations 
Street Address: 2727 Mahan Drive 
City, State, Zip: Tallahassee, FL 32308 
Phone, including area code: (850) 412-4299 
Facsimile, including area code: (850) 410-1439 
Email address: Pamela.Hull@ahca.myflorida.com 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Dental Benefits Administration including 
Claims Processing, Member Services Call 
Center, Quality Assurance, Network 
Management, Account Management, 
Utilization Management 


Original Project/Contract Start Date: 5/1/2014 
Original Project/Contract End Date: Renewed on an annual basis 
Original Project/Contract Value:  
Final Project/Contract Date: Contract ongoing 
Was project/contract completed in 
time originally allotted, and if not, why 


Ongoing 
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not? 
Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 


 


Reference #:    3 
Company Name: LIBERTY Dental Plan of Nevada, Inc. 
Identify role company will have for this RFP project 
(Check appropriate role below): 
X VENDOR  SUBCONTRACTOR 
Project Name: AlohaCare Medicare Advantage Dental 


 
Primary Contact Information 
Name: John McComas  (CEO) 
Street Address: 1357 Kapiolani Blvd, Suite 1250 
City, State, Zip: Honolulu, HI  96814 
Phone, including area code: (808) 973-0690 
Facsimile, including area code: (808) 973-2625 
Email address: jmccomas@alohacare.org  
Alternate Contact Information 
Name: Paula Arcena   (Chief Customer Officer) 
Street Address: 1357 Kapiolani Blvd. Ste 1250 
City, State, Zip: Honolulu, HI 96814 
Phone, including area code: (808) 973-6428 
Facsimile, including area code: (808) 973-2625 
Email address: parcena@alohacare.org  
Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Dental Benefits Administration including 
Claims Processing, Member Services Call 
Center, Quality Assurance, Utilization 
Management, Network Management and 
Account Management.   


Original Project/Contract Start Date: 9/1/2014 
Original Project/Contract End Date: Reviewed on an annual basis. 
Original Project/Contract Value:  
Final Project/Contract Date: Contract ongoing. 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 


  







 
SECTION 2: COMPANY INFORMATION 


     4.3 BUSINESS REFERENCES 
 
 


Dental Benefits Administrator RFP # 3290  Page 82  


Reference #:    4 
Company Name: LIBERTY Dental Plan of Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: AlphaCare of New York Medicare – Medicaid Dental 


Primary Contact Information 
Name: Brian Morgan 
Street Address: 335 Adams Street, Suite 2600 
City, State, Zip: Brooklyn, NY   11201 
Phone, including area code: (929) 258-7512 
Facsimile, including area code:  
Email address: bkmorgan@magellanhealth.com   


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Dental Benefits Administration including 
Claims Processing, Member Services Call 
Center, Quality Assurance, Utilization 
Management, Network Management and 
Account Management.   


Original Project/Contract Start Date: 4/1/2013 
Original Project/Contract End Date: Reviewed on an annual basis. 
Original Project/Contract Value:  
Final Project/Contract Date: Contract ongoing. 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 


 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business 
references that are identified in Section 4.3.2.   


In accordance with requirement 4.3.3, Attachment F, Reference Questionnaires were 
provided to the business references identified in section 4.3.2. 
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4.3.4 The company identified as the business references must submit the Reference 
Questionnaire directly to the Purchasing Division.  


In accordance with requirement 4.3.4, LIBERTY requested the identified business 
references to directly submit Attachment F, Reference Questionnaires, to the Purchasing 
Division. 


 


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the 
Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline for 
inclusion in the evaluation process.  Reference Questionnaires not received, or not 
complete, may adversely affect the vendor’s score in the evaluation process. 


In accordance with requirement 4.3.5, LIBERTY requested identified business references 
to submit Attachment F, Reference Questionnaires to the Purchasing Division on or 
before the deadline as specified in Section 8 of the RFP.   


 


4.3.6 The State reserves the right to contact and verify any and all references listed 
regarding the quality and degree of satisfaction for such performance. 


We understand the State reserves the right to contact and verify all references listed 
regarding the quality and degree of satisfaction of vendor performance. 
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4.4	VENDOR	STAFF	RESUMES	 
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4.4 VENDOR STAFF RESUMES 
A resume must be completed for each proposed key personnel responsible for 
performance under any contract resulting from this RFP per Attachment G, Proposed 
Staff Resume. 


Resumes are provided on the following page as well as Attachment 17. 
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RESUMES/JOB DESCRIPTION 


 Administrator – Dave Meadows 


 Chief Financial Officer – Maja Kapic 


 Recipient Services Manager – Melinda Fife 


 Provider Services Manager – Laurie Hargrave 


 Grievance and Appeals Coordinator – Megan Peak 


 Claims Administrator – Beatriz Angulo 


 Nevada Operations Manager – Open Position (Job Description Included) 


 Dental Director – Open Position ( Job Description Included) 


 


SUBCONTRACTORS 


 OCDM 


 VerifPoint 


 Magnus 
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PROPOSED STAFF RESUME FOR RFP 3290 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: LIBERTY Dental Plan 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Prime Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Dave Meadows 
Key Personnel: 


(Yes/No) 
YES 


Individual’s Title: Executive Director & Sr. VP of State Health Programs 


# of Years in Classification: 4 # of Years with Firm: 4 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Over 35 years of top-level experience in Healthcare specializing in plans designed for government sponsored 
programs. 13 years as Vice President at Health Net overseeing the development and maintenance of product lines 
for some of California’s largest benefit programs including Medi-Cal, Healthy Families, and Healthy Kids. Managed 
procurement, development, and oversight of Access Dental Plan’s state contracts. Assessed market needs, and 
developed and implemented products for a national managed care company which offered a wide array of products 
including HMO, indemnity, life and health, and a number of specialty services including dental benefits. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


2012 – Present LIBERTY Dental Plan Irvine, CA Sr. VP of State Health Programs 


 Develops and implements competitive dental products; 


 Negotiates contracts and agreements with clients and makes binding decisions; 


 Develops, reviews, and reports on government business strategy and activity. 
 
1999 – 2012 Health Net of California Rancho Cordova, CA VP, State Health Prog. 


 Managed the performance of Health Net of California’s state sponsored business unit which provided 
coverage to over 1.2 million medical and dental members. 


1998 – 1999 DentiCare of California Inc. Rancho Cordova, CA VP, Prod. Dev. & Govt. Prog. 


 Responsible for all aspects of the development and implementation of competitive dental and vision 
products; 


 Responsible for monitoring corporate compliance activities; 


 Obtained regulatory approvals for new products. 
1998 - 1998 Access Dental Plan / Premier 


Access Insurance Company 
Sacramento, CA VP, Prod. Dev. & Govt. Prog. 


 Responsible for all aspects of the development and implementation of competitive dental products; 


 Responsible for the procurement, development, and oversight of government program business. 
1992 – 1998 Foundation Health Corporation Rancho Cordova, CA VP, Prod. Dev. 


 Assessed market needs for a multi-state, Fortune 500 managed care company; 


 Successfully designed and implemented individual product portfolio and company’s small group portfolio 
under small group reform (AB 1672); 


 Prepared regulatory filings and obtained necessary regulatory approvals for products in various states. 
1975 – 1992 California State Dept. of Corp. Sacramento, CA Supervising Examiner 


 Reviewed, analyzed, and drafted rules and regulations; 


 Was responsible for the financial aspects of regulation of Health Care Service Plans, including: licensing, 
compliance, and regulatory examinations. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
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CA State University Northridge Northridge, CA B.S., Business Administration: Accounting 1975 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


CPA (currently inactive) 1981  


Board Member of the California Department of Managed Healthcare 
Financial Solvency Standards Board 


 


 


Prior Board Member of the California Association of Dental Plans  


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Scott Kelly 
COO  
Aspire Health Plan  
(P) 888.703.6999  
(F)Unavailable 
scott.kelly@aspirehealthplan.org 


Sean O’Brien  
Vice President  
Health Net of California  
(P) 818.543.9021  
(F) Unavailable 
Sean.o’brien@healthnet.com 
 


Michael Daponde  
Partner  
Daponde Szabo Rowe, Health Law 
(P) 916.840.5609  
(F) Unavailable 
mdaponde@drshealthlaw.com 
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PROPOSED STAFF RESUME FOR RFP 3290 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: LIBERTY Dental Plan 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Prime Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Maja Kapic 
Key Personnel: 


(Yes/No) 
YES 


Individual’s Title: CFO 


# of Years in Classification: 12 # of Years with Firm: 12 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Integral part of the Executive Management team, who provides and develops strategic plans to meet the company’s 
financial goals.  Drives profitability improvements and cost containment leadership, thereby consistently improving 
financial operations and the cash flow of the Company. Keen knowledge and aptitude for an array of different 
business aspects including, but not limited to: financial analysis, IT systems utilization, customer accounts 
maintenance, human resources (recruiting and training new personnel), and database upkeep. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


2004 – Present LIBERTY Dental Plan Irvine, CA Chief Financial Officer 


 Develops and maintains the annual financial budget and forecasts, manages treasury functions and oversees 
operational finance, accounting and reporting of the Company; 


 Provides financial analysis with recommendations and implementations of solutions. 
2002 – 2003 NORICOM Language Service Agency Bergen, Norway Business Management and 


Team Leadership 


 Implemented new IT system 


 Conducted financial analysis 


 Maintained customer accounts 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Norwegian School of Business and 
Economic Administration (NHH) 


Bergen, Norway M.S., Business & Economic Administration 2002 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


None 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Dr. Amir Neshat 
CEO  
LIBERTY Dental Plan  
(P) 888.273.2997  
(F) 888.830.7250  
drn@libertydentalplan.com 


John Carvelli  
EVP  
LIBERTY Dental Plan  
(P) 949.270.0106  
(F) 888.830.7250 
jcarvelli@libertydentalplan.com 
 


Randy Brecher  
Sr. VP  
LIBERTY Dental Plan  
(P) 888.273.2997  
(F) 888.830.7250 
rbrecher@libertydentalplan.com 
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 PROPOSED STAFF RESUME FOR RFP 3290 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: LIBERTY Dental Plan 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Prime Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Melinda Fife 
Key Personnel: 


(Yes/No) 
YES 


Individual’s Title: Director, Member Services 


# of Years in Classification: 1 # of Years with Firm: 1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Over 23 years of experience within call center environments and managed healthcare. Possesses extensive 
Medicare, Medicaid, and Commercial dental knowledge which contributes to her ability to identify various needs 
within the dental industry. Profound knowledge of Medicaid compliance, and strong adeptness in the writing of 


policies and procedures. Successfully implemented the expansion of a call center from 40 employees to over 90 


employees. 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


2016 – Present LIBERTY Dental Plan Las Vegas, NV Director, Member Services 


 


2000 – 2016 United Health Care Las Vegas, NV Manager, Member Services, Gov’t 
Programs 


 Managed a call center of 90+ employees; 


 Drafted, reviewed and updated all department policies and procedures; 


 Handled complex human resources issues; 


 Implemented initiatives to improve employee performance, including productivity incentives, performance work 
plans, and inter-team development; 


 Developed the process workflow for CTM issues ; 


 Mentored and developed new employees on all aspects of their job functions. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Bonanza High School Las Vegas, NV High School Diploma 1989 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


None  


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Rocio Gaska 
Sr. Project Coordinator 
United Health Care 
(P) 702.443.4031  
ezkieldavid@aol.com 
 


Ann Stewart 
Operations Manager  
South West Medical 
(P) 702.772.0811  
(F) 702.304.7473  
Akostelec25@gmail.com 


Loralee Wood 
Realtor 
Coldwell Banker Premier Realty 
(P) 702.419.3212 
(F) 702.912-2941 
Loralee.wood@cbvegas.com 
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  PROPOSED STAFF RESUME FOR RFP 3290 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: LIBERTY Dental Plan 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Prime Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Laurie Hargrave 
Key Personnel: 


(Yes/No) 
YES 


Individual’s Title: Sr. Network Manager 


# of Years in Classification: 8 # of Years with Firm: 8 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Over 16 years of experience in the dental industry.  Commenced dental career as a practice manager for a private 
dental office in Las Vegas.  Gained thorough and valuable experience while managing the Claims and Customer 
Service Departments at Nevada Pacific Dental, a United Healthcare Dental Company. Oversaw the day to day 
operations of the departments, established, maintained and monitored goals for production, as well as accuracy, 
and ensured that turn-around times and service level agreements were met.  Possesses a wealth of expert 
knowledge on provider network management and building business relationships with contracted dentists. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2008 – Present LIBERTY Dental Plan Las Vegas, NV Sr. Network Manager, Professional 


Relations 


 Responsible for recruiting, contracting, and maintaining Provider Networks in Nevada, Arizona, Colorado and 
Hawaii.  


2005 – 2008 Nevada Pacific Dental  Las Vegas, NV Supervisor, Claims & Customer Service 


1999 – 2008 R.D. Hargrave, D.D.S. Las Vegas, NV Practice Manager 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
University of Nevada, Las Vegas Las Vegas, NV Master’s in Administration 1999 


University of Nevada, Las Vegas Las Vegas, NV B.S., Elementary Education 1995 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Fraud Waste and Abuse (FWA) and General Compliance Trainings 2016 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Brett Dyke, DMD  
Dentist/Owner  
Round Rock Dentists and Orthodontists  
(P) (702) 300-9488  
(F) Unavailable 
brettdyke@yahoo.com 


Lynda Bull  
Vice President  
Dental Insurance Industry (Retired) 
(P) (702) 882-2644  
(F) Unavailable 
lyndabull@yahoo.com 


David Ting, DMD 
Dentist/Owner 
Boston Dental Group 
(P) (702) 882-4882 
(F) Unavailable 
davidtingdmd@bdgdentalservic
es.com 


 







Revised:  09-25-13 Resume Form Page 1 of 1 


PROPOSED STAFF RESUME FOR RFP 3290 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: LIBERTY Dental Plan 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Prime Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Meagan Peake 
Key Personnel: 


(Yes/No) 
YES 


Individual’s Title: Supervisor, Grievances & Appeals 


# of Years in Classification: 1 # of Years with Firm: 2 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Over 20 years of experience in all aspects of the dental career field. Full understanding of dental terminology, 
knowledge of PPO/HMO and Government plans, with extensive experience in case presentation and financial 
arrangements. Proficiency in directing, motivating, and leading a successful team, with experience in the 
management and growth of general and all dental specialties. Exhibits exceptional skills in communicating, 
possesses knowledge of dental insurance claims processing, and is adept in Microsoft Word/ Excel/ PowerPoint. 
Qualified as a grievance and appeals analyst with a great understanding regarding plan benefits, coverage 
disputes, and addressing quality issues. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


2016 – Present LIBERTY Dental Plan Irvine, CA Supervisor, Grievances & Appeals 


2014 – 2016 LIBERTY Dental Plan Irvine, CA Grievance Analyst  


2011 – 2014 West Coast Dental Services Paramount, CA Office Manager 


 Managed a dental practice with a staff of 10 people and consistently met monthly and yearly production goals. 


2008 – 2010 Delta Dental Cerritos, CA Claims Processor 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Concorde Career College San Bernardino, CA Certified Dental Assistant 1998 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Dental Assisting 1998 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


Stephanie Ford 
Manager 
OptumCare 
(P) 562.606.7059 
(F) Unavailable 
stephanieoford@yahoo.com 
 


Miranda Lent  
Assistant Manager  
LIBERT Dental Plan  
(P) 888.703.6999 ext: 409      
(F) 949.270.0109   
mlent@libertydentalplan.com 
 


Adrienne Barber 
Supervisor 
Martin Luther King Jr. Hospital 
(P) 562.225.3665 
(F) Unavailable 
abarber@gmail.com 


 







Revised:  09-25-13 Resume Form Page 1 of 1 


PROPOSED STAFF RESUME FOR RFP 3290 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: LIBERTY Dental Plan 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Prime Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Beatriz Angulo 
Key Personnel: 


(Yes/No) 
YES 


Individual’s Title: Claims Manager 


# of Years in Classification: 3 # of Years with Firm: 3 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Understands the business side of dental claim processing and is experienced with national dental plans including: 
Medicare, Medicaid, PPO, EPO and DHMO. Possesses experience in analyzing and reviewing team audits to 
ensure the highest quality and level of accuracy. Proficiency in reporting and troubleshooting, familiarity in 
partnering with dental consultants to ensure adherence to guidelines, ability to work interdepartmentally to ensure 
the meeting of standards, and adeptness in overseeing matters related to claims personnel.  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
2013 – Present LIBERTY Dental Plan Las Vegas, NV Claims Manager 


 Utilizes strong leadership skills in overseeing all personnel matters related to claims, runs daily reports, and 
problem-solves issues in order to achieve departmental goals. 


 Actively works with claims, pre-estimates, referrals, and data entry departments in order to ensure that all 
standards are met within the organization. 


 Partners with dental consultants and the grievance department to ensure guidelines are being followed. 
2006 – 2012 Red Rock Dental Las Vegas, NV Office Manager 


 In charge of all aspects of billing, collections, credentialing, and treatment coordination. 


2005 – 2006 Desert Springs Dental Care Las Vegas, NV Office Manager 


2002 – 2004 Red Rock Dental Las Vegas, NV Office Manager 


1999 - 2002 Children’s Dental Group Las Vegas, NV Surgery Coordinator 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
Valley High School Las Vegas, NV High School Diploma 1995 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


None   


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Beatrice Stark, DDS 
Owner/Dentist 
Enhance Dental 
(P) 702.437.1007 
(F) 702.304.1126 
enhancedental1@aol.com 
 


Ben Garagozloo, DDS 
Endodontist 
Independent Contractor 
(P) 702.321.8602 
(F) Unavailable 
onsiteendo@yahoo.com 


Gavi Morales 
Defect Mgmt. 
University of California 
(P) 714.863.5388 
(F) Unavailable 
gavbenny@sbcglobal.net 


 







 
 


 
 


POSITION DESCRIPTION 


Position Title: Operations Manager Location: Nevada 


Department: Operations Reports To: 
VP, Member Government 
Programs 


FLSA Status:  Exempt Union: (Y/N) No 


Prepared by: Vice President, Human Resources Last Updated: 11/15/2016 


 
Summary (Including Minimum Essential Position Duties):   
Provide strategic and operational responsibility for Member Services, Claims, Mailroom and Facilities in 
Nevada.  This position gives direction and leadership toward the achievement of the organization’s 
philosophy, mission, strategy and its goals and objectives.  Manage the daily activities of the Member 
Services and Claims departments while ensuring the highest level of customer satisfaction, accuracy and 
compliance with Nevada Department of Health and Human Services (DHHS) and Federal requirements.  


 Oversee and monitor daily operations for Regional Member Services, Claims, Facilities and 
Mailroom. 


 Confers with company leadership to discuss goals and objectives, implement and review 
progress, and to determine the needs to support departmental strategy. 


 Balance productivity and quality requirements to ensure performance goals are met or 
exceeded. 


 Ensure compliance to all DHHS and Federal requirements and guidelines. 


 Identify and pursue needs for process improvements, quality auditing measures and system 
enhancements. 


 
Education and/or Experience: 


 Minimum requirements include a bachelor’s degree in business administration, healthcare or 
related field, and/or,  


 Minimum 7 years of experience in a managerial role in operations, administrative or related 
field. 


 Minimum of 5 years Call Center Management Experience. 
 
Specific Skills/Knowledge: 


 Claims administration experience in dental, medical or related healthcare industry. 


 Familiar with dental benefits, codes and nomenclature. 


 Knowledge of call center operations. 


 Strong leadership ability including the ability to foster a team environment and motivate staff to 


achieve success. 
 Proven experience in managing multiple priorities and meeting deadlines/production goals. 


 Working knowledge of Microsoft Office (Excel, Outlook, and Word). 
 
Environment and/or Physical Factors: 
Work is generally performed within an office environment, with standard office equipment 
available. Sedentary work involves extensive sitting, typing, close range vision most of the time.  







 
 


 
 


Specific Skills/Knowledge: 


 In-depth knowledge of commercial and managed care delivery systems, reimbursement 
mechanisms, State regulatory and legislative landscape and quality improvement initiatives. 


 Knowledge of clinical dentistry procedure codes and generally accepted clinical and adjudication 
guidelines on medical necessity of proposed dental procedures. 


 The Dental director must comply with applicable federal and state statutes and regulations. 


 Working knowledge of Microsoft Office (Outlook, Excel and Word). 
 
Environment and/or Physical Factors: 
Work is generally performed within an office environment, with standard office equipment 
available. Sedentary work involves extensive sitting, typing, close range vision most of the time.  







 
 


 
 


POSITION DESCRIPTION 


Position Title: Dental Director Location: Nevada 


Department: Quality Management/Utilization Reports To: Chief Dental Officer 


FLSA Status:  Exempt Union: (Y/N) No 


Prepared by: Human Resources Last Updated: 12/12/2016 


 
Summary (Including Minimum Essential Position Duties):   
This position will be primarily responsible for the clinical review and medical necessity determinations 
for utilization of dental services, both pre-authorizations and claims.  The Dental Director is responsible 
for the oversight of development, implementation and review of the Internal Quality Assurance Program 
(IQAP) including implementation of, and adherence to, any Plan of Correction involving clinical reviews, 
quality of care concerns and/or grievances.   


 The Dental Director must be available Monday through Friday, between 8am and 5pm PST for 
Utilization Review decisions, and must be authorized and empowered to represent the Company to 
DHCFP regarding clinical issues, Utilization Review and quality of care inquiries. 


 Directs and/or oversees the development and implementation of the IQAP, utilization management 
activities and monitoring the quality of care that plan members receive. 


 Performs reviews emphasizing consistency with established clinical protocols, criteria and 
guidelines, and adjudication principles. 


 Identifies potentially unnecessary services in relation to care delivery settings.  Reviews all potential 
quality of care problems and oversees the development and implementation of, as well as 
adherence to, Plans of Correction. 


 Identifies potential quality issues and trends in prospective and retrospective claims submissions.   


 Examines clinical programs information to identify members for specific case management and/or 
disease management activities or interventions by utilizing established screening criteria, as needed. 


 Oversees the referral process for specialty and out-of-network services.   


 Serves as a liaison between the Company and providers, demonstrating frequent communication 
and oversight of provider orientations and ongoing education. 


 Spearheads provider recruitment and credentialing activities. 


 Represents the Company with regard to clinical issues, denials, grievances and problems. 


 Ensures coordination of out-of-network services. 
 
Education and/or Experience: 


 The Dental Director must have a current and unencumbered dental license in the State of 
Nevada.  


 Minimum of 5 years of experience in Dental industry/environment. 


 Experience with Medicare/Medicaid. 


 Experience reviewing pre-authorizations and/or claims preferred. 
 
 
 
 







 
 


 
 


Specific Skills/Knowledge: 


 In-depth knowledge of commercial and managed care delivery systems, reimbursement 
mechanisms, state regulatory and legislative landscape and quality improvement initiatives. 


 Knowledge of clinical dentistry procedure codes and generally accepted clinical and adjudication 
guidelines on medical necessity of proposed dental procedures. 


 The Dental director must comply with applicable federal and state statutes and regulations. 


 Working knowledge of Microsoft Office (Outlook, Excel and Word). 
 
Environment and/or Physical Factors: 
Work is generally performed within an office environment, with standard office equipment 
available. Sedentary work involves extensive sitting, typing, close range vision most of the time.  
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PROPOSED STAFF RESUME FOR RFP 3290 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: OCDM 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: David Johnson 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Senior Account Executive 


# of Years in Classification: 13 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
25 years of administrative, operations, and management including direct mail/marketing, freight 
transportation, and retail sales. Developed skill set in communicating, accuracy, teamwork, and project 
coordination. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
May 2011 – Present, OCDM Direct Marketing in Santa Ana, CA as Senior Account Executive 


- Handling routine printing and distribution of identification card packets and other related projects 
for LIBERTY Dental Plan, Irvine, CA. Coordinate receiving data, ID card print production and 
lettershop fulfillment including qc and delivery to the post office. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Cal State Dominguez Hills, Compton, CA, earned and awarded a Bachelor’s of Arts degree in 
Geography, 1995. 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Dave Rouse, Brand Manager, Alliance Printing Assoc., Inc. 


P (562) 594-7975 F (562) 594-7985 Email: dave@apabrandu.com 
 


Roger Anthony, Owner, Anthony & Associates 
 P (714) 972-8114 F (714) 972-8482 Email: rlanthony@prodigy.net 
 
Kenn Gary, Sales Executive, Sapphire Printing Group, Inc. 
 P (714) 813-0363 F (480) 719-1597 Email: kenng@sapphireprinting.com 
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PROPOSED STAFF RESUME FOR RFP 3290 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: CreDENTALs Services, Inc. dba VerifPoint 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Joleen Thomas Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Director of Credentialing/Client Services 
# of Years in Classification: 18 # of Years with Firm: 18 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
• Over eighteen years of credentialing experience working at a VerifPoint.  
• Expertise in coordinating credentialing process for initial appointments and 


reappointments.  
• Solid knowledge of AAAHC, NCQA, URAC and Joint Commission credentialing 


standards.  
• Proven ability to work independently and efficiently with superior results.  
• Excellent organization skills 
• Ability to maintain confidentiality, excellent composure and professional etiquette 
• Proficient in word processing, spreadsheets and access database. 
• Studying to take exam for Certified Provider Credentialing Specialist (CPCS). 
• Responsible for all NCQA and URAC audits 


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


 
11/1998 – 2/1999 – CreDENTALs, Mission Viejo, CA – Data Entry Processor 
2/1999 – 9/2000 - CreDENTALs, Mission Viejo, CA – Client Services Assistant 
9/2000 – present – CreDENTALs Services Inc. dba VerifPoint, Lake Forest, CA – Director of 
Credentialing/Client Services 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Jurupa Valley High School, Mira Loma, California – 1995 – High School Diploma 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
n/a 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Lori Calderone 
Director, IPA of North Jersey 
Seton Health Network 
p- 973-754-2749 
f-  973-754-2791 
calderol@sjhmc.org 
 
Tammy D Lord 
United Concordia Companies, Inc. 
Lead Business Analyst 
P- 717-260-7503  
tammy.lord@ucci.com  
 
Rachel Coleman 
Credentialing Analyst 
Connection Dental 
800-505-8880 Ext 4060 
816-257-4438 Fax  
Rachel.Coleman@GEHA.com  



mailto:calderol@sjhmc.org

mailto:tammy.lord@ucci.com

mailto:Rachel.Coleman@GEHA.com
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PROPOSED STAFF RESUME FOR RFP 3290 
 


Company Name Submitting Proposal: LIBERTY DENTAL PLAN 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Richard Antoine, MIB/MBA 
Key Personnel: 


(Yes/No) 
yes 


Individual’s Title: Founder, President & CEO 


# of Years in Classification: 23 # of Years with Firm: 23 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 Direct experience performing all tasks in the translation process including: 


·  Content generation 


·  Readability analysis and source-language editing for low literacy audiences 


·  Translation and editing 


·  Formatting of documents in multiple writing systems 


·  Translation evaluation as a target audience reader 


 In 2002, MAGNUS was one of 9 founders of the Association of Language Companies, the 


national trade group for language companies. Mr. Antoine was elected to be the association’s 
first president and served from 2002 to 2004. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 


 Consulting Experience  


·  Los Angeles County Department of Mental Health – strategies and insights for 


understanding and communicating with underserved and minority language speakers in 


the US.  


·  Project related consultations regarding project work flow optimization, quality 


enhancement and cost minimization strategies. 


 


 Project Management Experience  


·  Notable projects include work for high profile healthcare clients such as Anthem Blue 


Cross, Aetna, United Healthcare, TennCare and LA Care 


·  Ongoing projects requiring translation under the auspices of research and accreditation 


organizations such as RAND, NCQA and others. 


·  Emergency Readiness, Public Health and other communication materials in support of 


campaigns for government agencies nationwide at all levels of government. 







Revised:  09-25-13 Resume Form Page 2 of 2 


 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Pepperdine University, Malibu, CA 


Joint Master of International Business and MBA 


 


Carnegie-Mellon University, Pittsburgh, PA 


B.S. Managerial Economics and French 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


 


Mark Maricich, CEO 
Maricich Health (agency for LA Care) 
18201 McDurmott W., Suite A 
Irvine, CA 92614 
Ph 949-223-6455 
F  949-223-6451 
mark@maricich.com 
 
 


Marielle Weindorf 
Datastat 
3975 S. Research Park Drive 
Ann Arbor MI 48108 
Ph  (734) 994-0540 x186 
F  (734) 972-5406 
mweindorf@datastat.com 
 
 
 


Lily Wendt 
Alignment Healthcare 
1100 W. Town and Country Road, #1600 
Orange, CA 92868 
Ph  (657) 218-7430 
F  (323) 728-1460 
LWendt@ahcusa.com 
 
 
 



mailto:mark@maricich.com

mailto:mweindorf@datastat.com

mailto:LWendt@ahcusa.com
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SECTION 3: TECHNICAL PROPOSAL – SCOPE OF WORK 
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3.1	GENERAL 
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3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, 
which will administer a DBA program to assist the DHCFP in reaching its goal to provide 
quality dental care to the targeted populations. 


LIBERTY offers vast, specialized experience. We will utilize our experience, services, and 
programs, including those listed below, to meet DHCFP goals and requirements for a 
managed dental care model: 
 


 Establishment and management of a Dental Provider Network. 
 Credentialing and contracting with providers. 
 Analytics to identify gaps in care for recipients and systematic outreach to 


facilitate and track access. 
 Authorization and utilization management. 
 Identification, investigation, and referral of suspected fraud cases to DHCFP. 
 Quality assurance and improvement. 
 Claims processing adjudication and payment. 
 Management of third party liability. 
 Education and other information sharing with beneficiaries and providers using 


modern technology as well as more traditional communication mechanisms. 
 Linkages to community support services. 
 Customer service. 


 
We offer Nevada a proven system for facilitating access to care for impoverished 
subgroups and achieving cost-effective outcomes – all done in a structure that is 
uniquely provider-friendly. We believe that dental care is more than just administration 
of a program. For LIBERTY, it’s about coordinating care management, knowing that 
recipients have access to qualified providers, implementing outreach programs that 
encourage continuity of care, and proactively identifying and eliminating fraud, waste, 
and abuse. We believe in helping recipients to establish a dental home and in ensuring 
that each individual is matched to the right provider to receive the right care. In order 
to accomplish these goals, we offer progressive technology and operate our entire 
scope of services within a customized, single source platform that seamlessly integrates 
and synthesizes data.  
 
These best practices—coupled with our established operations in Nevada and our 
comprehensive experience in Medicaid—uniquely position us as the ideal contracting 
partner for DHCFP. 
 
LIBERTY has delivered dental care coordination in Nevada since 2008.  We currently 
have 54 Nevada-based employees performing a variety of dental care coordination 
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functions. Our existing Nevada network – all contracted, credentialed, and actively 
serving our members – includes more than 1,300 dental providers. 
    
We also currently administer a full array of dental benefits and services to 
approximately 3 million members in public and commercial programs in 50 states, 
including approximately 2 million Medicaid members—children and adults—in 
California, Florida, Illinois, New Jersey, New York and Texas. Over 85 percent of our total 
membership is enrolled in government sponsored programs.  
 
We have direct experience working with a wide spectrum of Medicaid subgroups 
including children, young adults, pregnant women, older (but non-senior) adults, 
persons with disabilities, persons with Long Term Care needs, persons dually eligible for 
Medicaid and Medicare (including participation in Duals Demonstration programs). The 
health conditions of the Medicaid subgroups we serve range from relatively healthy 
individuals who primarily require access support for preventive services, to persons with 
a complex combination of physical health, mental health, and long term care needs 
requiring complicated treatment plans. 
 
The chart in Table 3.1.1-1 conveys a list of our relevant Medicaid experience in the 
industry. Across all lines of business, we serve clients based in 27 states, with members 
enrolled in 50 states. Following this chart, we detail our most relevant experience in 
detail. 
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Staywell Health Plan (WellCare), Florida 
On behalf of Staywell Health Plan (WellCare), we manage dental services for 
approximately 700,000 Medicaid members throughout the State of Florida. Over the 
past two years, we have been actively involved in efforts to improve HEDIS scores for 
overall utilization and we have achieved a 17 percent increase in the proportion of 
members utilizing dental services. This accomplishment was achieved in part by 
implementing the following initiatives: 
 


 Establishing school based programs that partner with mobile van providers to 
administer programs. 


 Implementing government and community outreach programs with various 
stakeholder organizations. 


 Conducting outbound calls to schedule visits for those who have not seen a 
dentist in more than 9-12 months. 


 Developing partnerships with community based organizations. 
 
In Florida, we were also the dental plan selected to participate in a workgroup 
established by the Florida Agency for Health Care Administration to work with the 
Center for Medicare and Medicaid Services (CMS) as part of a CMS technical 
assistance grant to establish a State Oral Health Action Plan. This plan was targeted to 
improve utilization of preventive services and sealants. We also participate in the newly 
formed Florida Oral Health Alliance, which is a group of various stakeholders 
developing strategies to improve the oral health of Florida’s most vulnerable children 
populations. We are also implementing a new initiative this year that reimburses Florida 
physicians (PCPs) for conducting dental assessments, making dental referrals, and 
providing fluoride varnish. 
 
We have also been actively involved in identifying and correcting fraud, waste, and 
abuse. In February 2015, an outlier Florida provider was identified through an unusual 
amount of member grievances. An investigation ensued, revealing that in addition to 
over-utilization, the provider did not meet minimum treatment standards. The provider 
was terminated, reported to officials, and subsequently arrested for Medicaid fraud and 
allegations of child abuse. The provider was a long time Medicaid provider. 
 
California Department of Health Care Services 
Since 2005, we have been directly contracted with the California State Department of 
HealthCare Services for Medi-Cal (Medicaid) managed care in the counties of Los 
Angeles and Sacramento—Sacramento being the only mandatory geographic 
managed care dental program in California. Over the last ten years, we have increased 
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quality scores for our Medi-Cal membership despite budget rate reductions; the 
elimination, then reinstatement, of adult Medi-Cal dental services; and acquisition of 
two dental plans which did not meet program requirements.  


 
Illinois Medicaid Managed Care 
In June 2014, the State of Illinois Managed Care Program notified LIBERTY that we must 
be ready to assume the dental benefits administration of approximately 300,000 
Medicaid members.  The State was late in notifying the Medicaid managed care health 
plans that they would be assuming the responsibility for the provision of Medicaid child 
benefits and the newly enhanced adult Medicaid benefits to their members on July 1, 
2014. As their dental partner to several health plans serving the Medicaid population, 
this gave us approximately two weeks to assume 160,000 members with Harmony 
Health Plan, and 40,000 members with Meridian Health Plan. We moved quickly and 
effectively to implement dental managed care to 300,000 Illinois Medicaid beneficiaries 
with minimal disruption and without gaps in timely access. Two examples of our 
accomplishments in Illinois are provided below – both demonstrating our ability to 
promptly identify and address fraudulent practices that had gone unnoticed by the 
existing dental payers in the market. 
 
In September 2014, an Outlier Provider from the State of Illinois Medicaid program was 
identified within 2 months of the plan’s transition. Upon investigation, it was found that 
the provider billed for services that were not rendered. By addressing aberrant patterns, 
it resulted in notification to authorities and the provider abandoning the office. 
 
In April 2015, an Outlier Provider, also from the State of Illinois Medicaid program, 
demonstrated practices below the standard of care. The provider was deemed to be 
systematically undermining and defrauding the system. Children who obtained care 
had undetected caries, sealants were placed over fillings, fillings were placed over 
sealants, and overall treatment was below the standard of care. As a result of our 
findings, the provider’s contract was terminated and reported to authorities. 
 
 


 
 
 
Our experience will allow us to partner with the DHCFP in reaching its goal to provide 
quality dental care to the targeted populations in the State of Nevada. 
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3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the 
projected number of Medicaid and Nevada Check Up recipients by the United States 
Secretary of Health and Human Services and the Insurance Commissioner of the State 
of Nevada are conditions precedent to the contract and shall continue as conditions 
during the term of any contract.  The vendor must hold a current certificate of authority 
from the Nevada State Insurance Commissioner for the applicable contract period and 
throughout the contract period, or have a written opinion from the Insurance 
Commissioner that such a certificate is not required.  The awarded vendor must provide 
proof of a valid certificate of authority prior to the contract readiness review. 


LIBERTY is fully authorized to operate as a certified vendor in the State of Nevada with 
the projected number of Medicaid and Nevada Check Up recipients under the DHCFP 
contract.  As a Nevada licensed Prepaid Limited Health Service Organization in good 
standing, we have a valid certificate of authority (included in Figure 3.1.2-1) which we 
will submit to DHCFP prior to the contract readiness review. We currently provide dental 
benefits management services to more than 64,000 Nevada residents, have contracts 
with over 1,300 providers, and have operated a Nevada-based office and call center 
with 54 Nevada-based employees throughout the past eight years.  We are in good 
standing with the State of Nevada, as evidenced by our certificate in Figure 3.1.2-2. 
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FIGURE 3.1.2-1. CERTIFICATE OF AUTHORITY 
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FIGURE 3.1.2-2. CERTIFICATE OF GOOD STANDING 
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3.1.3 The vendor must adhere to all authorities including the Title XIX, Title XXI state plans 
and amendments, Code of Federal Regulations, and the Medicaid Services Manual. 


LIBERTY maintains a comprehensive Compliance Program led by our Compliance 
Officer and overseen by our Board of Directors.  We have a demonstrated commitment 
to adhering to all authorities for the government programs we serve, including the Title 
XIX, Title XXI state plans and amendments, Code of Federal Regulations, and the 
Medicaid Services Manual. We will continue this commitment upon contract award. 


 


3.1.4 The DHCFP intends to procure dental services for eligible individuals in urban Clark 
and Washoe Counties. Other services, populations and/or geographic areas may be 
included in the DBA plan during the course of this contract and are to be considered as 
covered for this Request for Proposal.  


LIBERTY has operated dental benefits administration in Nevada since 2008.  Our current 
network includes a total of 1,339 providers, with 1,210 providers in Clark and 111 
providers in Washoe Counties, respectively.  We will focus our provider recruitment 
efforts in geographic areas that have eligible individuals, including any additional 
counties the State includes in its DBA initiative.  Nationwide, we have extensive 
experience serving Medicaid recipients residing in both rural and urban counties. As an 
example, we are currently serving over 58,000 Medicaid recipients in 33 rural counties 
in the State of Florida. We are well-positioned to identify and address all access to care 
challenges that exist and arise in each geographic area we serve.  In addition to the 
policies and controls we have in place to ensure our network maintains a sufficient 
number of providers at all times within the required distances, we are adept at 
employing innovative solutions to provide all recipients access to quality services 
including:  


 Multilingual telehealth services   
 Mobile dental Units 
 School based services 


We will work in various ways, delineated throughout our proposal, to ensure that 
recipients access dental services and receive high quality care including drawing upon 
our staff experience and expertise, our tailored processes, our information technology, 
and our provider and community partnerships. 
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3.1.5 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are 
treated the same as in state. Out of state treatment for a recipient is required when 
there is not a provider in Nevada who is able to provide services to the recipient. 
When situations arise such that Nevada providers are not best-positioned to provide 
services to Nevada Medicaid recipients, we will coordinate treatment with providers 
outside of Nevada, including in California, Arizona, Idaho and Utah.  Our existing 
provider networks in several of these states facilitate our ability to link recipients with out 
of state services efficiently and effectively.  In order for LIBERTY to enter into a single 
case agreement with a provider willing to treat Nevada Medicaid recipients outside of 
Nevada, the provider must be licensed in their home state of practice.  Finally, in some 
areas, such as Reno, LIBERTY will include providers in states adjacent to Nevada in its 
network under the DHCFP contract.  
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3.2	VENDOR	DUTIES	AND	RESPONSIBILITIES	 
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3.2 VENDOR DUTIES AND RESPONSIBILITIES  
The vendor’s senior staff and other key staff as identified by the vendor shall participate 
in all designated key meetings scheduled by the DHCFP.  The purpose of these 
meetings includes, but is not limited to, contract compliance, the DHCFP auditing 
functions and responsibilities, access to care, quality, and any other applicable issues 
concerning administration and management of the contract as well as program and 
service delivery.  The frequency of such meetings may include, at a minimum, monthly 
teleconferences and/or videoconferences in addition to quarterly on-site meetings.  
The location of the on-site meetings will be at either the DHCFP administrative offices in 
Carson City or a site in Las Vegas.  It is the sole responsibility of the DHCFP to provide 
reasonable advanced notice of such meetings, including location, time, date, and 
agenda items for discussion.   


We understand and will comply with the requirements of Section 3.2. 


Based on our experience with other Medicaid programs, we expect to build a strong 
partnership with DHCFP through active engagement at all organizational levels.   


After we achieve successful implementation, our National and Local Account 
Executives will work together with the Nevada Operations Manager to assume 
responsibility for all support activities, including monthly reporting submissions, 
escalated issues, monthly reviews with DHCFP, and day-to-day communications to 
ensure that DHCFP receives outstanding responsiveness. In addition to these staff 
members, senior staff will participate, at a minimum, in monthly teleconferences and 
quarterly on-site professional meetings as scheduled by DHCFP.  We will use these 
meetings as an opportunity to discuss contract compliance, audits, access to care, 
quality management, innovative services, and utilization management programs that 
seek to improve dental treatment methods, patient safety, and treatment outcomes. 
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3.3	DENTAL	SERVICES	 
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3.3 DENTAL SERVICES  
These include covered diagnostic, preventive or corrective services and procedures 
that include treatment of the teeth and associated structures of the oral cavity due to 
disease, injury or impairment that may affect the oral or general health of the eligible 
Medicaid recipient up to age 21 years and eligible Nevada Check Up recipients from 
birth to the 19th year of their birth month. Recipients are also provided emergent and 
urgent dental care.   


Individuals age 21 and over who qualify for full Medicaid benefits receive emergency 
extractions, palliative care, and may also be eligible to receive prosthetic care 
(dentures/partials) under certain guidelines and limitations.  


Nevada Medicaid offers expanded dental services in addition to the adult dental 
services for Medicaid-eligible pregnant women. 


Except as otherwise provided in this RFP, the vendor’s benefits package provided to the 
DHCFP recipients shall not be less in amount, duration, and scope than those covered 
services specified in the respective State Plans for Title XIX and XXI programs and the 
Nevada Medicaid Service Manual Chapter 1000, but may be more than stated therein. 
Any changes in Title XIX or Title XXI benefit amounts, duration, or scope shall be 
preceded by a review of impact on capitation amounts. 


Each vendor must provide, either directly or through subcontractors, the dental care 
benefit package, as described in this RFP, to enrolled and eligible recipients to ensure 
all covered medically necessary dental services covered are available and accessible 
to them.  


The State of Nevada Title XIX and Title XXI State Plans can be accessed on the DHCFP’s 
website at: http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/ 


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


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


We understand and will comply with the provisions of Section 3.3. 


Benefit Package  
LIBERTY’s values are aligned with DHCP’s mission to provide equal access to quality 
health care in the most cost-efficient manner possible for all eligible recipients.  As 
such, we are committed to ensuring our benefit package will not be less in amount, 
duration and scope than those covered in the respective State Plans for Title XIX and 
XXI and the Nevada Medicaid Service Manual Chapter 1000. We acknowledge our 







 
SECTION 3: SCOPE OF WORK  


3.3 DENTAL SERVICES 
             


 


Dental Benefits Administrator RFP # 3290  Page 101  


responsibility to provide all covered medically necessary dental services to eligible 
recipients. 


Value Added Services 
LIBERTY intends to provide the value-added codes delineated in Table 3.3-1, that are 
not included in the standard benefit schedule. The value-added codes that we will offer 
have proven efficacy – these have all been successfully administered by LIBERTY in one 
or more of the other markets we serve. 


TABLE 3.3-1. VALUE ADDED SERVICES 


Additional Benefit Description 


Additional Benefit #1:    


Additional Fluoride Varnish 
Application at Primary Care Physician 
Office (D1206): 


LIBERTY intends to add an additional fluoride varnish 
application applied specifically by PCPs or their clinical 
staff, or by mobile based providers, to facilitate both 
PCP Fluoride Varnish & School Based Sealant programs.  


Additional Benefit #2:    


Caries risk assessment & 
documentation, low risk (D0601) 


LIBERTY intends to add caries risk assessment codes to 
facilitate the collection of risk assessment data. This 
data will allow us to pinpoint specific members who 
require follow-up and additional treatment, as well as 
identify geographic areas that might require higher 
levels of outreach and engagement.  


 


 


Additional Benefit #3:    


Caries risk assessment & 
documentation, moderate risk (D0602) 


Additional Benefit #4:    


Caries risk assessment & 
documentation, high risk (D0603) 


Additional Benefit #5:    


Screening of a patient (D0190)  


LIBERTY intends to add patient screening and 
assessment, to be used specifically by PCPs or their 
clinical staff, or by mobile based providers, to facilitate 
both PCP Fluoride Varnish & School Based Sealant 
programs.   


Additional Benefit #6:    


Assessment of a patient (D0191)  


LIBERTY intends to add patient screening and 
assessment, to be used specifically by PCPs or their 
clinical staff, or by mobile based providers, to facilitate 
both PCP Fluoride Varnish & School Based Sealant 
programs.   


Additional Benefit #7 LIBERTY intends to add an additional two prophylaxis 
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Third and Fourth Adult Prophylaxis for 
Pregnant Women (D1110) 


treatments per year for pregnant women, in addition to 
the two they currently receive. 


 


Insurance Certificate or Evidence of Insurance  
We will comply with DHCFP’s requirement to refrain from issuing any insurance 
certificate or evidence of insurance to any Medicaid of Nevada Check Up recipient. 
Further, we acknowledge and agree that any insurance duty shall be construed to flow 
to the benefit of the DHCFP and not the Nevada Medicaid or Nevada Check Up 
enrolled recipient. 
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3.3.1 General Information 
The DBA vendors are required to provide all covered medically necessary dental 
services with the exception of orthodontic services, which are covered under FFS.  


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


The Dental vendor must ensure that enrollees who are receiving orthodontic services 
are also receiving all medically necessary dental services covered in the dental care 
benefit package. 


The Dental Vendor’s are not responsible for any services provided by an Orthodontist 
but must ensure coordination of care between a participant’s Orthodontist and 
primary dental provider.    


The Dental vendor as applicable will be required to conduct EPSDT screenings of its 
recipients under the age of twenty-one (21) years at six (6) month intervals to 
recipients of orthodontic services.  The screening must meet the EPSDT requirements 
found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 
the Social Security Act, and 42 CFR 441.50 through 441.62.  The vendor must conduct 
all interperiodic screening on behalf of recipients, as defined in MSM Chapter 1500. 


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


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


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


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


We will provide medically necessary dental services covered under Title XIX, Title XXI, 
and MSM Chapter 1000 and conduct interperiodic screen as defined in MSM Chapter 
1500. We have extensive experience in providing the full range of covered dental 
services to Medicaid recipients in multiple states (currently encompassing more than 3 
million members), and we already coordinate and pay for a wide spectrum of dental 
services delivered to more than 64,000 Nevadans through our network of more than 
1,300 Nevada dental providers.   


We are deeply committed to and skilled at tracking and facilitating access to EPSDT 
and all other front-end preventive and routine services.  While treatment of oral health 







 
SECTION 3: SCOPE OF WORK  


3.3 DENTAL SERVICES 
             


 


Dental Benefits Administrator RFP # 3290  Page 104  


crises is of course also covered, we strive to avoid to the greatest possible extent the 
onset and exacerbation of such situations. With regard to EPSDT and the other 
preventive and routine services, we do not passively “cover” these benefits.  Rather, we 
do everything we can to ensure that our members in fact utilize these benefits.  


With regard to the specific subparts of requirement 3.3.1.1:    


A) We understand the importance of ensuring the proper amount, duration, scope 
and clinical oversight of dental services. Our single source data system houses 
member eligibility, provider contracting and benefits, which ensures that all 
relevant information is systematically reviewed and applied to claims and pre-
service requests.   


B) Such systematic review assures all services provided are sufficient in amount, 
duration and/or scope to achieve the purpose for which they are furnished and 
that services are not arbitrarily denied or reduced. 


C) Our claim system is flexible in its set up for benefit plan design, procedure code 
rules, potential fraud, waste, and abuse (PFWA) identifiers and clinical review 
requirements. 


Our system functionality includes but is not limited to: 


 Full scope of dental benefits, frequency limitations and exclusions, including 
specialized benefits such as school based dental, skilled nursing facilities and 
programs tailored for pregnant women. 


 Our system ties member eligibility, state specific dental benefits, frequency 
limitations, exclusions, member dental history, provider contracting status 
including any outlier or special processing rules that may apply to any single 
provider and/or his dental practice(s) and PFWA code identifiers. 
 


 We customize system adjudication rules for each group and/or plan design. This 
customization allows LIBERTY to adopt, create, monitor and adjust claims and 
pre-service requests subject to clinical review, administration review and/or auto 
adjudication, which ensures that the appropriate amount, duration, scope, and 
medical necessity benefits are applied to each claim and pre-service request. 


 


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


We are proposing the following definition for “medical necessity”: 


DEFINITION OF MEDICAL NECESSITY 
We approve care that is “medically necessary” or “needed” 


This means: 


 The treatment or supplies are needed to prevent, evaluate, diagnose, correct, 
prevent the worsening of, alleviate, ameliorate, or cure a physical or mental 
illness or condition and that meet accepted standards of dentistry; 


 Will prevent the onset of an illness, condition, or disability; 
 Will prevent the deterioration of a condition; 
 Will prevent or treat a condition that endangers life or causes suffering, pain or 


results in illness or infirmity; 
 Will follow accepted medical practices; 
 Services are patient-centered and take into account the individuals’ needs, 


clinical and environmental factors, and personal values. These Criteria do not 
replace clinical judgment, and every treatment decision must allow for the 
consideration of the unique situation of the individual; 


 Services are provided in a safe, proper and cost-effective place, reflective of the 
services that can be safely provided consistent with the diagnosis; 


 Services are not performed for convenience only;  
 Services are provided as needed when there is no better or less costly covered 


care, service or place available; and 
 Services provided in a manner that is no more restrictive than that used in the 


State Medicaid and CHIP programs as indicated in State statutes and regulations, 
the Title XIX and Title XXI State Plans, and other State policy and procedures, 
including the Medicaid Services Manual (MSM). 


LIBERTY’s clinical utilization management team includes licensed dentists, who work 
under the supervision of our Dental Director. With guidance from the clinical guidelines 
delineated by the American Dental Association, American Academy of 
Periodontology, American Association of Oral and Maxillofacial Surgeons, American 
Academy of Pediatric Dentistry, American Association of Endodontics, American 
Association of Orthodontists and the American College of Prosthodontists, this team has 
developed the LIBERTY Dental Clinical Criteria manual which defines what constitutes 
medical necessity and medically necessary services. In addition to LIBERTY’s Dental 
Clinical Criteria manual, LIBERTY has adopted Nevada specific clinical criteria. We have 
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ensured that our definition of medical necessity and medically necessary services will 
align with all Nevada and federal requirements and we will seek approval of this 
definition.  


In making medical necessity determinations, LIBERTY relies on written guidelines and 
review criteria to ensure recipients obtain dental services: 


 in a manner that considers the timeliness of care that meets their dental needs; 
 that are within professionally recognized standards of dental care; and  
 at a location appropriate for their condition. 


LIBERTY’s Clinical Criteria and Guidelines are imperative components to the medical 
necessity decision-making process and ensure that decisions are based on sound 
clinical evidence.  


Perhaps the most important benefit of our clinical review process is that in the course of 
evaluating requests for treatment against nationally accepted standards of dental care 
and our Clinical Criteria and Guidelines, we essentially partner with our providers in 
determining the most appropriate treatment and services for recipients. Our Utilization 
Review combined with our comprehensive Utilization Management program, enables 
us to eliminate unnecessary duplication of dental services while preventing against 
under-utilization and over-utilization of services. These efforts result in optimal health 
outcomes for our members in a quality, cost-effective, efficient manner.  


Prior to implementation, any changes to our Clinical Criteria Guidelines and/or Medical 
Necessity definition are reviewed and approved by our Peer Review Committee, which 
meets on a quarterly basis.  


State specific medical necessity rules are built into our system, and are consistent with 
the state Medicaid Services Manual. These rules identify dental procedure codes or a 
combination of dental codes that require claim and/or pre-authorization attachments, 
including, but not limited to, x-rays, periodontal charting, or clinical narratives.  
Procedures that require clinical review are systematically routed to the appropriate 
state licensed dental consultant for review. The dental consultant reviews each 
procedure for evidence of need and prognosis of the tooth or area in the mouth. 


 


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


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


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


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


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


E. The vendor shall coordinate prior authorizations and edit patterns with those used in 
the FFService program. 


 
Policies and Procedures for Authorizations of Services  
LIBERTY maintains written policies and procedures for the processing of requests for 
initial and continuing authorizations of services. 


We have a proven IT platform to receive, process, and report prior authorization 
requests. We make the submission process easy for provider.  For example, pre-
authorizations can be submitted via paper, electronically, via an online portal, by 
telephone, fax, or email. Once received, authorization requests are date stamped, 
scanned, and inputted into our pre-authorization workflow application.  


Our pre-authorization workflow (see Figure 3.3.1.3-1) tracks request inventory and 
directs each pre-authorization through a simplified step by step process until a final 
determination is made. Each step of the pre-authorization process is a tracked by user, 
date and time stamp for reporting purposes. On a daily basis, our pre-authorization 
review staff generates inventory reports (see Figure 3.3.1.3-2) which help identify where 
each pre-authorization request is in the workflow. Our trackable process and reviews 
ensure our timeliness goals are achieved.  


  







 
SECTION 3: SCOPE OF WORK  


3.3 DENTAL SERVICES 
             


 


Dental Benefits Administrator RFP # 3290  Page 108  


FIGURE 3.3.1.3-1. PRE-AUTHORIZATION PROCESS WORKFLOW 
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FIGURE 3.3.1.3-2. SAMPLE INVENTORY REPORT 


 


LIBERTY’s pre-authorization processors screen all requests to verify benefit eligibility, 
treatment plans, and plan exclusions and limitations. Our pre-authorization processor 
will also verify recipient history to see if similar or related treatment has either been 
rendered or pre-authorized previously and will provide this information to a Dental 
Consultant for review. Duplicate treatment requests automatically generate a duplicate 
request.  


Review of Requests by Professionals with Clinical Expertise 
All pre-authorization clinical determinations are made by licensed dentists who provide 
a clinical rationale on every prior-authorization request. That clinical rationale is printed 
and conveyed to the requesting provider and member on each Notice of 
Determination.   


In instances where a clinical reviewer may not have the necessary information or 
documentation needed to render a decision, the pre-authorization is pended to the 
Dental Care Outreach unit. These staff members contact providers via telephone to 
obtain additional documentation requested by our clinical reviewers. By taking this 
additional step, LIBERTY increases our number of approvals and vastly decreases the 
need for the back and forth notification cycle that sometimes occurs between 
managed care administrators and providers. Once the documentation is received, the 
pended pre-authorization is then sent back to the clinical reviewer for final 
determination.   
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Once the clinical review has been completed on a pre-authorization request, the work 
item transaction is then sent via the application workflow back to the Pre-Authorization 
Processor for completion. The Pre-Authorization Processor will verify the clinical review 
determinations and apply the system reason codes assigned by the clinical reviewer to 
each line item on the pre-authorization request. Once finalized, the Processor will 
complete and close the work item, which then queues up the pre-authorization request 
to be printed and fulfilled.   


Consistent Application of Criteria 
In an effort to ensure consistent clinical review, our Chief Dental Officer, local Dental 
Directors, and clinical professionals collaborate on a monthly basis using case studies 
to keep a consistent clinical determination process across all lines of business. 


Monitoring of Prior Authorization Requests 
LIBERTY agrees to monitor all prior authorization requests and agrees to comply with all 
DHCFP requirements.  


Coordination of Prior Authorizations and Edit Patterns 
We agree to coordinate prior authorizations and edit patterns with those used in the FFS 
Service program. 


 


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


We have not encountered a situation where we rejected counseling or a referral service 
due to an objection on moral or religious grounds. Our goal, first and foremost, is to 
provide responsible, affordable, and quality dental care to all of our recipients. If such 
an occasion does arise, LIBERTY will provide written documentation supporting our 
stance (and conveying our rationale) to the DHCFP.  


 


3.3.1.5 Must allow each recipient to choose his or her dental care professional, 
including the Primary Dental Provider (PDP) to the extent possible and appropriate. 
A. Recipients will have an individual dentist, a clinic or a FQHC assigned as their PDP.   
B. Vendor must allow for continued use of a recipient’s provider(s) until the recipient 
can be transferred to an appropriate network provider(s). 
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The flexibility of our MIS allows recipients to choose any contracted provider or to be 
assigned a contracted provider within close proximity of a recipient’s home address. 
Our welcome packets for Nevada recipients will provide instructions for the recipient to 
select a primary dental provider.  


We offer multiple options to assist our recipients in selecting a primary dental provider. 
Through our website (www.libertydentalplan.com), recipients may search and select a 
provider close to their home and based on the provider’s profile.  Alternatively, 
recipients may call our Member Services Department to speak directly with a LIBERTY 
representative for assistance in selecting a primary dental provider. Our current Nevada 
network includes more than 1,300 dental providers and a broad range of independent 
dental offices, Dental Care Organizations (DCOs) and FQHCs. Our goal is to build upon 
this considerable baseline to maximize the Nevada Medicaid population’s care access 
options. 


Continuation of Coverage 
During the transition of administration from DHCFP to LIBERTY, we will offer a Continuation 
of Coverage (COC) period of 120 days whereby a recipient can continue to seek 
covered services from his/her dental provider of choice. During this time period, if the 
provider is an out-of-network provider, LIBERTY will make every effort to contract with 
the provider for in-network services. If such an agreement cannot be made, LIBERTY will 
preserve the existing provider/patient relationship for up to 120 days.  We will notify the 
recipient via telephone or mail of this temporary continuity feature, and we will also 
make available alternative in-network providers who meet geographic access 
standards and cultural needs. 


 


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


A. The anticipated DHCFP recipient DBA enrollment; 
B. The numbers of network providers who currently are and are not accepting new 


Medicaid and Nevada Check Up recipients; 
C. The expected utilization of services including a description of the utilization 


management software or other process used by the plan, taking into 
consideration the characteristics and dental care needs of specific Medicaid 
and Nevada Check Up populations; 


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


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


We have extensive and proven experience in developing and maintaining robust 
provider networks that serve a culturally and geographically diverse membership. We 
also understand that having a large dental network “on paper” by no means ensures 
adequate access to our population.   


Our utilization management system tracks utilization overall, by region, by county, by 
city, by zip code and for each Medicaid eligible child by name and Medicaid 
identification number. The system runs CMS-416 (measures 12a – 12f) and HEDIS® 
Annual Dental Visit (ADV) reports for custom specified timeframes to track utilization. 
CMS-416 data shows Nevada had a utilization rate of 43% for the Any Dental Services 
(12a) measure for calendar year 2013. That rate has since dropped and was most 
recently 38.6% in 2015. LIBERTY intends to increase utilization of services and will thus use 
an initial expected utilization rate of 45% as our guide for monitoring and maintaining 
access in the network.  


We have successfully recruited, contracted, developed, and maintained Medicaid 
dental provider networks with over 51,000 points of access in multiple states. 
Additionally, we have over 1,300 points of access in our existing Nevada network as 
shown in Figure 3.3.6.1-1 below. Our goal is to provide the support and resources our 
network providers need to optimally care for Nevada recipients. In developing our 
network, we consider the anticipated recipient enrollment, the number of providers with 
open panels, the expected utilization of services, the number and type of providers, 
and geographic access standards.  
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FIGURE 3.3.1.6-1: ESTABLISHED NEVADA NETWORK 


 


 


 


 


We identify potential providers using eligible provider network data from a third party 
vendor, NetMinder, which maintains competitor networks. In preparation to serve the 
Nevada Medicaid population, we have prepared NetMinder reports identifying 2,664 
Medicaid dental points of access statewide, with 2,137 and 397 in Clark and Washoe 
Counties, respectively.   


We will ascertain the degree to which DHCFP is willing and able to provide the contact 
information for each dental provider participating in the Nevada Medicaid program 
and the volume of Medicaid recipients each provider serves. This will allow us to 
prioritize and target the dental providers with the largest number of recipients. We will 
separately seek to obtain listings of all Nevada dental providers so that we can also 
recruit dental providers who do not currently accept Medicaid.   


LIBERTY will target each of the provider types as indicated in Attachment M of the RFP.  
Using our strategies to identify additional providers for dental provider recruitment (such 
as competitors’ networks, out of network providers, nomination requests and state 
website), we continuously recruit providers to ensure that we maintain our access 
standards, appointment standards, and recipient to provider ratios, and address 
changes in cultural and linguistic needs of the population.   


We understand that a diverse provider network, which includes Federally Qualified 
Health Centers (FQHCs), Rural Health Clinics (RHCs), Indian Health Programs (IHCs) and 
Community Health Clinics, is a critical component of serving the Nevada Medicaid 
population. We recognize the level of access these facilities provide to our recipients, 
and we strive to support them in providing dental care to the Nevada Medicaid 
population. We have several years of experience in contracting with FQHCs, RHCs and 
IHCs.  Our current national network consists of 672 FQHCs, IHCs, RHCs and other 
community clinics in 21 states.  From our extensive experience with these types of 
facilities, we recognize that these centers will allow and encourage higher utilization for 
Nevada Medicaid membership. 


LIBERTY has an established Nevada network of more than 1,300 dental providers. This 
network provides us with an excellent baseline of contracted, credentialed dental 
providers who are actively serving our existing Nevada members.  We will 
systematically work to recruit additional high-quality dental providers, to create as 
many excellent points of access as possible for Nevada’s Medicaid recipients. 
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In all the markets where we operate, LIBERTY continuously reviews and assesses our 
provider network through multiple mechanisms – all of which will be used in Nevada. 
We have policies in place to ensure our network maintains a sufficient number of 
providers at all times within the required distances.  


 Monthly GeoAccess Reports. We generate GeoAccess reports to evaluate 
network access, and to identify and correct gaps. Our focus is to reduce 
disruption and improve continuity of care to our recipients. We plot the recipient 
census against existing provider locations and analyze the impact of provider 
changes we are aware of. This enables us to identify where additional 
contracting is needed to keep the network compliant with DHCFP requirements.  
We will monitor to ensure that recipients have access to a PDP or Primary Care 
Site within 25 miles of home for each provider type required to furnish the 
contracted Medicaid covered services as indicated in Attachment M of the RFP.      
 


 Review of recipient grievance and appeals. LIBERTY’s ongoing review of recipient 
grievances and appeals provides insight into network access issues.  
 


 Recipient utilization trends and out-of-network utilization trends. LIBERTY reviews 
any changes in recipient utilization trends for a particular specialty or an 
increase in out-of-network utilization, which can indicate that there is an access 
issue for our recipients.  
 


 Change in Provider Status. When we are notified that a provider is no longer 
accepting new Medicaid and Nevada Check Up recipients, we will immediately 
“close” the provider in our MIS system.  This action prevents the provider from 
appearing in our provider directory or our web search.  In addition, our Member 
Services Department is able to view the “closed” status and will refer recipients to 
the next closest provider taking into consideration their age, special need and 
preferred languages.  We monitor this closely to ensure that the status changes 
will not have an impact to access of care to the recipients.      


 
LIBERTY conducts regional monthly Provider Relations meetings, during which input from 
all of the above sources is reviewed. In attendance are all operational areas including 
the Member Services Department, the Claims Department, the Grievance and Appeals 
Department, Provider Relations Department, Network Managers, Dental Directors, and 
Dental Consultants. During these meetings, we collaboratively review information from 
all departments to identify where access may be limited. If an area is identified, we 
create a strategy to improve access to meet DHCFP requirements and run a NetMinder 
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report to identify any additional providers of the needed type within the area. We then 
begin our recruitment process to contract with these providers. 


We continuously develop new recruitment strategies to ensure our membership has 
access to a superior network that meets their cultural, physical, and linguistic needs. We 
currently service a substantial population of special needs recipients, and are therefore 
well-versed in coordinating care for recipients with disabilities. We target providers that 
have specialized facilities and staff training to physically assist special needs 
recipients.  Recruitment needs are initiated based on the following factors: growth of 
membership in a city or region, accessibility or appointment standards showing need 
for improvement, or changes in cultural, physical access or linguistic needs of the 
population.  Once these needs are identified, we will proactively monitor and adjust our 
provider networks accordingly.  


In order to meet the special needs of recipients with disabilities, each of our network 
providers must complete an accessibility survey as required by the Centers of Medicare 
and Medicaid Services (CMS).  Network Managers document any specialized 
equipment or training that each office offers.  We track this information in our system so 
we can easily identify providers accessible to recipients with disabilities, and publish 
this information in our online directory. Recipients can contact our Member Services 
Department for assistance in identifying providers that meet their needs.  Please see 
Figure 3.3.1.6-2 for a sample of our directory.    
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FIGURE 3.3.1.6-2. SAMPLE PROVIDER NETWORK DIRECTORY 
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We value continuity 
of care and will 
provide 120 days of 
treatment continuity 
for new recipients 
whether or not their 
existing provider has 
joined our network.   


 


3.3.1.7 Must cover services out of network for the recipient adequately and timely for as 
long as the vendor is unable to provide them.  If the network is unable to provide 
necessary services covered under the contract to a particular recipient, the vendor 
must negotiate a contract and determine the rate or pay no more than the FFS rate. 
Must exhaust all out of network providers located within 25 miles of the recipient’s 
address before contracting with out of network providers located over 25 miles from 
recipient’s address. 


We seek to contract with a broad and 
comprehensive dental health network to mitigate the 
need for our members to seek out-of-network care. 
During our most recent implementation of a Medicaid 
program, our out-of-network activity tapered off by 
50% within the first 2 months after the continuation of 
care period.  However, we understand that there are 
several instances in which our members may need 
dental care from an out-of-network provider, such as:   


 During the first 120 days of a recipient’s 
enrollment with LIBERTY, we will allow the 
recipient to continue dental care with their out-of-network provider to ensure 
continuity of dental care. During this time period, we are able to constructively 
forge relationships with out-of-network providers and demonstrate our 
commitment to reducing their administrative burden.  For example, by quickly 
turning around claims.   


 A recipient needs emergency services (e.g., after hours or when out of town) and 
seeks services from an out-of-network provider.  


 A recipient may have limited geographic access to a specific specialty provider 
and may be referred to an out-of-network provider.  


 A recipient needs access to care from a specialty dental provider and there is a 
shortage of that specific provider type.  


We will also cover out of network services for recipients when an in-network provider is 
not available within the required radius of twenty-five (25) miles of the recipient’s home.  
In such instances our Member Services Department will work with the recipient to 
coordinate an approval of any licensed dentist that is reasonably accessible to allow 
the recipient to seek the necessary treatment.  We do not reduce benefits to the 
recipients when treatment at an out-of-network provider is the result of an approved 
request.  LIBERTY’s priority will be contacting available out-of-network providers located 
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within 25 miles of the recipient’s address before contacting out-of-network providers 
located over 25 miles from recipient’s address.   


Once an out-of-network provider is identified to treat the recipient, LIBERTY will attempt 
to negotiate a reimbursement rate starting with the Medicaid FFS rate then finalize a fee 
schedule that is agreed upon by both the provider and LIBERTY.  As part of our ongoing 
provider monitoring, we track out-of-network providers in the system to identify when 
there is a need to refer recipients’ out-of-network or if these trends could indicate a gap 
in our network.  We will work with these providers to convert them to in-network status 
when possible.  If there is a consistent complaint or an aberrant utilization pattern 
regarding an out-of-network provider, we will note this in our system to discontinue 
referring our recipients to that provider.     


 


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


We consider it a recipient’s right to have access to a second opinion from an 
appropriately qualified dental provider.  Members are advised of this right in their 
Member Handbook.  LIBERTY’s second opinion policy allows recipients (or their 
appointed representatives) to request a second opinion regarding treatment proposed 
by a network dentist (general dentist or specialist). The request may also be submitted 
by their treating dentist.   


Second opinions are completed by contracted providers.  If we cannot locate a 
qualified contracted provider within a reasonable distance of the recipient’s residence 
or place of work, LIBERTY will authorize a second opinion outside of LIBERTY’s provider 
network.  All second opinions, whether in- or out-of-network, are available at no cost to 
the recipient. 


 


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


Providers will be reimbursed in accordance with the agreed upon fee schedule. For 
non-emergency services, we coordinate and agree on the fee schedule ahead of the 
visit. For emergency services, we will coordinate following the treatment or visit.  Our 
Member Services team will contact out-of-network providers to assist recipients in 
scheduling appointments, educating providers on how to submit claims, confirming 
eligibility, and discussing recipient benefits. 
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3.3.1.10 Must ensure that the network providers offer hours of operation that are no less 
than the hours of operation offered to commercial recipients or comparable to 
Medicaid FFS, if the provider services only Medicaid recipients pursuant to 42 CFR 
438.206; must meet and require its providers to meet State standards for timely access 
to care and services, taking into account the urgency of the need for services; 


Hours of Operation 
We collect hours of operation from our network providers during the contracting period 
to ensure they offer the same hours of operation to all members, whether they have 
commercial, Medicaid, or Medicare coverage. We conduct secret shopper calls and 
review member grievances and appeals to identify any potential inconsistencies with 
the office hours in our directory and an office’s actual hours of operation.  


Appointment Availability Requirements 
Our existing policies and procedures will ensure that providers meet Nevada 
appointment availability requirements for urgent care or emergency appointments 
within 24 hours, routine or preventive dental services within six (6) weeks and diagnostic 
care within fourteen (14) days.  Additionally, wait time for appointments will be no more 
than one (1) hour from the scheduled time.      


We have had an established network in Nevada since 2008. We are familiar with the 
importance of making sure that our network providers meet the standards for timely 
access to care and services.  Our local Network Manager educates our providers on 
appointment availability standards and requirements during the contracting and 
onboarding process and during our new provider orientation sessions. Additionally, this 
information is available in the provider manual, orientation brochure, and online. 


At each provider service call, the Network Manager confirms that the provider profile is 
current. This includes, but is not limited to confirming:  


 wait times for periodic evaluations, non-urgent and urgent appointments 
 languages spoken 
 after hours availability 
 dentists participating at the practice; and  
 whether new patients are being accepted.   


  


3.3.1.11 Must provide emergency coverage twenty-four (24) hours per day, seven (7) 
days per week.  The vendor must have written policies and procedures describing how 
recipients can obtain urgent coverage and emergency services after business hours 
and on weekends.  Policies and procedures must include provision of direct contact 
with qualified dental professionals.  Participants should be given the option to speak 
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with a qualified dental professional during an emergency to advise and direct 
recipients to the correct service location which may include the local emergency 
departments or dental offices.   Urgent coverage means those problems which, though 
not life-threatening, could result in serious injury or disability unless dental attention is 
received. Urgent care may be provided directly by the primary care dentist or directed 
by the DBA plan through other arrangements. Care coordination services should also 
be in place to monitor recipient utilization of emergency dental services, ensure 
recipients have properly addressed chief complaint and provide report metrics to the 
DHCFP.  


We understand and will comply with the requirements regarding emergency and 
urgently needed care outlined in 3.3.1.11. 


Our policies and procedures require that emergency care be available twenty-four (24) 
hours per day, seven (7) days per week through our network of dental providers. 
However, if a recipient is unable to reach their dental provider after normal business 
hours and contacts LIBERTY, our afterhours recording instructs recipients on how to 
access a LIBERTY dental consultant, a qualified and licensed dentist, in emergency or 
urgent situations. The dental consultant will assess the needs of the recipient and 
provide guidance, which may include directing the recipient to the emergency room 
for care.   


Our Member Services’ internal response unit (IRU) will follow up with the recipient the 
following business day to ensure their concern was satisfactorily resolved. Additionally, 
we routinely monitor network providers, through secret shopper calls, to ensure 
compliance with contractual obligations regarding availability and after-hour 
emergency care procedures. We will track all such efforts in workflows and report 
outcomes to DHCFP. 


 


3.3.1.12 The vendor must participate in State and federal efforts to promote the delivery 
of services in a culturally competent manner to all recipients, including those with 
limited English proficiency and diverse cultural and ethnic backgrounds pursuant to 
MSM Chapter 100.  For the purposes of this RFP, the State has identified the prevalent 
non-English language in Nevada to be Spanish.  The BBA Regulations: Title 42 of the 
Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP requires that 
vendors offer accessible and high quality services in a culturally competent manner.  


Delivery of Services in a Culturally Competent Manner  
LIBERTY has a demonstrated, longstanding commitment to delivering dental services in 
a culturally and ethnically competent manner to all recipients, including those with 
limited English Proficiency (“LEP”), diverse cultural and ethnic backgrounds, and 
hearing or visual impairments or other disabilities.  Similarly, we require our providers to 
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render services to all recipients in a non-discriminatory manner, in accordance with the 
same standards of care and with the same priority of their other patients, regardless of 
the recipient’s race, color, creed, gender, disability, type of illness or condition, or any 
other prohibited basis.   


We promote culturally and ethnically competent delivery of services through a variety 
of mechanisms, including: 


 Assessing the needs of our recipients; 
 Providing high quality translation services; 
 Training providers and employees on culturally and linguistically appropriate 


services (CLAS) standards 
 Providing access to all vital documents in alternative formats; and 
 Educating our providers, subcontractors and recipients about the availability of 


these services and resources. 


We require staff who identify a LEP or visually or hearing impaired recipient to document 
this information in our MIS to facilitate future communication with the recipient.  We 
make this information available to our providers and use it internally to ensure we 
always use the appropriate method to communicate with recipients. LIBERTY also 
requires our providers to document a recipient’s language and requests for interpreter 
services in the recipient’s dental record, as well as a recipient’s refusal of interpreter 
services (when such services are offered).   


Recipient Facing Materials 
We facilitate the delivery of services to recipients with LEP, diverse cultural and ethical 
backgrounds, and hearing or visual impairments or other disabilities, by providing high 
quality oral and written translation materials and services, and by requiring providers to 
do the same. We produce all our written recipient-facing material at an eighth (8th) 
grade reading level or at a lower level when we determine it is necessary to do so. We 
also make alternate formats available to our recipients upon request, including in large 
print (14 point font or larger), audio and braille.  In addition, our recipients have the right 
to make standing requests for written or translated materials. 


Translation and Language Interpretation   
LIBERTY is well versed in providing culturally and linguistically appropriate translated 
materials to recipients with LEP.  We translate all recipient materials into Spanish, and if 
determined necessary based on our cultural and linguistic services needs assessment 
or if required by law or regulation, into other languages as well.  Through a toll-free 
language line, we provide high quality interpreter services available to potential and 
current recipients in hundreds of languages.  We also provide access to telephonic 
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interpreter services through bilingual Member Services Representatives and provide 
face-to-face interpreter services at the request of our providers.  LIBERTY offers 
assistance to current and new providers and office staff to ensure their competence in 
accessing interpreter services and working with interpreters. 


LIBERTY ensures that recipients and providers are made aware of the availability of 
interpreter services at no charge through:  


 Signage posted at key dental points of contact; 
 Recipient and provider newsletters; 
 Provider manual; 
 LIBERTY’s website; and 
 Notices of Language Assistance and Nondiscrimination included with all vital 


documents 
 


Interpretation Services for the Visually and/or Hearing Impaired 
We make recipient materials available in large print and audio format and/or provide 
oral translation for those who may be visually impaired. LIBERTY also makes available 
for its recipients sign language interpreter services and arranges such services as 
necessary.  In addition, we maintain a Telecommunications Device (TTY or TDD) line for 
assistance 24 hours a day seven days a week.   Similarly, we require our providers to 
provide access to a TDD at no cost or inconvenience to the recipient wishing to use it.  


As appropriate, we follow up with recipients to ensure that interpreter services or 
materials have been provided as requested.  We review quarterly grievance reports for 
possible complaints related to visually or hearing impaired recipient’s inability to 
receive necessary information due to their impairment, and immediately and 
appropriately act on any potential concerns. 


Needs Assessment 
As part of LIBERTY’s commitment to promoting the delivery of care in a culturally 
competent and accessible manner, we conduct a health education cultural and 
linguistic services needs assessment to ensure that we are aware of the needs of our 
potential and current recipients.  On at least an annual basis, we evaluate the cultural 
and ethnic backgrounds and disabilities of our current and prospective recipients.  To 
perform this assessment, LIBERTY reviews:  


 demographic data from government agencies;  
 published reports on oral health;   
 internal reports regarding recipient demographics, health care utilization and 


health status; and  
 recipient and provider surveys.  
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The results of this assessment are used to evaluate our current efforts to promote 
delivery of services in a culturally and ethnically competent manner.  Based on the 
results, we may modify or add to the activities described above. 


LIBERTY Employees 
We coordinate and facilitate the integration of cultural competency guidelines by 
conducting language proficiency testing; working with the information systems 
department to establish a system for identifying and profiling language and ethnic 
specific data; encouraging community input on relevant issues; and participating in 
key committees and task forces related to best practices in cultural and ethical 
competency.  


We incorporate cultural and ethnic competency information through various 
communication tools.  For example, we inform employees of ongoing cultural and 
ethnic competency trainings and interpretation workshops, we maintain records of 
employees who have attended such trainings, and assess their effectiveness.  All our 
employees complete cultural competency training at least annually. 


LIBERTY Providers 
We assess providers’ bilingual capabilities upon contracting and at least annually 
thereafter to ensure that the racial, ethnic, cultural, and linguistic needs of our recipients 
are being met.  We give providers information on how to access language assistance 
services upon contracting and during orientation and additional details are provided in 
various provider communications (newsletters, annual training, etc.) on an ongoing 
basis. 


Through our contracts and provider manuals, LIBERTY requires our providers to agree to 
provide services to all recipients, including those with LEP, visual or hearing impairments 
or with diverse ethnic and cultural backgrounds, in the same manner, in accordance 
with the same standards and with the same priority as their other patients.  We also 
require that providers assist all of our recipients with obtaining or accessing services, 
and to have policies prohibiting making improper inquiries regarding a person’s race, 
color, national origin, religion, sex, age or disability.   


In short, LIBERTY’s proven track record in promoting culturally competent services 
comes from our own values and our Medicaid experience. We are confident applying 
this experience in Nevada will prove similarly successful in improving access to front-
end preventive and routine services for the State’s Medicaid population – and 
substantially reducing the volume of required oral health crises and related treatments.  
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3.3.2 Vendor Covered Services 
3.3.2.1 At a minimum the vendor must provide directly or by subcontract, all covered 
medically necessary dental services as defined in MSM Chapter 1000 – Dental with the 
exception of Orthodontic Services. Provider types and services shall include but not 
limited to the following: 
 


A. General Dentists 
B. Pediatric Dentists 
C. Oral Surgeon 
D. Oral and Maxillofacial Surgeon 
E. Endodontists 
F. Periodontists 
G. Prostodontists 
H. Dental Hygienists 


 
The vendor shall ensure that pediatric dental services are provided as medically 
necessary to children under the age of 21, in accordance with EPSDT federal 
regulations as described in 42 CFR Part 441, Subpart B, and the Omnibus Budget 
Reconciliation Act of 1989, whether or not such services are covered under the 
DHCFP’s state plan and without regard to any service limits otherwise established in this 
RFP.  This requirement shall be met by either direct provision of the service by the 
vendor or by referral in accordance with 42 CFR 441.61.  Pediatric dental utilization 
shall be in accordance with The American Academy of Pediatric Dentistry (AAPD) 
recommendations regarding the periodicity of professional dental services for children, 
and EPSDT guideline for dental.  


At a minimum, LIBERTY will directly pay for all covered medically necessary dental 
services as defined in the Medicaid Services Manual (MSM) Chapter 1000 – Dental to 
include services provided by the provider types listed above, as well as all non-
covered medically necessary dental services in accordance with EPSDT federal 
regulations.  


We currently ensure that EPSDT federal regulations regarding medical necessity are met 
in all the other Medicaid programs we administer and will ensure that all services are 
reviewed for medical necessity prior to denial, whether or not such services are 
covered under the DHCFP’s state plan and without regard to any service limitations 
otherwise established in the MSM.  


For treatment not covered under the DHCFP’s state plan and outside of the scope of 
LIBERTY, but found to be needed as a result of conditions disclosed during screening 
and diagnosis, we will assist in referring members to appropriate providers including 
those who have expressed a willingness to furnish uncovered services at little or no 
expense to the family, in accordance with 42 CFR 441.61. We will work with providers 







 
SECTION 3: SCOPE OF WORK  


3.3 DENTAL SERVICES 
             


 


Dental Benefits Administrator RFP # 3290  Page 125  


and parents/guardians to ensure that utilization for pediatric dental services are in 
accordance with the AAPD clinical guideline on periodicity of examination, preventive 
dental services, anticipatory guidance, oral treatment for children and EPSDT guidelines 
for dental.  


 


3.3.2.2 Limited medically necessary emergency extractions and palliative care for 
adults over the age of 21 to include dentures/partial dentures under certain guidelines 
and limitations as defined in MSM Chapter 1000 Dental. 


LIBERTY understands the need to allow appropriate medically necessary dental 
treatment for persons over the age of 21. Our MIS system is customizable and, at a 
minimum, allows for no prior authorization for medically necessary:   


 diagnostic services needed for emergency extractions;  
 palliative care; and  
 the treatment of extractions.   


Additional services such as partial or full dentures, palliative periodontal treatment, 
adjunctive non-emergency services, amalgam or plastic fillings and stainless steel 
crowns may be provided when prior authorization is submitted with evidence of 
medical necessity consistent with the Nevada Medicaid service manual criteria. 


Medical necessity may include evidence of: 


 Extractions or palliative treatment for tooth or area demonstrating pain, swelling, 
infection or bleeding 


 Filling for crown for a tooth adjacent to a partial denture and is the abutment 
tooth for the partial 


 Denture or partial denture where it is necessary to prevent the progression of 
weight loss and promote adequate mastication 
 


3.3.2.3 Offer expanded dental services in addition to the adult services for Medicaid-
eligible pregnant women for periodontal scaling and root planning, to reduce the risk 
of pregnancy related gingivitis, as well as treatment of inflamed gums around third 
molars during the pregnancy as defined in MSM Chapter 1000 Dental. 


We understand and will comply with offering expanded dental services in addition to 
the adult services for Medicaid eligible pregnant women for periodontal scaling and 
root planning.  
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LIBERTY will offer a value-added benefit, which includes a third and fourth cleaning per 
year for pregnant women. Reports have shown possible links between periodontal 
disease and pre-term, low birth weight babies. Ensuring that pregnant members 
understand this possible correlation is of the utmost importance to us, thus, we have 
implemented outbound call programs specific to pregnant women in our Texas 
Medicaid program in an effort to increase the initial low utilization rates.  


We identify pregnant recipients in a number of ways, 
including, but not limited to: identifiers on the 834 file; 
working with the state directly; via outbound call 
programs; and by working with our provider network to 
ensure they check the appropriate box on their ADA claim 
forms when one of their patients is pregnant. Once 
identified, we send oral health information to pregnant 
recipients at least monthly and collaborate with MCOs, 
providers and other stakeholders to create a 
comprehensive pregnant woman outreach program. An 
example of an outreach communication for pregnancy 
and oral health is included to the right. 


 


3.3.2.4 The vendor must coordinate with the MCO in obtaining access to facilities and 
physician services that are necessary to support the dental provider who is providing 
dental services to a Medicaid or CHIP member under general anesthesia or intravenous 
(IV) sedation. 


Upon contract award, we will request the appropriate contacts to coordinate access to 
facilities from DHCFP. Upon contracting, LIBERTY identifies providers who have hospital 
and/or surgical center access and privileges, and at which locations.  We maintain a 
current list of these providers by verifying their status during our routine service visits and 
calls.  
 
Once a case is identified as one in which a Medicaid or CHIP recipient requires a 
hospital or surgical center setting for general anesthesia or intravenous sedation, we 
immediately route the case through our Internal Response Unit (IRU) for coordination.  In 
these situations, prior-authorizations are escalated to our dental consultants for 
immediate review. Our IRU team works with the dental provider, the member’s MCO, 
and the hospital to obtain access to facilities and physician services necessary to 
complete treatment. LIBERTY will not hesitate to reach out to the DHCFP for assistance if 
the MCO is uncooperative in expediting approval. 
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3.3.2.5 Non-Emergency Transportation (NET) 


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


We will work collaboratively with DHCFP, its NET Broker, and the recipient, to provide 
non-emergency transportation.  Because of our existing relationships with our 
healthcare partners, we are familiar with this process and already have policies and 
procedures in place to coordinate transportation services for recipients.   


As part of our established policy, we verify appointments prior to making transportation 
arrangements. Our workflows will be customized to meet the needs of the DHCFP 
contract and the NET broker. Figure 3.3.2.5-1 provides an example of the workflow we 
use to capture pertinent data related to transportation services.  
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FIGURE 3.3.2.5-1. TRANSPORTATION WORKFLOW 
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LIBERTY handled over 
10,000 orthodontic 
treatment cases for 
Medicaid enrollees in 
2015.  


3.3.2.6 Orthodontic services for eligible managed care recipients are covered under FFS 
pursuant to MSM Chapter 1000. The vendor is responsible for ensuring referral and 
coordination of care for orthodontic services, pursuant to this RFP and for management 
of EPSDT services at six (6) month intervals for recipients of orthodontic services.   


We understand the complexity and effort that goes into 
coordinating services for orthodontic treatment and, to 
address this, we created a distinct orthodontic workflow 
within our processes employing staff specialized in 
coordination of orthodontic cases.   


The guidelines set forth in the MSM Chapter 1,000 are 
very similar to the guidelines that we follow today for orthodontic treatment, which are 
listed below. We understand the additional component specific to Nevada Medicaid is 
a completed Client Treatment History Form outlining the recipient’s commitment and 
history of complying with dental care treatment. We will gladly facilitate this 
requirement.  


 Board certified and/or board eligible orthodontist provides orthodontic services. 
 Requests for recipient orthodontic treatment must be pre-authorized and include 


the following 
o Examination 
o Orthodontic records (panoramic x-ray, diagnostic films, study models) 
o A completed HLD form 
o A narrative outlining the treatment plan 


 
Our Dental Outreach Care representatives will coordinate with orthodontic offices to 
obtain all of the above information if not initially received with a prior authorization 
request.  If this information is not received in a timely manner, we may request an 
extension if it is in the best interest of the recipient, and will notify the recipient 
accordingly.   


When all required information has been received, our specialized orthodontic staff will 
submit the pre-authorization request to a licensed Orthodontist for clinical review. Our 
Orthodontic Consultants will review the pre-authorization package and render a 
decision based on the guidelines set forth by the state of Nevada Medicaid and the 
MSM Chapter 1000 (e.g. medical necessity and a HLD Index score of 26 or higher).  
Today, we successfully execute a very similar protocol for thousands of Medicaid 
orthodontic cases in California, Florida, New Jersey, Texas and Illinois.  


Within our orthodontic workflow, we can determine what codes are approved and for 
what length of time, allowing us to create an orthodontic case.  We can also coordinate 
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the EPSDT services at each six month interval, as required under the Nevada contract.   
If EPSDT services are not completed within six months, an exception report can be 
generated and an outreach call can be made to the recipient and provider to help 
facilitate EPSDT services. 


 


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


3.3.3.1 The vendor as applicable will be required to conduct the oral examination 
component of EPSDT screenings for its recipients under the age of twenty-one (21) 
years.  The screening must meet the EPSDT requirements found in the MSM Chapter 
1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 
CFR 441.50 through 441.63.  The vendor must conduct all interperiodic screening on 
behalf of recipients, as defined in MSM Chapter 1500. 


Through the EPSDT benefits, individuals under the age of 21, receive comprehensive 
dental care such as periodic and routine dental services needed for restoration of 
teeth, prevention, and maintenance of dental health. 


3.3.3.2 Medically necessary screening, diagnostic and treatment services identified in 
an EPSDT periodic or interperiodic screening must be provided to all eligible Medicaid 
children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a).  For Title 
XIX children, the vendor is responsible for reimbursement of all medically necessary 
dental services under EPSDT whether or not the service is in the Medicaid State Plan.  
The vendor is responsible for the coordination of care in order to ensure all medically 
necessary coverage is being provided under EPSDT.   


LIBERTY will ensure all medically necessary services identified in an EPSDT Healthy Kids 
periodic or interperiodic screening are available to all eligible Medicaid beneficiaries 
under the age of 21 years, if those services are listed in 42 U.S.C. 1396 d (a). LIBERTY 
currently operates under the same guidelines in our other Medicaid programs and 
medical necessity code rules are built into our MIS system specific to the state 
Medicaid Services Manual. For Title XIX children, system code rules identify dental 
procedure codes or a combination of dental codes that require review.  Procedures 
that require clinical review are systematically routed to the appropriate state licensed 
dental consultant for review.  The dental consultant will review each EPSDT procedure 
for evidence of need and prognosis of the tooth or area in the mouth, ensuring all 
medically necessary EPSDT services are covered. All services are reviewed for medical 
necessity prior to denial, whether or not such services are covered under the DHCFP’s 
state plan and without regard to any service limitations otherwise established in the 
MSM.  


We understand and agree that we are responsible for reimbursement of all dental 
services under EPSDT which are considered medically necessary, and will ensure that 
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all services are reviewed for medical necessity prior to denial, whether or not such 
services are covered under the DHCFP’s state plan and without regard to any service 
limits otherwise established in the MSM, for Title XIX (Medicaid) recipients.   


As noted in our responses to prior questions, LIBERTY has proven success in not merely 
covering EPSDT services, but in significantly increasing utilization of these services 
among the Medicaid children we serve.  


We agree to coordinate care to ensure all medically necessary services are provided 
under EPSDT guidelines, and currently do so in the other Medicaid programs that we 
administer. For those services that are outside of the scope of LIBERTY Dental Plan, but 
found to be needed as a result of conditions disclosed during screening and diagnosis, 
we will assist in referring recipients to appropriate providers including those who have 
expressed a willingness to furnish uncovered services at little or no expense to the 
family, in accordance with 42 CFR 441.61.   


 


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


We will comply with the requirement that EPSDT screenings and Well baby/Well child 
screenings for Nevada Medicaid and Nevada Check Up (NCU) recipients are to be 
billed using the same codes with the same reimbursements. We will ensure that all 
providers are aware of this requirement through regular outreach and education efforts.  


LIBERTY understands and agrees that if awarded the contract we will not be required to 
pay for any treatment outside of the Title XXI state plan for the NCU recipients as the 
NCU program is Nevada’s version of the federal Children’s Health Insurance Program 
(CHIP).   


 


3.3.3.4 The vendor is not required to provide any items or services determined to be 
unsafe or ineffective, or which are considered experimental. However, if ADA guidelines 
and/or peer reviewed studies are submitted, verified and determined by the vendor’s 
Dental Director to demonstrate safety and effectiveness that item or service may be 
approved for use as non-experimental.  Appropriate limits may be placed on EPSDT 
services based on medical necessity.  


We understand and comply with the requirement regarding provision of services 
determined to be unsafe or ineffective, or which are considered experimental. In the 
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case of peer-reviewed studies, we agree to comply as stated, and understand that 
limits may be put in place based on medical necessity.   
 
3.3.3.5 The vendor is required to provide information and perform broad outreach and 
educational activities to eligible enrolled children for EPSDT services.  These efforts may 
be reviewed and audited by the DHCFP or its designee.  Refer to the MSM, federal 
documents cited in this Section, and Information Requirements of this RFP. 


We agree to provide information and perform broad outreach and educational 
activities to eligible enrolled children for EPSDT services, as detailed in section 3.3.4 
below, and agree to have the information and activities reviewed and approved by 
DHCFP or its designee prior to implementation.  LIBERTY has a proven track record in 
increasing usage of preventive services for Medicaid-covered children, as outlined in 
our responses to previous questions. 


 


3.3.4 Health Promotion and Education Programs 


The vendor shall identify relevant community issues and health promotion and 
education needs of its recipients, and implement plans that are culturally appropriate 
to meet those identified needs and issues relevant to each of the target population 
groups of recipients served.  The vendor shall use community-based needs assessments 
and other relevant information available from State and local governmental agencies 
and community groups.  Health promotion and education activities shall be evidence-
based, whenever possible, and made available in formats and presented in ways that 
meet the needs of all recipient groups.  The vendors shall comply with all applicable 
State and federal statues, regulations and protocols on health wellness programs.  The 
vendor shall submit a written description of all planned health promotion and 
education activities and targeted implementation dates to Nevada Division of Public 
and Behavioral Health, Chronic Disease Prevention and Health Promotion for approval, 
prior to implementation, including culturally and linguistically appropriate materials and 
materials developed to accommodate each of the enrolled target populations. Health 
promotion topics shall include, but are not limited to, the following:   


We fully understand that both member engagement and a healthy, ongoing 
relationship with a Dental Home provider will result in continuously accessible, 
comprehensive, family-centered, and culturally effective coordination of dental health 
care for Nevada’s Medicaid and NCU recipients.  


Beyond establishing the optimal Dental Home for recipients, we believe in engaging in 
ongoing recipient outreach initiatives that emphasize the importance and availability of 
routine and preventive services.  We also understand there is no cookie-cutter 
approach to outreach, education, and engagement, and that oral health issues, 
including barriers to access, vary by locality. Therefore, we will work with DHCFP, local 
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advocates, government agencies, community groups and other stakeholders to 
complete an evidence-based needs assessment, and we will implement culturally 
appropriate programs to address the specific barriers, needs and issues of Nevada’s 
Medicaid and NCU recipients we identify.  


We agree to comply with all applicable State and federal statues, regulations and 
protocols, and will submit a written description of all planned promotional and 
educational activities to the Nevada Division of Public and Behavioral Health, Chronic 
Disease Prevention and Health promotion for approval prior to implementation.  


Additional information regarding our Health Promotion, Education and Outreach 
programs are detailed in subsections 3.3.4.1 and 3.3.4.2 below.  


 


3.3.4.1 The vendor shall conduct regionally located and regularly scheduled outreach 
activities to inform members about the availability of dental services and to significantly 
increase the number of children receiving services.  The  results of the outreach 
activities should be measurable and support the overall goal of increasing awareness 
of and/or utilization of dental services.   


To ensure our outreach efforts have the greatest positive impact for Nevada Medicaid 
recipients, we look forward to working collaboratively with DHCFP, local advocates and 
other stakeholders to develop regionally based oral health improvement programs.   


Our outreach begins during the enrollment process. We reach out to recipients upon 
enrollment to encourage placement in a Dental Home, as well as to establish the 
importance of routine and preventive dental care. Nevada Medicaid and NCU 
recipients will receive our welcome enrollment packet as part of our initial outreach to 
them. We then use a combination of outbound calls and home mailing campaigns, 
among other efforts, to support our outreach initiatives.  


Our local team of experts, dedicated to the overall success of the Nevada program, will 
play a key role in these campaigns.  They will leverage a blend of outbound calling, 
mailing initiatives, data analysis, and local representative support in order to:      


 partner with providers on outreach and education;  
 source local mobile vendors for school based dental programs; and  
 identify specific areas for utilization improvement.    


Collaborative Partnerships with Community Organizations 
Our experience has taught us that collaborative partnerships with community 
organizations are imperative to understanding our recipients from a holistic perspective 
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that accounts for dental, health, and socioeconomic needs. It also provides us direct 
and immediate information regarding local barriers to access or other concerns 
recipients may encounter navigating the program or services. This holistic approach is 
critical to impacting recipients’ lives, helping them adopt healthier lifestyles, and 
promoting overall wellness. In Nevada, we will seek to partner with community 
organizations throughout the State including but not limited to the Las Vegas Urban 
League, Nevada’s Community Health Centers, neighborhood community recreation 
centers such as Searchlight and Walnut, and all members of the Nevada Community 
Action Association (NCAA), in order to connect with members of the community and 
provide educational events that support healthy lifestyle changes. 


Recent Community Events in other Programs: 


 Multicultural Family Festival: With 15,000 attendees, LIBERTY provided two 
translators from each of the following languages -Russian, Spanish, Arabic, 
Vietnamese, Chinese and Hmong– to help canvas the event, handing out 
information on how to utilize the local Medicaid plan, and distributing over 8,000 
toothbrushes and oral hygiene kits. 


 
 California Pan-Ethnic Health Network (CPEHN): LIBERTY sponsored three CPEHN 


events on oral health inequities in communities of color.  The program brought 
together hundreds of local advocates, stakeholders, and county health 
representatives to exchange ideas and conversations about how to better 
support these communities. 


 
 Elementary School Dental Presentations: LIBERTY conducts dozens of dental 


presentations in individual classrooms. 
 


 Sacramento Healthy Kids Day & Del Paso Heights Harvest Festival: LIBERTY 
participates in numerous community events like these, year round.  We typically 
staff an informational table and distribute toothbrushes. We also coordinate with 
Early Smiles to provide onsite dental screenings.  


 
 Family Fridays at the Crocker Art Museum (special attendees from Robertson 


Community Center). 
 


 Community Event Sponsorships: LIBERTY has sponsored several community 
events recently including of Run for a Safe Haven to benefit My Sister’s House (a 
local domestic violence, sexual assault, and human trafficking shelter and 
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CASE STUDY: FIRST TOOTH 


To examine access issues for the 
youngest children in Sacramento County, 
we asked dentists at what age they first 
start seeing children in their practice. 
Approximately one-half of all dentist 
respondents and one-half of all general 
dentist respondents (49% and 51.9%, 
respectively) reported they start seeing 
children by age 1 or the first tooth. In 
contrast, a representative sample of 
dentists statewide showed only 18% of 
general dentists started seeing children 
at age 1; 82.2% of pediatric dentists 
reported they saw children at the 
recommended age 1. This finding 
suggests that a concerted effort has been 
made in Sacramento County to follow the 
recommendation for “the first dental visit 
at the first tooth or first birthday.” Not 
unexpectedly, of the pediatric dentists 
100% reported they saw children at the 
recommended age 1.  


 


program), Vision y Compromiso (annual state conference promotors, leaders, 
and community workers). 


 
 Community Advocacy: LIBERTY provides input and support at community 


advocacy meetings for groups such as the Medi-Cal Dental Advisory Committee 
and Healthy Sacramento Coalition. 


 
 
Outreach Programs 
We have implemented several outreach projects in the other Medicaid and CHIP 
programs that we administer, with the goal of increasing preventive services for our 
members. Each client we serve prioritizes the types of services they wish to improve 
upon differently, and we customize our outreach focus depending on which programs 
are most important to them. 


Once we have a better understanding of DHCFP’s core utilization concerns, we will 
develop specific outreach initiatives for recipients that reflect those goals. Below are 
examples of some of the outreach campaigns we 
have conducted in other states that we plan to 
implement in Nevada. 


Additional details on each of the following 
programs are conveyed below: 


 1st Tooth 1st Birthday Programs 
 Fluoride Initiatives for Children 
 School Based Dental Programs 
 Sealant Utilization - Provider Engagement & 


Pay for Performance Programs. 
 


1st Tooth 1st Birthday Initiative 
We have worked alongside states, numerous 


advocates, and other 
stakeholders over several years to 
identify ways and means to 
improve quality within our 
Medicaid programs. Recently, 
through analysis of utilization 


trends and discussions with numerous member 
advocates, we identified a barrier to access issue 
for members between the ages of zero to one.  
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Specifically, some providers were refusing to treat members at this age and 
parents/guardians did not understand the importance of having their children seen by a 
dentist at such a young age. We immediately launched a 1st Tooth 1st Birthday 
campaign in conjunction with our network providers to ensure our youngest members 
receive routine preventive, diagnostic, and specialty dental care. Our mission was to 
promote awareness of the American Academy of Pediatric Dentistry’s (AAPD) 
recommendation to “Get it Done in Year One”. 


We called the parents/guardians of each of our recipients aged one year and younger 
to encourage and assist them in selecting a Dental Home in order to foster their 
relationship with a general or pediatric dentist. We also reached out to our provider 
network, and reminded them of the importance of seeing children by their first tooth/first 
birthday. While this campaign was specifically focused on children aged one and 
younger, we routinely perform similar campaigns for children of all ages within 
Medicaid Managed Care Dental programs.   


 


Fluoride Initiative for Children 


In analyzing utilization trend analysis, LIBERTY identified that many of our 
members were not receiving a high percentage of fluoride treatments 


during their office visits.  Research shows that a simple fluoride swab may be critical to 
eliminating or diminishing dental disease. Visiting a dental provider at an early age for 
oral health examinations and preventive services significantly decreases or eliminates 
a child’s anxiety about dental treatment. Therefore, we developed the Fluoride Initiative 
in California to increase early fluoride application in children three years of age and 
younger, and to strengthen the Recipient/Dental Home relationship. Our initiative 
focused on a combination of outreach and education by reaching out to providers and 
recipients through mailings and flyers.  


We worked with several providers chosen specifically for their ability to work with and 
effectively treat young children.  These providers were paid an additional supplemental 
fee to perform child visits and apply fluoride varnish to children between the ages of 
zero and three years old.  For this particular outreach program, we contacted the 
parents and guardians of the zero to three populations via an outbound phone call 
campaign, and helped these recipients make dental appointments with the identified 
providers.     


Additionally, we designed and implemented a successful outbound call campaign, in 
which our Member Service Representatives (MSR) called parents (or guardians) to 
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inform them about the program. If the parent agreed to participate, the MSR would 
warm transfer the parent to the provider office to make an appointment. The outbound 
campaign resulted in thousands of appointments made by parents of young children 
for their child’s first dental visit. 


To measure our progress and success, we used claims data to determine the number of 
eligible children between the ages of zero and three years old who received fluoride 
treatments prior to the initiative and again following the initiative. This program resulted 
in the improvement of fluoride treatment utilization rates in the California Medicaid 
Managed Care Program by 31% for our members.  


Table 3.3.4.1-1 demonstrates the significant utilization improvement of 31 percentage 
points for fluoride treatments for the California Medicaid Managed Care Program due to 
our fluoride initiative. 


 TABLE 3.3.4.1-1 FLUORIDE TREATMENTS IN CHILDREN 0-3 
 


 Prior After 
 Eligible Members Age 0-3 4,298 5,040 
Members Who Received Fluoride Treatments 828 2,515 
Percentage of Member Who Received Fluoride 
Treatment 


19% 50% 


 
School Based Dental Programs 
Understanding that the most effective way to improve sealant rates is to go to where the 
children are, as opposed to waiting for them to come to us, we work with mobile dental 
providers to create and expand current school based dental programs. For example, in 
Florida, we are contracted statewide with mobile dental providers and pay them on a 
fee-for-service basis for services they perform in schools. We track their progress and 
work closely with them on outreach efforts in coordination with our health plan and 
dental provider partners.   Similarly, in California, we are contracted with mobile 
providers and recently developed a proprietary mobile unit program with The Centers 
for Oral Health (COH) in Sacramento County. We are targeting an increase in sealant 
and preventive utilization in Sacramento County by 10% in 2016.  


Sealant Utilization - Provider Engagement & Pay for Performance Programs 
Provider engagement in the process of increasing sealant utilization is paramount, and 
we approach this need from numerous directions. By identifying providers who currently 
provide a high rate of sealants, we can guide more members to these providers through 
our Dental Home efforts and provider location services, both within member services 
and through our online portals. Partnering with providers and creating Pay for 
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Performance programs has proven effective in increasing sealant rates. As an example, 
we most recently partnered with numerous providers in the Florida Medical 
Management Assistance (MMA) program to improve usage which resulted in increases 
of pediatric sealant utilization at individual provider offices by as much as 200%. LIBERTY 
will work with DHCFP providers to develop similar programs, should we determine that 
sealant utilization is a target area for improvement. 


After taking over a CHIP program in California from another dental carrier, we made 
significant improvements in utilization between 2009 and 2011. Figure 3.3.4.1-3  shows 
that overall use of dental services over a one-year period increased by 151%, while 
preventive dental services, including sealants, among the same population increased 
by 125%, as a result of our focused improvement program.  
 
FIGURE  3.3.4.1-3 PERCENTAGE INCREASE IN UTILIZATION OF DENTAL SERVICES 2009-2011 
 


 
 
Methods of Communication 
We employ a combination of outbound calls and recipient mailings as part of our 
outreach methods. Below, we describe each in detail, including our process, 
scheduling, and methods of delivery. 
 
Outbound Call & Text Campaign  
Our Member Services staff conducts outbound phone calls to recipients to inform them 
of their benefits, to encourage routine dental visits, and to assist in establishing a Dental 
Home. We contact newly enrolled recipients within the first 90 days of their enrollment 
and provide them with oral health education information, answer any questions they 
may have, and offer assistance with scheduling an initial appointment at their Dental 
Home. Our Recall Visit program targets recipients who have not had an appointment at 
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their Dental Home within the past six months.  During these calls we take time to review 
the information discussed in our initial calls.  
 
We conduct various standard outbound call programs on an ongoing basis, and 
perform additional ad-hoc campaigns tailored to address specific barriers to access or 
other issues we identify.  
 
 
FIGURE 3.3.4.1-4 AD-HOC OUTBOUND CALL CAMPAIGN EXAMPLE 
 


 
 
LIBERTY is currently implementing a texting outreach program for members in our 
California Medicaid market.  The program has been carefully vetted to meet FCC 
requirements and has been approved by California. Since over 90% of the recipient 
phone numbers in our records are for cellular phones with texting capabilities, we 
expect the texting campaign to yield a high success rate.  LIBERTY looks forward to 
working with DHCFP to build on this anticipated success, by developing a texting 
outreach program for Nevada Medicaid and NCU recipients.  


Recipient Mailing Campaign  
In conjunction with our “Outbound Call & Text Campaign,” we mail flyers 
and letters to recipients encouraging plan participation and underscoring 
the importance of establishing a dental home. Some examples of these 
materials are included to the right. The timing and frequency with which we 
implement these campaigns will be coordinated to meet DHCFP’s needs, 
and all materials will be customized and submitted for DHCFP approval prior 
to use. 


Initial Dental Health Assessment & Recall Visit Program 
Upon implementation of the program, we will launch our Initial Dental Health 
Assessment (IDHA) campaign, which will involve mailing out our NCU-approved 
recipient enrollment packets, as well as performing initial outbound phone calls and 
sending welcome texts to recipients within 90 days of the go-live date. If a recipient 
cannot be reached by phone after three attempts, we will send a postcard alerting 


An example of a successful ad-hoc outbound call campaign we conducted 
involved reaching out to the parents/guardians of all recipients of kindergarten or first 
grade age to remind them to take their children to the dentist before the school year 
began. In order to achieve the highest contact rate, we made calls during and after 
standard business hours and on weekends. We “warm transferred” parents to 
providers or conducted three-way conference calls to assist with making 
appointments. 
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them that we have attempted to reach them by phone, and advising them on how we 
can be reached if they have any questions. Once we contact a recipient, our outbound 
call team updates the recipient’s record in our system and schedules an automated 
task for any follow-up that may be requested or required. These automated tasks 
prompt our representatives to place future call(s) to the recipient and, in doing so, we 
increase rapport and strengthen relationships with recipients.   


In addition, as part of our initial and ongoing outreach efforts, we analyze utilization 
data to determine which recipients have not had routine service visits within six months, 
and include them in our Recall Visit program.  We call each of recipient and offer to 
assist them with making an appointment and provide any oral health, or other 
information the s/he may need. If we cannot reach the recipient after three attempts, 
we send a postcard to their home. All efforts are noted in the recipient’s profile.  In 
addition, we run monthly reports for our providers which list recipients who are overdue 
for a visit. These reports empower providers to directly and appropriately improve 
utilization of services, thereby reinforcing the Dental Home model.   


 
 
3.3.4.2 The vendor must at a minimum develop and implement health education 
initiatives that effectively and accurately educate members about: 
 


A. How the dental program operates; 
B. Medically Necessary Covered Dental Services, benefit limitations, and any 


Value-Added services offered by the vendor; 
C. Dental Exams and preventive care; 
D. The importance of oral health, proper nutrition and including the relationship 


between oral health and systemic/overall health;  
E. Oral health literacy; and  
F. Non-Emergency Transportation for Medicaid Members. 


 
The vendor is encouraged to offer additional preventive or cost-effective services to 
enrolled recipients if the services do not increase the cost to the State. 


 
All of LIBERTY’s outreach efforts, from outbound calls and text campaigns to the initial 
handbook recipients receive, provide an opportunity to educate recipients on how the 
dental program works including information regarding:   


 Dental Homes; 
 Recipient rights and responsibilities; 
 Covered dental services including EPSDT, medically necessary services, and the 


value-added services we offer; and 
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 Transportation services.  


All of our campaigns are built around educating members on the importance of proper 
oral health, the relationship between oral health and a recipient’s overall health, and 
the importance of visiting their dental home according to the AAPD clinical guidelines 
on periodicity of examinations, preventive dental services, anticipatory guidance and 
oral treatment for children.  


The onboarding and enrollment process for recipients provides LIBERTY with the 
opportunity to interact with and educate them on their dental benefits. LIBERTY is 
prepared to welcome and educate our members on a large-scale basis during the 
implementation of the managed dental care program in Nevada, as well as on an 
ongoing basis as members are enrolled in our plan. In this response, we outline our 
ongoing welcoming process, followed by our member welcoming efforts during the 
implementation of the program. We will seek approval for all member welcoming 
activities and materials from DHCFP.  


Initial Member Education - Member Welcome Packets 
When LIBERTY receives the Member File, we provide the file to our Fulfillment, which is 
responsible for ensuring that new members receive a welcome packet within 10 days of 
becoming a member. The member welcome packet, a sample of which is provided as 
Attachment 5, in accordance with DHCFP requirements, includes information such as a 
welcome letter, Member Handbook, our provider directory, a member identification 
card for all eligible members, explanation of benefits, description of the member’s rights 
and protections, and information on alternative methods or formats for communicating 
with visually and hearing-impaired members and non-English speaking members. The 
member identification cards will include the member’s name, the member’s Medicaid 
ID number, LIBERTY’s contact information, emergency instructions, and dental home 
assignment. We will also include information on our website welcoming new members.  


Initial Dental Health Assessment: Outreach and Welcome Calls  
Our Member Services Representatives (MSRs) conduct outreach calls to each new 
member within 90 days of enrollment to advise our members on their dental home, how 
to change their dental home preference if desired by the member, obtain an initial 
dental health assessment, and utilize their dental benefits. MSRs will educate members 
on the benefits available, search for a dental provider, and offer to assist with making a 
dental appointment. In order to achieve the highest contact rate, we make calls during 
and after standard business hours and on weekends. Additionally, MSRs routinely 
conduct “warm transfers” of members to providers or facilitate three-way conference 
calls with providers to assist the member in scheduling appointments. 
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Welcome Text Messages 
As part of LIBERTY’s ongoing communication with members, we will send an initial text 
message welcoming new members to the program if approved by DHCFP. The text will 
include relevant information for contacting us, as well as the required option to opt out 
of text messages completely. This initial text message will be followed by additional 
texts on a weekly or monthly basis, which will contain relevant information for new 
members, such as a reminder to obtain an initial dental health assessment, how they 
can contact us if needed, and crucial oral health education information.  


Initial Program Member Welcoming Efforts 
Upon contract award and program implementation, LIBERTY is prepared to welcome 
and educate the large influx of members, such as by conducting large educational 
campaigns welcoming members to the program. This campaign will include a blitz on 
local radio and television commercial tailored toward the local populations that will 
introduce members to LIBERTY and provide our contact information. We will also work 
with the local departments of parks and recreation to engage neighborhood 
community centers to host events or join established events to orient new members and 
provide continuing education. Our team will visit faith-based organizations, schools, 
and providers throughout the State to welcome, educate and engage with members 
“where they are.”    


LIBERTY also firmly believes that since some of our new members will be actively 
engaged with their health plans, we should work closely with the health plans on mutual 
welcome messaging. For example, in Florida, we worked with Staywell Health Plan to 
develop a flyer reminding members to make a dental appointment and to call us if they 
have any questions or concerns. We intend to work with the health plans in Nevada in 
the same medical-dental collaboration capacity to develop mutual welcome 
messaging for members who are new to Medicaid and for members who are new to our 
care coordination organization and model.  


Our local Nevada team will work with the state and DHCFP to develop region-specific 
welcoming materials and programs to ensure we are reaching all members effectively 
and efficiently.  


Ongoing Member Education - Member Portal 
Our secured member portal, Member iTransact, provides our members with direct 
access to information about their care and allows them to engage with their dental 
health. All access points are HIPAA-compliant and include standard requirements for 
identifiers and secure credentialed logins. Our web portal allows members to: 


 Access educational material 
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 View their personal information. 
 View their benefit plan(s). 
 Locate providers based on specific search criteria (The Provider Search is also 


available without logging in as a member, but it has fewer search criteria). 
 View claim/pre-estimate/referral status and information in real time. 
 View their utilized benefits – accumulators. 
 Print or request an ID Card. 
 Contact Member Services in real time. 
 See additional materials related to their dental benefits. 


Mobile Application  
LIBERTY developed a smart phone application designed to increase member 
participation and reduce administrative burdens. We are one of the first in the dental 
industry to offer a mobile smart phone application that dramatically enhances member 
services and communications. Members can access their member account 
information, view their digital ID card, view dental benefits and co-pays, find a dentist, 
and get answers to Frequently Asked Questions right from their mobile phone. They also 
can check their benefit utilization and check the types of treatment or limitations 
available to them. Our mobile application is fully HIPAA compliant and is available on 
both the iPhone and Android platforms.  


LIBERTY understands that oral health is directly related to members’ overall health, and 
we strive to educate and encourage our members to adopt healthier lifestyles. We have 
a comprehensive approach to helping our members achieve better health outcomes. 
We partner with our members, our providers, state managed care organizations (MCO), 
health providers, and community organizations to influence member behavior. Below 
we describe our programs, outreach, provider support, and community collaboration in 
effort to provide high-quality care for our members.  


LIBERTY’s Education Programs to Encourage Healthier Lifestyles for Members 
PCP Collaboration  
Our experience has shown that member compliance with attending dental 
appointments increases when the member is referred by a pediatrician or family 
doctor. We have directly funded and/or participated in several Primary Care Physician 
training programs in collaboration with local stakeholders and our Managed Care 
Organization (MCO) partners, to integrate oral services with physical health. Our 
Primary Care Physician training programs are designed to increase the number of 
doctors performing oral health screenings and fluoride varnish applications and to 
equip them with the information necessary to effectively provide referrals to dental 
professionals.  
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“I work for LIBERTY Dental 
Plan because the company 
culture is to do the right thing 
for the member. LIBERTY goes 
the extra mile to ensure our 
members are treated with 
respect, do not get caught 
up in a trail of computer 
automated phone lines, and 
we ensure that the treatment 
being requested and 
performed is the right 
treatment for the right 
reasons. LIBERTY cares!” -- 
Matthew Vitier, LIBERTY 
Employee 
 


Dental Care for Pregnant Women 
We developed enhanced benefits for pregnant women for some of our MCO’s, which 
included additional cleanings. Several reports have shown possible links between 
periodontal disease and pre-term, low birth weight babies. Ensuring that pregnant 
members understand this possible correlation is of the utmost importance to us; thus, we 
have implemented outbound call programs specific to pregnant women in our Texas 
Medicaid program in an effort to increase low utilization rates.  


We identify pregnant members via numerous avenues, including but not limited to: 
identifiers on the 834 file; working with the state directly to identify pregnant members; 
via outbound call program; and by working with our provider network to ensure they 
check the appropriate box on their ADA claim forms when one of their patients is 
pregnant. Once identified, we mail all pregnant members oral health information at 
least monthly and will collaborate with MCO’s, providers and other stakeholders to 
create a comprehensive pregnant woman outreach program. 


Dental Disease Management for Members with Diabetes 
LIBERTY has partnered with managed care organizations (MCO’s) to identify members 
diagnosed with diabetes and have referred them to Dental Disease Management 
programs. We run baseline utilization data on these members, and we mail an 
education flyer to members with low utilization rates to educate them on the 
importance of oral health. Our team then called the members and assisted them with 
scheduling appointments. Our team would then make reminder calls before the 
appointment and follow-up calls once the appointment was completed. We also 
worked with the member’s MCO care manager to ensure dental care was being 
included in their care plans. We will seek to work with the Nevada Medicaid MCOs to 
implement this collaborative program. 


Establishing Dental Presence at a Patient-Centered 
Medical Home Locations  
We are currently working with two of our MCO partners in 
establishing a dental presence at their Patient-Centered 
Medical Home (PCMH) locations. These locations are 
designed to have a comprehensive, coordinated care 
approach that normally encompasses numerous areas 
of medical care, coordinated by an Inter-Disciplinary 
Care Team (IDCT). LIBERTY and our MCO partners 
believe dental should be included not only as a service 
at the PCMH locations, but that the dentist should be 
involved in the IDCT as well. 
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LIBERTYs ongoing education efforts will include outreach activities noted in section 
3.3.4.1.  


 


3.3.5 Out-of-Network Services 
If the vendor’s provider network is unable to provide medically necessary services 
covered under the plan to a particular recipient, the vendor must adequately and 
timely cover these services out of network for the recipient for as long as the vendor is 
unable to provide them. The vendor benefit package includes covered medically 
necessary dental services for which the vendor must reimburse certain types of 
providers with whom formal contracts may not be in place.  The vendor must also 
coordinate these services with other services in the vendor benefit package.   


3.3.5.1 When it is necessary for enrolled recipients to obtain services from out-of-
network providers (i.e. the recipient needs to see a specialist for which the vendor has 
no such specialist in its network), the vendor must: 


A. Coordinate the care with out-of-network providers;  


B. Offer the opportunity to the out-of-network provider to become part of the 
network; and 


C. Negotiate a contract to determine the rate prior to services being rendered or 
pay no more than the Medicaid FFS rate. 


Nevada Medicaid recipients will be permitted to use an out-of-network provider for as 
long as the in-network providers are not able to offer the required services. If we do not 
have a provider who can provide the necessary dental services to a recipient, or if 
there is not an available dentist within the required radius of the recipient’s home, we 
will assist the member in finding an out-of-network provider. Care is coordinated 
through our Internal Response Unit (IRU). 


The IRU unit is made up of, Customer Care Specialists (CCS) in the Member Services 
department and handles and coordinates all out-of-network (OON) cases where a 
recipient has an access to care issue due to either a provider coverage gap or access 
and availability. Whether it is an emergency or standard case, the CCS representatives 
are responsible for coordination with the member and provider to obtain medically 
necessary dental services. 


IRU case coordination also includes: 


 Immediate handling of emergency cases and/or standard cases through 
coordination with the member, provider, and on-site dental consultant when 
needed. 
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 Working closely with the provider and Provider Relations department to ensure that 
members have access to care within the access standards. 
 


 Coordinating out-of-network (OON) care when provider access/availability are not 
met and medically necessary treatment is needed and appropriate. 
 


 Reviewing and confirming treatment plans for appropriate benefit application and 
treatment options through discussions and coordination with providers, Network 
Managers and on-site dental consultants (DC). 
 


Once the CCS Representative determines the type of request, ER or standard, and type 
of provider, general dentist or specialist, and type of service requested, the following 
steps occur: 


 A courtesy call is made to the member to provide the timeframe for resolution; 
Emergencies are resolved within 24 hours. 
 


 A DC reviews the case for a clinical determination of dental necessity.  Based on the 
findings, the DC will provide recommended treatment including CDT codes. 
 


 We engage our provider relations team in a final attempt to assist in locating an in-
network general dentist or specialist.   
 


 The CCS coordinates the OON approval with the DC and assists the member with 
scheduling an appointment with the OON treating provider. 
 


 Once a provider has been identified, we will contact the provider and send a 
referral request to them for confirmation. We will agree to pay the out-of-network 
provider for the service(s) performed according to the agreed upon fee. The referral 
confirmation will include our payment in full, and the provider is instructed to not 
seek any payment from the member for covered services. 


 
Recruitment of OON Providers 
The IRU works in cooperation with Provider Relations (PR) when access and availability 
issues occur ensuring their awareness of the situation and allowing for resolution.  During 
PR recruitment, there are non-contracted providers that will accept recipients on a 
case-by-case basis at a negotiated Medicaid FFS rate.  Provider relations will continue 
to engage each non-contracted provider and offer the opportunity to become part of 
the contracted provider network.   Unless we become aware of a quality or other issue 
with the out-of-network provider, we will attempt to recruit the provider to join the 
Nevada Medicaid network.  
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OON Provider Reimbursement  
We will attempt to negotiate a reimbursement rate starting with Medicaid FFS first then 
finalize a fee schedule that is agreed upon by both the provider and LIBERTY.  We agree 
to negotiate a contract with the out-of-network-provider to determine the rate prior to 
services being rendered or no more than the Medicaid FFS rate. 


A detailed explanation regarding the use out-of-network providers is described in detail 
in 3.3.1.7 


We will provide 120 days of continuity of care coverage for new Nevada enrollees 
regardless as to whether an in-network or out-of-network provider is used, unless we 
become aware of a quality or other issue with the provider.  


 


3.3.5.2 When it is necessary for recipients to obtain services from an out-of-state (OOS) 
provider, the vendor must negotiate a contract to determine the rate prior to services 
being rendered.  The vendor must inform the provider to accept vendor reimbursement 
as payment in full.  The only exception is for TPL.  The OOS provider must not bill, accept 
or retain payments from Medicaid or Nevada Check Up recipients.   


When there is not a provider in Nevada who is able to provide services to Nevada 
Medicaid recipients, we will coordinate treatment with providers outside of Nevada..   


We will attempt to negotiate a reimbursement rate starting at Medicaid FFS then finalize 
a fee schedule that is agreed upon by both the provider and LIBERTY.  During our 
discussion, we will ensure that providers understand that the negotiated fee schedule is 
considered payment in full and that they must not bill, accept or retain payments from 
Medicaid or Nevada Check Up recipients.  We understand that the only exception is for 
Third Party Liability (TPL).  
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3.3.6 Emergency Dental Services 
3.3.6.1 The vendor may not deny payment for emergency services treatment when a 
representative of the vendor instructs the recipient to seek emergency services care.  


3.3.6.2 The vendor shall be responsible for dental related services provided in an 
emergency.  


3.3.6.3 In providing for emergency dental services and care as a covered service, the 
vendor shall not:  


A. Require prior authorization for emergency dental services and care.  
B. Indicate that emergencies are covered only if care is secured within a certain 


period of time.  
C. Use terms such as “life threatening” or “bona fide” to qualify the kind of 


emergency that is covered.  
D. Deny payment based on the member’s failure to notify the vendor in advance 


or within a certain period of time after the care is given.  
 
3.3.6.4 The vendor shall not deny payment for emergency dental care unless it is 
performed under the medical benefit in a hospital, emergency room or ambulatory 
surgery center.  


3.3.6.5 The vendor shall not deny payment for treatment obtained when a member 
had an emergency dental condition and stabilization of condition, including cases in 
which the absence of immediate dental attention would not have had the outcomes 
specified in 42 CFR §438.114(a) of the definition of an emergency dental condition.  


3.3.6.6 The vendor is not responsible for emergency dental coverage provided on an 
emergency basis in a hospital, emergency room or ambulatory surgery center under 
the medical benefit which may include dislocated jaw, traumatic damage to teeth 
and supporting structures, and removal of cysts; treatment of oral abscess of tooth or 
gum origin; treatment and devices for correction of craniofacial anomalies; and drugs. 


3.3.6.7 The vendor shall not deny emergency dental services claims submitted by a 
non-contracting provider solely based on the period between the date of service and 
the date of clean claim submission unless that period exceeds 365 days.  


3.3.6.8 Non-emergent services provided in an emergency room are a covered service. 
Providers are expected to follow national coding guidelines by billing at the most 
appropriate level for any services provided in an emergency room setting. 


We understand and will comply with the requirements set forth in 3.3.6 (3.3.6.1 -3.3.6.8) 
regarding Emergency Dental Services. 


We receive and process requests for emergency services on a daily basis. In 2015, we 
processed 32,623 requests for emergency services. In 2016, we are at pace to 
complete 35,000 requests for our approximately 2 million Medicaid members. We have 
a specific processing team who receives, validates, and processes requests for 
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emergency services. The workflow in Figure 3.3.6-1 illustrates the process that we have 
in place today to handle emergency requests.  


FIGURE 3.3.6-1 EMERGENCY REFERRALS WORKFLOW 
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We will not deny any claim or request for emergency services that are when it is 
notated on the member’s profile is notated that a request was made and a LIBERTY 
representative instructed the recipient to seek emergency services. We will commit to 
not requiring a pre-authorization for emergency services, putting a window of time 
around when emergency services can be rendered or billed as long as claims are 
submitting within the timely filing limits, or use specific terminology or key words to 
explain or define the emergency services rendered. We will not deny payment based 
on the member’s failure to notify us in advance or within a certain period of time after 
the emergency care is rendered unless it is rendered under the medical payment. 


Pre Service Requests 
Pre-authorization for emergency dental services is not necessary, but we do have staff 
ready to receive pre-authorization requests and expedite processing within 24 to 48 
hours. Requests for emergency services can be received either by telephone, fax, 
email, or web portal submission.  


Upon receipt of a pre-service request, our emergency services staff will review the 
request to ensure member eligibility and benefit plan. These requests are input into our 
adjudication application and forwarded through our workflow to a dental consultant for 
expedited clinical review. Requests for emergency services are not denied if deemed 
medically necessary by a licensed dental consultant. If the pre-service request is not 
deemed an emergency by a licensed dental consultant, the request is forwarded to our 
Dental Care Outreach unit who will contact the requesting provider for verification of 
treatment plan and emergency status. If additional supporting documentation is 
received, the Dental Care Outreach unit will resubmit the request to the licensed dental 
consultant for re-review.  


Once the request is approved, the Claims Processor adjudicates the requests, prints the 
provider notification and faxes the notification to the submitting provider office. In 
addition, as a courtesy a telephone call is made to the recipient within 72 hours of 
receipt of request to notify the recipient of the outcome of the request.  


Post-Service Submission 
Claims for emergency services are handled by the same emergency services team. 
Claims can be received via paper, EDI, web portal submission, fax, or email. Claims for 
emergency services must clearly be flagged as emergency services with either a 
narrative, claim entry note or a place of service code 20 – 24. These triggers will notify 
the Claims Processor that services were or could be emergency related and require 
further review. Once identified, the claims are forwarded through the adjudication 
application workflow to the emergency services team. Claims that are not clearly 
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identified will be treated as standard claims and be subject to standard claims 
processing guidelines and benefit limitations.  


All claims received for emergency services will not be denied but will be clinically 
reviewed by a dental consultant for necessity. In instances where a consultant 
questions medical necessity, the provider may be contacted by our Dental Director to 
discuss the treatment rendered. This practice will not affect the payment outcome of the 
claim but will help LIBERTY profile the treatment patterns of providers. Claims for both in-
network and out-of-network providers are covered under emergency services 
treatment.   


Emergency services rendered in a hospital or ambulatory surgery center will be 
reviewed for dental necessity. Services that qualify as dental will be paid by LIBERTY as 
such. More complex services that involve medical related conditions such as a trauma 
to the mouth and/or teeth will be pended while we contact DHCFP for direction.  If 
required, LIBERTY can process dental related treatment initially and forward the 
remaining portion of the claim along with a copy of the explanation of benefit to the 
appropriate Nevada Medicaid medical vendor for payment.  
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3.3.6.9 Post-Stabilization Services 
The vendor is financially responsible for:   


A. Post-stabilization services obtained within or outside the network that are pre-
approved by a network provider or organization representative;   


B. Post-stabilization services obtained within or outside the network that are not 
pre-approved by a network provider or other organization representative, but 
administered to maintain the recipient's stabilized condition within one (1) hour 
of a request to the vendor for pre-approval of further post-stabilization care 
services;  


C. Post-stabilization care services obtained within or outside the network that are 
not pre-approved by a network provider or other organization representative, 
but are administered to maintain, improve, or resolve the recipient's stabilized 
condition if vendor does not respond to a request for pre-approval within one 
(1) hour, or the vendor cannot be contacted or the vendor and the treating 
physician cannot reach an agreement concerning the recipient's care and a 
network provider or other organization representative is not available for 
consultation.  In this situation, the vendor must give the treating physician the 
opportunity to consult with a network physician and the treating physician may 
continue with care of the recipient until a network physician is reached or one 
of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met; 


D. Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial 
responsibility for post-stabilization care it has not pre-approved ends when a 
network physician with privileges at the treating hospital assumes responsibility 
for the recipient’s care or a network physician assumes responsibility for the 
recipient's care through transfer or the vendor and the treating physician reach 
an agreement concerning the recipient's care or the recipient is discharged; 
and 


E. Pursuant to CFR 438.114(e), the vendor charges for post stabilization care 
services provided by an out-of-network provider to a recipient may be no 
greater than the amount the vendor would charge if the services had been 
obtained in network.  


We will treat post-stabilization services similar to the emergency related services. We 
understand that post-stabilization services are medically necessary and in the best 
interests of the recipient. Therefore, similar to covering emergency services for both in-
network and out-of-network providers, LIBERTY will treat the stabilization of a recipient in 
the same manner. We understand the requirements as outlined and will comply with the 
requirements as we currently do today.  


When a claim for post-stabilization is received, Claims Processors will forward that claim 
to our Care Coordinators for review. Our Care Coordinators are responsible with 
coordinating treatment requests with extenuating circumstances such as patients with 
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special needs or serious medical conditions or patients who need stabilization services 
prior to being treated by a more permanent provider.  


Upon receipt of the case, the Care Coordinator will contact the submitting provider who 
stabilized the recipient, verify their network affiliation with LIBERTY, and if not affiliated, 
will coordinate the transfer of the recipient’s case to a local in-network provider who 
can immediately assume responsibility of care for the recipient. The Care Coordinator 
will facilitate discussion between the in-network provider the treating provider to ensure 
all clinical information is transferred. Once the recipient is under the care of the in-
network provider, the Care Coordinator will authorize payment to the provider who 
performed stabilization. Their claims will not be denied. 


 


3.3.6.10 Coordination with Other Vendors and Other Services  
Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement 
procedures to coordinate services it may provide to the recipient with the services the 
recipient may receive from any other vendor.  Upon request or notification of need, 
the vendor is required to communicate with other vendors serving the recipient the 
results of its identification and assessment of any special health care needs to ensure 
that services are not duplicated, and to ensure continuity of care.  The vendor’s 
procedures must ensure that, in the process of coordinating care, each recipient’s 
privacy is protected consistent with the confidentiality requirements in 45 CFR Parts 160 
and 164 [(the Health Insurance Portability and Accountability Act (HIPAA)]. 


A. The vendor will be responsible for coordinating services with other appropriate 
Nevada Medicaid and non-Medicaid programs.  This coordination includes 
electronic data sharing for integrated health care. 


B. In addition, the vendor is responsible to ensuring continuity of services for 
recipients with special needs.  These recipients may include, but are not limited 
to:  juveniles temporarily detained by a state or county agency; Seriously 
Emotionally Disturbed children, adults with Severe Mental Illness and individuals 
with substance abuse disorders; Children with Special Health Care Needs; 
homeless recipients; recipients with chronic conditions; women with 
pregnancies, and referring orthodontic recipients to their appropriate Dental 
Home for periodic examinations and cleanings.   


We have an established process to coordinate services with other vendors and 
providers to ensure continuity of care. We currently provide this service to our Medicaid 
plans in the states of California, Florida, New Jersey, Texas, and Illinois according to Title 
42 CFR 438.208.  


During the welcoming process, we will provide multiple mediums for a recipient to 
select a Primary Dental Provider (PDP). Our welcome packet outlines the process to the 
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recipient on how to select a PDP and our website (www.libertydentalplan.com) also 
provides easy access to select a provider. LIBERTY will conduct outreach calls to all new 
members to educate them on selecting a PDP and will send out a postcard reminder to 
recipients who have not selected a provider after 30 days of enrollment in an effort to 
initiate provider selection. Ultimately, if no contracted provider is selected, we will 
assign a provider within the geographical area of the recipient’s home address.  


Services rendered by non-contracted providers during the first 120 days will be covered 
as part of our Continuity of Care process for all new members. During this time period, 
we will identify these out-of-network providers and work diligently to try and contract 
them. If unable to contract the providers after 90 days, we will reach out to the 
recipients either through the mail or outreach telephone campaign to reassign the 
member to an in-network provider for continuing treatment plans in progress after the 
120 day period.  


Any transition between providers or referrals from a general dentist to a specialist will 
include electronic access to patient history and records to ensure continuous treatment 
and avoid duplication of services. These records are made available online through 
LIBERTY’s Provider Portal. Recipient records can also be provided electronically using 
multiple mediums such as 837 transactions, .csv files, or other proprietary formats as 
requested.  


Recipients Receiving Orthodontic Services 
Recipients receiving orthodontic services will have a carved-out workflow. Orthodontic 
transition of care is managed by a small group of specialized Claims Processors who 
work with both the recipient, the previous Orthodontist office, and the new assigned 
Orthodontist office to ensure uninterrupted treatment visits continue to occur timely as 
scheduled. Upon receipt of a claim for an Orthodontic visit, the Claims Processor will 
contact the provider via telephone to request the Orthodontic treatment history 
including banding date and number of treatments completed. Once received, the 
historical treatment information is input into our adjudication system which ensures the 
length of the treatment plan will continue without interruption and ensure the proper 
amount of treatment due to the recipient is completed.  


Recipients with Special Needs 
Recipients with special needs are managed through a separate workflow and are 
coordinated by Specialists who manage a treatment plan from start to finish. 
Notification of special needs individuals is received by LIBERTY and updated in the 
recipient’s member profile. Upon request for treatment, a workflow transaction is 
created which gets routed to a Special Needs Coordinator. This individual manages 
requests for recipients who have specific needs that need to be accounted for during 
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treatment. Examples of what LIBERTY coordinates are children or adults with mental or 
physical disabilities, recipients with severe medical conditions, or individuals in nursing 
homes or convalescent homes.  


The Special Needs Coordinator locates a provider who has the ability or equipment 
needed to support the treatment of the member or a provider who has privileges to 
hospital or surgery center that can assist with such treatment. Once the provider is 
located and briefed on the case by the Special Needs Coordinator, a telephone call to 
the recipient is made to brief them on who the provider is, where they are located and 
discuss the need for a consultation with the provider. In past cases for Medicaid 
recipients, the Special Needs Coordinator works with the recipient’s primary care dental 
provider, a specialist, the medical physician, and the MCO to help in coordinating 
dental services for recipients. Upon completion of a case, the Special Needs 
Coordinator will reach out to the primary care provider to make them aware of the 
treatment completed and recommendations, if any, from the provider who treated the 
special need. 


 


3.3.11 Federally Qualified Health Center (FQHC) 


The vendor must pay for services provided by a Federally Qualified Health Center 
(FQHC).  Vendors may enter into contracts with FQHCs provided that payments are at 
least equal to the amount paid to other providers for similar services. If the vendor does 
not have a contract with an FQHC, the vendor must pay at a rate equivalent to the FFS 
rate. This does not apply to out of network providers of emergency services. The vendor 
must demonstrate a good faith effort to negotiate a contract with FQHCs and include 
all licensed and qualified FQHC providers in the vendor’s network.  Contracting with just 
one provider at each FQHC does not constitute a good faith effort to include the FQHC 
in the vendor’s network. The vendor must report to the DHCFP payments and visits 
made to FQHCs. The DHCFP is responsible for FQHC wrap payments; the vendor will be 
responsible for quarterly reporting on FQHC activity.    


LIBERTY has a history building relationships with local FQHCs to support the needs of 
Medicaid populations. LIBERTY has contracts with hundreds of FQHC providers in the 
states of Illinois, Florida, New Jersey and New York to support our Medicaid populations.   
Our existing dental network in Nevada includes contracts with eight FQHCs as listed in 
Figure 3.3.11-1. 
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FIGURE 3.3.11-1. LIBERTY NEVADA NETWORK FQHC’s 


Office Name Office 
City 


Office 
State 


Office 
County 


Elko Family Medical & Dental Center ELKO NV ELKO 
Eastern Family Medical & Dental 
Center 


LAS 
VEGAS 


NV CLARK 


Community Health Alliance RENO NV WASHOE 
Community Health Alliance Adult 
"Mobile" Outreach 


RENO NV WASHOE 


Las Vegas Paiute Dental Dept. LAS 
VEGAS 


NV CLARK 


Fallon Tribal Health Center FALLON NV CHURCHILL 
Pyramid Lake Tribal Health Clinic NIXON NV WASHOE 
Walker River Tribal Dental Clinic SCHURZ NV MINERAL 


 


Our goal, and what we have been successful at, is to contract with the FQHC as a 
whole instead of providers within the FQHC. This provides us access to multiple 
specialties within the same location making it easy for recipients. We do not just 
contract with these FQHCs, we partner with them to develop a process that ensures our 
providers are meeting state and federal requirements for wrap around dollars. In Florida 
for example, we work closely with the Florida Department of Health (DOH) clinics.  


FIGURE 3.3.11-2 EDUCATION FOR SUCCESS 
 


 


 


 


 


LIBERTY currently has encounter reporting processes developed and in place for the 
FQHCs we are contracted with in other states. Reporting is done on a quarterly and 
annual basis, but timelines can be adjusted accordingly based on federal, state and 
provider needs. We will also provide FQHC reporting to DHCFP per the requirements, 
which are in line with what we currently do with our Medicaid programs in Illinois, 
Florida, New Jersey and New York.  


LIBERTY outlined what services were required to qualify as a billable dental encounter 
and helped educate over 100 clinics statewide on how to submit their claims for 
proper payment and qualify for wrap dollars. By performing this exercise with the 
DOH clinics and continuing to partner with them on new initiatives such as mobile 
dentistry in schools for the child Medicaid population, we have built a strong 
relationship that continues to grow to this day.  
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3.4	ENROLLMENT	REQUIREMENTS	AND	LIMITATIONS 
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3.4.1 The vendor eligibility and enrollment functions are the responsibility of the DHCFP 
and the DWSS. The vendor shall establish and implement enrollment procedures and 
maintain applicable enrolled recipient data.  The vendor shall accept each recipient 
who is enrolled in or assigned to the vendor by the DHCFP and/or its enrollment sections 
and/or for whom a capitation payment has been made or will be made by the DHCFP 
to the vendor.  The first date a Medicaid or Nevada Check Up-eligible recipient will be 
enrolled is not earlier than the applicable date in the vendor’s specified contract.  


3.4.2 The vendor must accept recipients eligible for enrollment in the order in which they 
apply without restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) .  The 
vendor acknowledges that enrollment is mandatory except in the case of voluntary 
enrollment programs that meet the conditions set forth in 42 CFR 438.50(a).  Per 42 CFR 
438.6(d)(3)(4) the vendor will not, on the basis of health status or need for health 
services, discriminate against recipients eligible to enroll. The vendor will not deny the 
enrollment nor discriminate against any Medicaid or Nevada Check Up recipients 
eligible to enroll on the basis of race, color or national origin and will not use any policy 
or practice that has the effect of discrimination on the basis of race, color or national 
origin. The vendor must have written policies and procedures for enrolling all eligible 
populations and receiving monthly and other updates from the DHCFP of recipients 
enrolled in, the vendor. The vendor will accept as enrolled all recipients appearing on 
monthly enrollment reports.   


Our database allows membership data to be available on a real-time basis to all 
operational areas, including Member Services for eligibility verification, call center 
activities, and claims processing, as well as our provider web portal. We will accept all 
recipients appearing in DHCFP’s data file as eligible based on coverage dates and 
parameters as specified by Nevada Check Up.  


We do not delay or deny enrollment of members based on their health status or their 
need for immediate services; rather, we work extensively to preserve access to and 
continuity of care during the contract start-up phase (as well as for all Nevadans who 
newly obtain Medicaid coverage during the course of our contract).   


We are highly committed to avoiding and preventing all forms of discrimination by our 
staff and our providers – including the subgroups listed in this requirement (race, color, 
and national origin) but also individuals who are vulnerable to discrimination due to 
their impoverishment, physical appearance, education level, language, disability, age, 
gender, and sexual orientation.       


We will accept recipient eligibility and enrollment data every business day via standard 
electronic file transactions. We will confirm all inbound eligibility data as submitted by 
DHCFP through an established secure transfer method. We will commence file retrieval 
and upload within six hours of file availability. Enrollment staff will process each file 
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using LIBERTY’s Member Load Protocol. We will customize the Member load screen with 
applicable parameters and interfaces according to established protocol DHCFP. If 
corrupt data renders the file unloadable, we will notify DHCFP immediately. Upon 
successful loading, all files leave an electronic time stamp that includes the operator 
name, date and time. Each affected member record is updated with these data 
elements for tracking and auditing purposes.  


Although data pre-scrubbing is described in detail in 3.17, examples of controlling 
mechanisms include a filter to validate member age, USPS address validation, or 
standardization of a numeric or date field. The Member Load Protocol is designed to 
facilitate the standardization of inbound data into the ideal format for our processing 
system, while allowing the client to exert maximum control of the outcome. Once pre-
scrubbing is complete, data is electronically compared to current membership in our 
database. Records that fail to load are exported to an error report, along with other 
data-specific errors and duplicate records, and submitted to staff for correction.  We will 
bring any errors that are unresolvable to DHCFP’s attention and resolve them according 
to their direction. 


Our system assigns our own unique identification number to each enrolled individual. 
This allows us to recognize recipients who are simultaneously enrolled in more than one 
plan or have multiple coverages based on various eligibility factors, such as “dual 
eligibles” enrolled in both Medicaid and Medicare. Our system is flexible enough to 
allow the same person to be enrolled with more than one member number, yet 
sophisticated enough to recognize and track such members as the same individual. 
Our system can store and cross-reference multiple member-identifiers to ensure smooth 
interfaces between inbound and outbound file processes. We recognize and plan for 
various state agency and CMS reporting requirements that necessitate storage of data 
elements at the member level for retrieval and inclusion in various outbound regulatory 
reports.  


Our system will capture all standard member demographic data, Medicaid or other 
unique membership numbers, language and ethnicity data, and any other data 
elements DHCFP and we deem necessary to administer benefits accurately. Specific 
examples of our data collection and usage capabilities include the following: 


 Aid Codes for Medicaid recipients with specific ailments. These codes enable 
the segregation of members with specific or special needs, such as pregnancy, 
to facilitate dental disease management and the delivery of specialized 
healthcare benefits; 
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 Responsible Party’s address to facilitate communications with non-enrolled 
parents of child members, even when residing at a different address; 
 


 Written and spoken language preferences to ensure we are providing members 
with the most appropriate material and ongoing communication supports; 


 Head-of-household identifiers to recognize when multiple recipients belong to 
the same family, facilitating both a unified “dental home” assignment as well as 
realizing a cost-savings for mailings; 


 Reinstatement protocol to ensure recipients who become eligible after a break in 
coverage are assigned to the same dental home provider if desired; 


 Coverage alignment to ensure recipients with multiple coverages are assigned 
to the same dental home for each product, thereby maximizing the coordination 
of their care. 


 


3.4.3 The vendor is responsible for services rendered during a period of retroactive 
enrollment in situations where eligibility errors have caused an individual to not be 
properly and timely enrolled with the vendor.  In such cases, the vendor shall only be 
obligated to pay for such services that would have been authorized by the vendor had 
the individual been enrolled at the time of such services.  For in-state providers in these 
circumstances, the vendor shall pay the providers for such services only in the amounts 
that would have been paid to a contracted provider in the applicable specialty.  Out-
of-state providers in these circumstances will be paid according to a negotiated rate 
between the vendor and the out-of-state provider.  The timeframe to make such 
corrections will be limited to 180 days from the incorrect enrollment date.  The DHCFP is 
responsible for payment of applicable capitation for the retroactive coverage.  


LIBERTY has policies and procedures in place to correct eligibility errors and data 
anomalies that result in unintentional denial of benefits.  Our system can be 
programmed to allow a specified amount of retroactivity, e.g. 180 days, without 
intervention. Therefore, once the corrections are received, the system will re-adjudicate 
any claims that were received during the time of inactivation.  Payment will be made in 
the amounts that would have been paid at the time services were rendered and are 
based on negotiated or contracted fees. We also provide 120 days of continuity of care 
from the point of enrollment forward, without regard to whether the new enrollee’s 
dental provider participates in our network. This feature, coupled with our coverage of 
retrospective eligibility timeframes, avoids disruptions in care and/or provider payment 
that could otherwise occur at the outset of program implementation.   If an enrollment 
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request exceeds the retroactivity period allowed by contract, it will be denied and can 
be subsequently reviewed with DHCFP.  


 


3.4.4 Enrollment Interface 
Upon initiation of the transition phase for a new vendor, the vendor must furnish the 
technical means by which the vendor’s Enrollment Sections can: 


A. Determine the number of recipients each enrolled PDP will accept as new 
patients; and  


B. Transmit recipient elections regarding PDP assignment for the forthcoming 
month.  


LIBERTY confirms that all members receive a valid PDP assignment upon enrollment or 
reinstatement. Every effort is made to solicit the member’s preference, but when this is 
not possible our auto-assignment system will assign the member and take into account 
factors such as spoken language and distance between member and provider. If an 
established member-to-provider assignment is disrupted for any reason (most 
commonly due to an “on-off-on” pattern of Medicaid eligibility), every attempt is made 
to reconnect the member with the same provider.  


In addition to consideration of member preferences, providers must also meet certain 
criteria to be available for selection in the auto-assignment process. The provider must 
have available openings for new members based on the office’s membership capacity. 
Each provider and office has a system designation of panel size versus member 
allotment, known as “provider to member ratio,” which is designed to monitor and 
report an error if the ratio is exceeded by more than 2%.  


We will ensure (1) full-time equivalent (FTE) dentist per one thousand five hundred 
(1,500) recipients per geographic service area. We will also comply with obtaining 
authorization from DHCFP for dental clinics where a dentist provides direct supervision of 
dental residents who have a temporary permit from the State Board of Dentistry, should 
the capacity need to be increased to allow for one (1) dental resident per one 
thousand (1,000) recipients. 
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3.4.5 Provider Enrollment Roster Notification 


The vendor must either notify or provide the means for providers to verify recipients’ PDP 
selection. The vendor must establish and implement a mechanism to inform each PDP 
about any newly enrolled recipients assigned to the PDP on at least a monthly 
basis.  This information must be made available to each PCP within five (5) business 
days of the vendor receiving the Membership File.  The Enrollment Sections will pass the 
Membership File through the system for verification of eligibility prior to distribution to the 
vendor, who will in turn be responsible for keeping individual participating providers 
informed.  The vendor may elect to update its Membership File more frequently to keep 
PDPs informed of the enrollment activity.  


LIBERTY provides multiple ways for dental providers to verify and confirm both new and 
existing member office assignments and coverage dates. In addition to traditional 
paper rosters each month (an excerpt of which is shown in Figure 3.4.5-1), we offer 
dental providers the option to receive e-rosters, access to our online portal, a 24-hour 
telephonic IVR system, as well as a team of professional Member Service 
Representatives available during extended business hours. While paper rosters offer a 
complete list on a monthly basis, other options are best used when new members enter 
the system mid-month and require services before the next roster cycle.  Our Member 
Services team is ideal for members experiencing emergencies, new providers, and 
situations that require customer service above the routine. Our use of a single-source 
database enables membership data to be available on a real-time basis and all 
members to be assigned to a primary dental provider within 3 business days after 
receipt of eligibility data. 


FIGURE 3.4.5-1. MONTHLY ELIGIBILITY ROSTER 
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3.4.6 Transitioning/Transferring of Recipients   


It may be necessary to transfer a recipient from one vendor to another or to FFS for a 
variety of reasons.  When notified that a recipient has been transferred to another plan 
or to FFS, the vendor must have written policies and procedures for 
transferring/receiving relevant patient information, dental records and other pertinent 
materials to the other plan or current FFS provider.  This must be done in compliance 
with the Health Insurance Portability and Accountability Act (HIPAA) and other privacy 
laws.   


LIBERTY understands that it is sometimes necessary to transfer a recipient from one 
health plan to another or to Nevada’s FFS Medicaid program for a variety of reasons 
such as the recipient’s decision to receive services from another provider or enroll in 
another health plan.  Accordingly, we have formal protocols in place to facilitate a 
seamless, and HIPAA compliant transfer of relevant patient information, dental records 
and other pertinent materials to another plan, FFS provider or dentist, as expeditiously as 
possible.   Our process to accomplish this has proven effective in other Medicaid 
markets, and includes the following:     


1. Upon receipt of a request to transfer a recipient’s information from LIBERTY to 
another health plan, FFS provider, or dentist, we document the request in our 
member tracking system.   
 


2. We promptly reach out to the recipient to request a HIPAA-compliant 
authorization which specifically authorizes us to furnish copies of the recipient’s 
information, including dental records in LIBERTY’s possession, to the specific 
health plan, FFS provider, or dentist indicated in the authorization.  If the recipient 
has already been transferred, the other health plan, FFS provider, or dentist may 
furnish a copy of the recipient’s completed HIPAA-compliant authorization to 
LIBERTY, and we will accept such request as though the recipient made it him or 
herself.  


 
3. We document receipt of the recipient’s authorization in our member tracking 


system, including an original or electronic copy of the authorization.  
 


4. Within five (5) business days of receipt of the completed HIPAA-compliant 
authorization, we issue a copy of the recipient’s information, including dental 
records, to the requested health plan, FFS provider, and/or dentist.   


 
5. If applicable, we will also direct our contracted providers to forward all dental 


records in their possession to a new provider within five (5) business days of the 
request from LIBERTY or the recipient. 
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We provide recipients with any needed assistance as they transition to another plan, 
such as walking them through the above process, providing authorization forms or other 
related materials in the recipient’s preferred language, or in alternate, accessible 
formats (e.g., large font), etc.   This recipient-friendly, proven approach will serve our 
Nevada members well as they transition into and out of Medicaid coverage and/or 
LIBERTY’s care coordination program.  
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3.5	RECIPIENT	SERVICES 
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3.5 RECIPIENT SERVICES 


3.5.1 Information Requirements  


3.5.1.1 The vendor must have written information about its services and access to 
services including Recipient Services phone number available to recipients and 
potential recipients.  This written information must also be available in the prevalent 
non-English languages, as determined by the State, in its particular geographic service 
area.  The vendor must make free, oral interpretation services available to each 
recipient and potential recipient.  This applies to all non-English languages, not just 
those that the State identifies as prevalent.  


We understand and agree to comply with the requirements of Section 3.5.1.1. 


Our experience with Medicaid and CHIP programs nationwide allow us to fully 
understand, comply, and provide educational material based on the diverse needs 
and cultural backgrounds of our recipients while adhering to National Standards for 
Culturally and Linguistically Appropriate Services.  


Our proposed recipient education and communication material for Nevada will be 
written at level which is developmentally and culturally appropriate (at or below eighth 
8th grade reading level) in order to ensure the needs, expectations and preferences of 
our recipients and potential recipients are met. We also offer free oral interpretation 
services to each recipient and potential recipient.  


Our Member Handbook is the primary source of written information regarding available 
services and how recipients can access these services. Recipients are provided with 
LIBERTY’s contact information, such as our toll-free phone number, for assistance 
regarding dental benefit inquiries, how to locate a participating provider, assistance 
obtaining a dental appointment, and coordinating oral interpretation services.  


Our Member Handbook will be mailed to each recipient within 5 days of enrollment. 
The Member Handbook and information on interpretation and language assistance 
services can also be found on our website and on our online member portal. 


 


3.5.1.2 The vendor is required to notify all recipients and potential recipients that oral 
interpretation is available for any language and written information is available in 
prevalent languages.  The vendor must notify all recipients and potential recipients how 
to access this information.  


We understand and agree to comply with the requirements of Section 3.5.1.2. 
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Recipients and potential recipients can request a Member Handbook, which will 
include a section on the procedures for accessing and utilizing oral interpretation 
services at no cost.  The details will include that oral interpretations are available for any 
language and written information will be available in prevalent languages. This 
information can also be found on our website. 


We are committed to training all staff and providers to inform members on recipients’ 
right to request language assistance services (written and oral). 


 


3.5.1.3 The vendor’s written material must use an easily understandable format and 
language.  The vendor must also develop appropriate alternative methods for 
communicating with visually and hearing-impaired recipients, and accommodating 
physically disabled recipients in accordance with the requirements of the Americans 
with Disabilities Act of 1990.  All recipients and potential recipients must be informed 
that this information is available in alternative formats and how to access those formats. 
The vendor will be responsible for effectively informing Title XIX Medicaid recipients who 
are eligible for EPSDT services, regardless of any thresholds. 


Understanding the multi-cultural nature of our recipient populations, our written 
communications will respond to special core language needs. We will work with DHCFP 
to ensure all materials are at the required reading level by utilizing an 8th grade level, in 
the proper font sizes, translated into all required threshold languages (including both 
English and Spanish), and in formats for the visually and/or hearing impaired.  


We ensure that all recipient materials are accessible to all populations, including 
recipients who are visually or hearing impaired. All recipient insurance cards and 
written information include a TTY/TDD toll-free telephone number for hearing impaired 
callers. These callers are routed through a computer application that enables direct 
written communication with a Member Services Representative. Visually impaired 
recipients may request materials in braille, which are translated and made available by 
our fulfillment team. All written materials are translated by a certified translator and 
made available in both English and Spanish. Spanish-speaking recipients may request 
materials in Spanish; these are fulfilled onsite within two business days of request.  
Written materials will also be available in other prevalent languages. 


When contacted by recipients and when potential recipients contact LIBERTY, we will 
notify them that oral interpretation is available for any language and that written 
information is available in prevalent languages at no expense to the recipients and 
instruct them on how to access those services. We agree to translate, and make 
available, all written recipient materials in Spanish and for each Limited English 
Proficiency group (defined as constituting five percent or more of recipients or 1,000 or 
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more recipients in the statewide service area, whichever is less). Furthermore, we agree 
to make all recipient materials available in alternative formats for recipients with special 
needs within forty-five calendar days of a request at no expense to the recipient. We 
will also provide written notice of changes in policies or procedures to recipients at 
least thirty calendar days before the effective date of the changes.   


We maintain the ability to communicate with deaf and hearing-impaired callers 
through dedicated toll free TDD/TTY telephone lines.  Additionally, we utilize a third party 
language assistance vendor, with TDD/TTY capability when needed, for languages not 
supported internally.  We also have experience handling calls through the national and 
state relay systems. 


 


3.5.2 Member Handbook 


The vendor must provide all recipients with a Member Handbook. The vendor can meet 
this requirement by sending the Member Handbook to the head of the household. The 
handbook must be written at no higher than an eighth (8th) grade reading level and 
must conspicuously state the following in bold print. 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED 
OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND 
THE RECIPIENT.” 


We understand and agree to comply with the requirements of Section 3.5.2. 


Within five days of receiving notice of the recipient’s enrollment, we will provide each 
recipient with a Member Handbook that has been reviewed and approved by the 
DHCFP prior to distribution. The information contained in the handbook will outline all the 
information and elements required by DHCFP. Member Handbooks will be mailed to the 
head of the household at the address on file.  


In the event the address on file is outdated or incorrect, and the Member Handbook is 
returned to sender, we will make every effort to contact the recipient by calling to 
confirm the address on the State file or by any other means provided. We will also post 
updated versions online for member access. The Member Handbook will be written at a 
level that which is developmentally and culturally appropriate (at or below eighth 
grade reading level). Recipients have the right to request and obtain the Member 
Handbook at least once per year or upon request.   


Each Member Handbook will include the following language in a way which is clearly 
visible to the recipient in bold lettering: 
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“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED 
OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND THE 
RECIPIENT.” 


A sample of our Member Handbook has been provided as Attachment 5. 


3.5.2.1 The vendor must submit the Member Handbook to the DHCFP before it is 
published and/or distributed.  The DHCFP will review the handbook and has the sole 
authority to approve or disapprove the handbook, in consultation with the Medical 
Care Advisory Committee (MCAC).  The vendor must agree to make modifications in 
handbook language if requested by the DHCFP, in order to comply with the 
requirements as described above or as required by CMS or State law.  In addition, the 
vendor must maintain documentation that the handbook is updated at least once per 
year. 


We agree to comply with the requirements of Section 3.5.2.1. 


LIBERTY’s Member Handbook is the primary source of written information regarding 
available services and how recipients can access these services. We understand the 
Member Handbook must be submitted for review and approval to the DHCFP prior to 
distribution. Modifications to the Member Handbook will be made as directed by 
DHCHP and will be documented at least once a year as updates are made. 


 


3.5.2.2 The vendor must mail the handbook to all recipients within five (5) business days 
of receiving notice of the recipient’s enrollment and must notify all recipients of their 
right to request and obtain this information at least once per year or upon request.  
The vendor will also publish the Member Handbook on the vendor’s Internet website 
upon contract implementation and will update the website, as needed, to keep the 
Member Handbook current.  At a minimum, the information enumerated below must 
be included in the handbook: 


A. Orienting new members of its benefits and services including confirmation of the 
recipient's PDP selection or assigned PDP; 


B. Role of the primary care dentist; 


C. The days the office or facility is open and services are available; 


D. The address and telephone number of the vendor’s office or facility; 


E. How to utilize services in sufficient detail to ensure that recipients understand 
benefit amount, duration and scope including prior authorization requirements; 


F. What to do in a dental emergency or urgent dental situation including how to 
access emergency dental care after hours and on weekends, or out of the 
service area, inform the member to dial 911 if there is a medical emergency; 
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G. Information on Grievance, Appeals, and Fair Hearing procedures, as specified 
in 42 CFR 438.10(g);  


H. A list of current network PDPs who are and who are not accepting new patients 
in the recipient’s service area and all languages spoken; 


I. The provider list located on the vendor’s website shall be updated by the 
vendor monthly; 


J. Any restrictions on the recipient’s freedom of choice among network providers; 


K. Procedures for changing a PDP; 


L. Recipient rights and protections as specified in 42 CFR 438.100. The vendor must 
maintain written policies and procedures for informing recipients of their rights 
and responsibilities, and must notify recipients of their right to request a copy of 
these rights and responsibilities; 


M. Procedures for enrollment and disenrollment; 


N. Procedure for referral to specialists or other medically necessary dental services; 


O. Referral for service that the vendor does not cover because of moral or religious 
objections, the vendor need not provide the information on how or where to 
obtain the service.  The vendor must notify the State and recipient regarding 
services that meet these criteria and in those instances, the State must provide 
the information on where and how to obtain the service; 


P. Any information regarding cost sharing which may apply for a non-covered 
service; 


Q. How to access Non-Emergency Transportation; 


R. The vendor is required to provide to the recipient upon request, information on 
the structure and operation of the vendor and information about provider 
incentive plans as set forth in 42 CFR 438.6(h); 


S. Information the member needs in order to decide among all relevant treatment 
options; 


T. The risk, benefits, and consequences of treatment and non-treatment;  


U. The member’s right to participate in decisions regarding his or her healthcare, 
including the right to refuse treatment, and to express preferences about future 
treatment decisions; 


V. The member handbook must include a distinct section for eligible recipients 
which explains the EPSDT program and includes a list of all the services available 
to children; a statement that services are provided to the recipient at no costs 
and a telephone number which the recipient can call to receive assistance in 
scheduling an appointment; 


W. Notification of the recipient’s responsibility to report any third-party payment 
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service to the vendor and the importance of doing so; and 


X. Explanation of fraud and abuse and how to report suspected cases of fraud 
and abuse, including hotlines, e-mail addresses and the address and telephone 
number of the vendor’s fraud and abuse unit. 


We understand and agree to comply with the requirements of Section 3.5.2.2. 


The items A-W above will be included in the Member Handbook. A draft handbook and 
welcome packet has been included as Attachment 5. 


3.5.2.3 The vendor must give each recipient written notice of any significant change, as 
defined by the State, in any of the enumerations noted above.  The vendor shall issue 
updates to the Member Handbook, 30-days before the intended effective date, as 
described in 42 CFR 438.10(f)(4), when there are material changes that will affect 
access to services and information about the DBA Program. The vendor will provide 
notification when a change directly affects the ongoing care of the recipients.  The 
vendor shall also provide such notices in its semi-annual recipient newsletters and shall 
maintain documentation verifying handbook updates. 


We understand and agree to comply with the requirements of Section 3.5.2.3. 


We will provide written notice to each recipient should the Member Handbook require 
significant changes as described in 42 CFR 438.10(f)(4) 30-days before the intended 
effective date. The notification will be mailed semi-annually to each 
recipient’s household. This notification of changes will also be available to recipients 
online. We will issue the Member Handbook no later than 30-days prior to the effective 
date of such changes. We will send updated Member Handbooks to all recipients. 
Members will be able to access updated Member Handbooks via the web or by calling 
Member Services. 


 


3.5.2.4 The vendor must give written notice of termination of a contracted provider, 
within fifteen (15) business days after receipt or issuance of the termination notice.  This 
notice shall be provided to each recipient who received his/her primary care from, or 
was seen on a regular basis by, the terminated provider. 


We understand and agree to comply with the requirements of Section 3.5.2.4. 


As soon as we decide to terminate a provider or become aware that a network 
provider is leaving the plan, the Network Manager assigned to that provider will submit 
a termination form.  Upon receipt of the form, our Professional Services department 
enters the information in our system, creating an action that flags when letters need to 
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be generated so that we meet the required timeframe.  We then generate a report 
identifying recipients who received services from the terminated provider.   


Within 15 business days of the termination notice, we send written notice to each of the 
recipients that his/her provider is no longer available and provide them with a new 
assigned provider currently accepting new patients. The notification letter contains the 
contact information for the new provider (address and telephone number) and effective 
date. If the recipient would like a different provider than the one assigned, the letter 
also provides instruction on how to search for a new provider of their choice and 
conveys our call center’s Member Services toll-free phone number and hours of 
operation.   


 


3.5.3 Recipient Services Department/Concierge Services 


The vendor shall maintain a Recipient Services Department (that also includes a 
Concierge Service) that personally assists recipients to find a service provider. This 
department must be adequately staffed with qualified individuals who shall also assist 
recipient, recipients’ family members, or other interested parties (consistent with laws on 
confidentiality and privacy) in obtaining information and services under the vendor’s 
plan.  


3.5.3.1 The Recipient Services Department is to be operated at a minimum, traditional 
business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than 
what is provided to the vendor’s commercial clients, if applicable.   


Our Member Services department will exceed DHCFP’s requirements and be available 
to recipients, providers, and DHCFP personnel 60 hours a week.  The specific hours of 
availability are Monday through Friday between 5:00 a.m. and 5:00 p.m. Pacific Time. 


 


3.5.3.2 Ensure that a toll-free hotline telephone number is operated at a minimum, 
traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m for 
recipient access. 


Our toll-free telephone number will be available to recipients, providers and DHCFP 
personnel throughout the same 60 hour timeframe described above: Monday through 
Friday between 5:00 a.m. and 5:00 p.m. Pacific Time. 


3.5.3.3 At a minimum, Recipient Services Department staff must be responsible for the 
following:  


A. Explaining the operation of the vendor; 
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B. Explaining covered benefits; 


C. Resolving, recording and tracking recipient grievances and appeals in a prompt 
and timely manner; 


D. Responding to recipient inquiries;  


E. Providing Concierge Services; and 


F. If the recipient requires assistance with accessing care, including finding a provider, 
the Recipient Services Department will transfer the recipient to the in-person 
Concierge Services.  The in-person Concierge Service staff will assist the recipient to 
find a provider, this assistance is over and above providing a list of network 
providers or directing to the web.  The Concierge will provide the following 
assistance:  
1. Assisting recipients in selecting and/or changing PDPs or Primary Dental Care 


Sites.  The vendor must report any PDP and/or Primary Dental Care Sites 
changes electronically to the DHCFP; 


2. Assisting recipient to make appointments and obtain services; the vendor is 
required to find and schedule an appointment if the recipient reports they are 
unable to access or find a provider or make an appointment;  


3. Assisting recipient in obtaining out-of-area and out-of-network care; and 


4. While the Recipient Services Department will not be required to operate after 
business hours, the vendor must comply with the requirement to provide urgent 
care and emergency coverage twenty-four (24) hours per day, seven (7) days 
per week.  The vendor must have written policies and procedures describing 
how recipients can obtain urgent coverage and emergency services after 
business hours and on weekends.  Policies and procedures must include 
provision of direct contact with qualified dental professionals.  Participants 
should be given the option to speak with a qualified dental professional during 
an emergency to advise and direct recipients to the correct service location 
which may include local emergency departments or dental offices. Urgent 
coverage means those problems which, though not life-threatening, could 
result in serious injury or disability unless medical attention is received.  


Customer service is at the heart of our operations.  Our Las Vegas call center features 
Concierge-Style “Live” Member Services, whereby live representatives answer every 
phone call (excluding after hours calls).  


Direct access to a live Member Services Representative (MSR) enhances the service 
experience and avoids delays caused by numerous telephone menus and prompts. 
Our highly-qualified multi-lingual representatives are empowered to handle all aspects 
of a recipient’s inquiry from general assistance to complete case management and 
capturing grievances for triaging.  
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We also operate call centers in Irvine, California (Corporate office) and Tampa, 
Florida.   These call centers will provide back-up support if needed.  All locations work 
collaboratively to ensure timely and seamless interactions for all callers, ensuring no 
disruption to service.   


Staffing and Recruitment 
We typically maintain a staffing ratio of 1 MSR per 25,000 recipients.  However, staffing 
levels are monitored by the Call Center Analyst and management team through real-
time views and daily, weekly, and monthly reports.  This review ensures immediate 
adjustments for peak levels.  Extensive resource analyses are performed at least 
monthly to ensure on-going staffing levels are achieved and performance goals are 
met or exceeded. 


Our recruitment practices include procuring bilingual professionals with an emphasis on 
customer service and dental industry experience where possible. Currently, 52% of our 
MSRs speak Spanish. Member Services works closely with Account Management to 
identify specific language needs and with Human Resources to recruit bilingual 
representatives to meet those needs. 


Recipient Services 
Our MSRs will assist with inquiries related to:  covered benefits, eligibility, 
claims/referrals, finding a provider or dental home, orchestrating provider transfers, 
assisting with scheduling appointments, providing information about a provider (e.g., 
hours of operation, languages spoken, and handicap accessibility), assisting with 
special needs, requesting materials, and tracking and reporting on exempt grievance, 
grievances, second opinions and appeals. LIBERTY will report PDP and Primary Dental 
Care Sites changes electronically to DHCFP at a frequency established by DHCFP. 


In addition to the above, our MSRs are typically the first point of contact for receiving 
recipient grievances.  When this occurs, there may be two outcomes as indicated 
below: 


o The recipient expresses dissatisfaction but is willing to allow the MSR to attempt to 
resolve their concern.  This is done by capturing the details from the recipient, 
reaching out to the dental office for their interpretation of the circumstances, and 
offering solutions to either party within 24 hours.  If unable to reach a satisfactory 
resolution, the recipient is offered the formal grievance process and the case is 
forwarded to our Grievance and Appeals department for handling.   
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o There may be times that a recipient may decline the MSR’s assistance and 
requests to file a formal grievance.  In this scenario, the case is automatically 
forwarded once the details have been captured. 


 


After-Hour and Holiday Access 
Our policies and procedures ensure that emergency care is available 24 hours per day, 
7seven days per week through our network of dental providers. However, if the recipient 
is unable to reach their dental provider after normal business hours, our closed message 
(on the toll free number) instructs them to contact our after-hours partner, Tunstall 
Americas.  Tunstall provides immediate phone access to a qualified LIBERTY dental 
consultant in emergency or urgent situations.  Our dental consultants are licensed 
dentists who will assess the needs of the recipient and provide guidance which may 
include directing them to the emergency room for care.   


Our Member Services’ internal response unit (IRU) will follow up with the recipient the 
following business day to ensure their concern was resolved and inquire on their 
satisfaction. All efforts are tracked in workflows that allow for reporting to DHCFP. 


Access for the Deaf and Hearing Impaired and Multilingual Services 
We maintain the ability to communicate with deaf and hearing-impaired callers 
through dedicated toll free TDD/TTY telephone lines.  Additionally, we have the ability to 
utilize a third-party language assistance vendor, with TDD/TTY capability when needed, 
for languages not supported internally.  We also have experience handling calls 
through the national and state relay systems. 


We contract with telephonic and face-to-face language assistance vendors to provide 
interpretation services for recipients with limited English proficiency. These services are 
provided at no cost to the recipients.  Telephonic inquiries are handled through a 3-way 
call between the caller, LIBERTY, and the language assistance vendor. We also contract 
with a back-up language assistance vendor to ensure continued coverage should the 
primary vendor experience technical difficulties. We coordinate all on-site 
interpretation requests with our vendors.   


Recipients and providers can request on-site interpretive services at the dental office, 
including sign language.  These requests are coordinated through a contracted 
language vendor at no cost to the recipient. Member Services will verify appointment 
times prior to scheduling a face-to-face interpreter. Details of the request are captured 
in workflows and can be reported on at any time. 


Internal Response Unit and Case Coordination 
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We have an established and dedicated Internal Response Unit (IRU) in the Member 
Services department to coordinate out-of-area and out-of-network care.  Our IRU staff 
support our executives, account managers and recipients in resolving escalated cases 
and ensuring continuity of care.  The IRU is staffed by Customer Care Specialists who are 
trained in all aspects of the call center and possess the skills required to perform case 
coordination activities.  They are responsible for researching each case and working 
with our dental director and dental consultants to expedite review and approval of 
treatment. 


Training and Employee Development 
Training is the most critical phase in developing a successful and professional MSR.  All 
new employees receive training from the Corporate Employee Development 
department (CEDD) which includes an overview of LIBERTY and required compliance 
training on HIPPA and fraud, waste, and abuse. 


Following CEDD training, new employees transition to their hiring department for 
department-specific training.  Member Services trainers from all locations collaborate 
for consistency and uniformity across the enterprise. The training duration is a minimum 
of three weeks and is separated into modules so the new employee does not become 
overwhelmed. Students are required to sign-in to each class and pass the 
corresponding assessment test before advancing to answering calls independently. All 
training efforts are tracked in a database for auditing and reporting purposes. 


Member Services training is conducted in a classroom setting, and the curriculum 
includes lecture, hands on experience with real case scenarios, interactive exercises, 
role playing, and peer-to-peer shadowing. Much of the focus is on our customer service 
philosophy, core values, customer service principles, and cultural and special needs 
awareness. 


Following is a high-level list of the training topics covered:  


• LIBERTY’s customer service philosophy. 
• Member Services Core Values. 
• HIPAA compliance. 
• Cultural linguistics, diversity, and sensitivity. 
• Department policies and procedures. 
• Soft skills boot camp, emphasizing that MSRs are to be professional, courteous, 


responsive, and empathetic. 
• Dental terminology. 
• Customized recipient specific training, such as, demographics, special needs 


and programs, regulatory and State specific guidelines, etc. 







 
SECTION 3: SCOPE OF WORK  


3.5 RECIPIENT SERVICES 
             


 


Dental Benefits Administrator RFP # 3290  Page 177  


• Medicaid-specific training, such as instructions on dentally necessary covered 
dental services. 


• Benefit plan details specific to DHCFP, including, limitations, exclusions, 
frequencies, etc. 


• Provider networks. 
•  and referrals. 
• Grievances, appeals and second opinions. 
• Call escalation. 
• Telecom and host system operations. 


 
In addition to new hire training, ongoing and refresher training is conducted to reinforce 
information on subjects previously taught, provide information about updated policies 
and procedures, and introduce new requirements.  The training sessions provide an 
opportunity to discuss real-case scenarios experienced by MSRs while assisting 
customers.  Trainers lead these sessions. Training opportunities are identified through 
call monitoring, help desk feedback, on-floor observations, and monthly one-on-one 
sessions with supervisors. Employees are encouraged to do a self-assessment of their 
training needs and to communicate them to their supervisor who will coordinate the 
training. 


 


3.5.4 Dental Provider Requirements 


3.5.4.1 Primary Dental Provider (PDP) or Primary Dental Care Site  


The vendor shall allow each enrolled recipient the freedom to choose from among its 
participating PDPs and change PDPs as requested. The vendor must implement 
procedures to ensure that each recipient has an ongoing source of primary care 
appropriate to their needs. 


Each enrolled recipient must be assigned to a PDP or Primary Dental Care Site, within 
five (5) business days of the effective date of enrollment.  The vendor may auto-assign 
a PDP or Primary Dental Care Site that has traditionally served the Medicaid population 
to an enrolled recipient who does not make a selection at the time of enrollment. 


We confirm that all enrolled recipients will have the freedom to choose from 
participating PDPs and change their PDP upon request. Recipients will be assigned to a 
valid PDP immediately, within five days, upon enrollment or reinstatement. The 
preference of the member is given the highest consideration, as well as factors such as 
spoken language and distance between member and provider. If an established 
member-to-provider assignment is disrupted for any reason, every attempt is made to 







 
SECTION 3: SCOPE OF WORK  


3.5 RECIPIENT SERVICES 
             


 


Dental Benefits Administrator RFP # 3290  Page 178  


reconnect the member to the same provider upon reinstatement. Enrollees have the 
freedom to change their PDP upon request as frequently as once per month. 


 


3.5.4.2 Twenty-Five (25) Mile Rule 


The vendor must offer every enrolled recipient a PDP or Primary Dental Care Site 
located within a reasonable distance from the enrolled recipient’s place of residence. 
In a county having a population of 100,000 or more, must have a radius of not more 
than 25 miles between the subscriber or individual enrollee and PDP without the written 
request of the recipient. 


In consideration of distance between the dental provider’s office and residence of 
member, standards may be different between urban and rural settings. Generally, the 
rule for urban areas would ideally limit the distance to 15 miles. However, in more 
sparsely populated areas, this may be extended to 25 miles. For members in extreme 
rural locations, we will outreach to the member if their preference is not initially 
available. 


 


3.5.4.3 Assignment of a PDP or Primary Dental Care Site 


If an enrolled recipient does not choose a PDP, the vendor shall match enrolled 
recipients with PDPs by one or more of the following criteria:  


A. Assigning enrolled recipients to a provider from whom they have previously 
received services, if the information is available; 


B. Designating a PDP or Primary Dental Care Site who is geographically accessible 
to the enrolled recipient per NAC 695C.160 (25 Mile Rule); and 


C. Assigning all children within a single family to the same PDP. 


Although every effort is made to solicit the enrollee’s preference, when this is not 
possible our auto-assignment system will ensure the new assignment is valid and 
appropriate. Once the auto-assignment feature is engaged, the system follows a 
method known as “inheritance protocol” to determine if a previous member-to-
provider assignment has existed and can be reassigned again. This is ideal for members 
who experience a Medicaid coverage gap, and for assigning members of the same 
family to the same provider if they enroll at different times. Inheritance protocol will 
follow these steps, in this order, to make the best PDP determination:  


 Identify if member has had a previous provider assignment in system; 
 Identify if member has other family members with an active assignment; 
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 If neither of the above apply, the system uses a combination of member’s 
spoken language and zip code to match to the closest provider who can 
accommodate member’s language; 


 If no providers are available that match member language needs within 15 
miles, the language requirement is lifted and a match is then made strictly by zip 
code to the closest available provider. 
 


3.5.4.4 Changing a PDP or Primary Dental Care Site   
C. An enrolled recipient may change a PDP or PDCS for any reason.  The vendor 


shall notify enrolled recipients of the procedures for changing PDPs or Primary 
Dental Care Sites.  


Recipients are free to change their PDP assignment upon request and for any reason, as 
frequently as once per month. There are multiple methods for recipients to initiate a 
provider change, including contacting our Member Services team by telephone, by 
use of our iTransact member portal, or by written request via email or regular mail. 
Instructions on this procedure are provided in the new member packet. 


 


B. In cases where a PDP has been terminated, the vendor must notify enrolled 
recipients in writing and allow recipients to select another primary Dental provider, or 
make a re-assignment within fifteen (15) business days of the termination effective 
date, and must provide for urgent care for enrolled recipients until re-assignment. 


In cases where a PDP has been terminated, LIBERTY will reach out within 15 days to send 
written notice to each recipient that their provider is no longer available and provide 
them with network providers that are currently accepting new patients in the 
area.  Recipients are informed of their option to select another Primary Dental Provider 
before one will ultimately be auto-assigned. In addition, our network providers are 
required under contract to complete all services started prior to the effective date of 
termination, consistent with professionally recognized standards of dental practice. 


 


C. The vendor may initiate a PDP or Primary Dental Care Site change for an enrolled 
recipient under the following circumstances: 


1. The enrolled recipient’s residence has changed such that distance to the 
PDP is greater than twenty-five (25) miles.  Such change will be made 
only with the consent of the recipient; 


2. The PDP ceases to participate in the vendor’s network; or 
3. Legal action has been taken against the PDP, which excludes provider 
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participation. 
The vendor shall track the number of requests to change PDPs and the reasons for 
such requests.  


We understand and will comply with the above requirements.  All the above 
circumstances will trigger a new PDP assignment effort on our part.  All situations 
creating PDP changes will be tracked.  We will report the mix and volume of changes to 
DHCFP, and will conduct our own analyses of these data to identify operational 
improvement opportunities.   


 


3.5.4.5 Use of Dental Homes  


A. The vendor is encouraged to use existing patient-centered Dental homes/health 
homes, when available and appropriate. 


B. Vendor should use supportive provider services and contracting to support the 
expansion of patient-centered dental homes/health homes. 


C. Vendor is encouraged to use other innovative models, when available and 
appropriate. 


Using Existing Patient-centered Dental homes/health homes 
We will work with DHCFP to gain access to data that will allow us to identify members’ 
current Dental Home, including encounter data or any other data available.  We will 
draw upon this information (as made available) in our dental home assignment process 
and provider recruitment and outreach efforts. Members who have utilized at a specific 
office or who are identified as having a specific Dental Home which is already in our 
contracted network will be assigned to that office as their Dental Home going forward.   


Establishing a Dental Home  
All members will be empowered to select a “Dental Home”—an environment that 
encourages families to establish a relationship with a dental provider to access 
comprehensive and preventive dental care, as well as to maintain positive oral hygiene 
practices in their own home. Member engagement/outreach and a healthy, ongoing 
relationship with a Dental Home provider, promotes continuously accessible, 
comprehensive, family-centered, and culturally effective coordination of dental health 
care. We collect provider information, such as languages spoken within the office and 
hours of operation, to identify providers that meet the geographic, linguistic and cultural 
needs of the members within their local community. We utilize the data to ensure that 
our members are able to select or are assigned to providers that meet their specific 
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cultural and linguistic needs within time and distance standards to promote a proper 
Member/Dental Home relationship.  


Assignment of Dental Homes  
Our Dental Home proposed approach is to match each of our members to the most 
appropriate Dental Home possible, considering factors such as member/caregiver 
preferences, continuity of care, distance, spoken language, ethnicity, and other family 
members within the same household.  


Upon receiving the eligibility file from the State, our MIS system conducts an automatic 
assignment process to assign members to dental homes. The MIS takes into account 
time and distance to the members, as well as preferred linguistic and cultural needs. 
LIBERTY also has designated providers who have been identified through our provider 
profiling tool as Centers of Excellence—those providers who have met all of our 
practice patterns, grievance and appeals, access, and availability standards. In 
addition to the assignments provided by our MIS, we manually review the assignments 
to identify opportunities to assign members to our Centers of Excellence providers. We 
offer an established Centers of Excellence network in Nevada for our existing 
commercial enrollees, which will be extended to our Medicaid and Nevada Check UP 
enrollees.  


By gathering demographic information from 834 enrollment files, as well as from 
member self-identification during phone calls, we compare that data with 
demographic information about our network providers. Manually assigning members to 
our Nevada-identified Centers of Excellence also ensures members within specific age 
groups have an assigned dental home that is near their home, meets their cultural and 
linguistic needs, and provides the highest level of satisfaction possible. Although much 
effort is placed in how carefully we assign members to providers, freedom of choice is 
promoted by allowing members to change their dental home to any contracted 
provider within the network.  


Once a Dental Home is assigned, we send a member identification card to the member 
with the assignment and the Member Services toll-free number in the event that the 
member wants to change the Dental Home assignment. When a member calls in to 
change their Dental Home assignment, our Member Service Representative (MSR) 
assists the member and logs their choice. Our system will automatically generate and 
mail a new member identification card to the member whenever a new Dental Home is 
selected.  
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Provider Support and Education  
To ensure a successful Dental Home model, we support our providers with resources 
and education to enable them to provide preventive and comprehensive care to our 
members. During provider orientation and through our Provider Handbook, we train 
providers and staff on their roles and responsibilities of being a Dental Home provider.  


On a monthly basis, our Provider Relations staff sends a list of assigned members to our 
providers via mail, email or fax, whichever is their preference. The lists are also 
available online through our provider portal. Providers have access to all of their 
assigned members’ dental visit history with LIBERTY through our provider portal and are 
able to determine which members are due for a check-up. Provider Relations staff also 
proactively reach out to our providers with members who are under-utilizing service on 
quarterly basis. Provider Relations staff will assist our providers in encouraging those 
members to come in through our calling campaigns, described above, or through other 
communication methods. For example, the reminder postcard in Figure 3.5.4.5-1 was 
created and sent out by our providers to remind members to schedule an appointment.  


FIGURE 3.5.4.5-1 PROVIDER REMINDER POSTCARD 


 


 


Fluoride Initiative for Children 
In analyzing utilization trend analysis, LIBERTT identified that many of our members were 
not receiving a high percentage of fluoride treatments during their office visits.  
Research shows that a simple fluoride swab may be critical to eliminating or diminishing 
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dental disease. Visiting a dental provider at an early age for oral health examinations 
and preventive services significantly decreases or eliminates a child’s anxiety about 
dental treatment. Therefore, we developed the Fluoride Initiative in California to 
increase early fluoride application on children three years and younger and strengthen 
the Member/Dental Home relationship. Our initiative focused on a combination of 
outreach and education by reaching out to providers and members through mailings 
and flyers. 


We worked with several providers chosen specifically for their ability to work with and 
effectively treat young children.  These providers were paid an additional supplemental 
payment to perform child visits and apply fluoride varnish to children between the ages 
of zero and three years old.  For this particular outreach program, we contacted the 
parents and guardians of the zero to three populations via an outbound phone call 
campaign, and helped those members set dental appointments at the identified 
providers.     


Additionally, we designed and implemented a successful outbound call campaign, in 
which our Member Service Representatives (MSR) would call parents to inform them 
about the program. If the parent agreed to participate, the MSR would warm transfer the 
member to the provider office to make an appointment, where thousands of calls 
resulting appointments were made with parents of young children for their first dental 
visit. To measure our progress and success, we used claims data to determine the 
number of eligible children between the ages of zero and three years old, who 
received fluoride treatments prior to the initiative and again following the initiative. This 
program resulted in the improvement of fluoride treatment utilization rates in the 
California Medicaid Managed Care Program by 31% for our members.  


Examples of successful strategies and lessons learned in encouraging Dental Home 
participation  
LIBERTY’s experience with the Dental Home model throughout the states we operate in 
has enabled us to implement and refine several programs to support the model. As 
described below, our Provider Centers of Excellence program encourages members to 
seek care from our recommended providers based on the assumption that our 
members utilize more services when they are seeking care from a provider they enjoy 
visiting. Also described below are our member outreach programs that  support the 
Dental Home model.  


For example, in the Florida MMA Medicaid program, we utilized our proprietary provider 
profiling tool and identified 37 offices that were providing excellent services to our 
members in their geographic areas. After careful review of each office’s practice 
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patterns, grievance/appeal data, member satisfaction and loyalty indicators and other 
relevant criteria, we deemed these offices our Centers of Excellence (COE). We then 
began considering them our preferred offices when suggesting Dental Homes to our 
members. As a result, more members are utilizing services at these COEs as noted 
below:  


 16 (43%) treated more members since becoming a COE.  
 20 (54%) treated more members than the same period in prior year.  
 12 (32%) treated more members since becoming a COE and more than the 


same period in the prior year.  
 


Additionally, after further review, all 37 offices remain on our Centers of Excellence list 
and continue to provide higher than average service to those members that utilize them 
as their Dental Home.  


FIGURE 3.5.4.5-2 CREATING AN ACCOUNTABLE CARE ENVIRONMENT 


 


 


 


 


 


 


By putting programs in place that hold our providers accountable, we can continue to 
ensure that members receive the best care from the most qualified providers. In 
keeping with our member-centric care model, we train our providers on the importance 
of ensuring that all members are seen on a timely basis and that they receive the 
services they need and deserve within a Dental Home setting.  


Establishing Dental Presence at Patient-Centered Medical Home Locations  
We are currently working with two of our MCO partners in establishing a dental 
presence at their Patient-Centered Medical Home (PCMH) locations. These locations 
are designed to have a comprehensive, coordinated care approach that normally 
encompasses numerous areas of medical care, coordinated by an Inter-Disciplinary 
Care Team (IDCT). LIBERTY and our MCO partners believe dental should be included not 
only as a service at the PCMH locations, but that the dentist should be involved in the 


Creating an Accountable Care Environment 


Our Centers of Excellence model allows designated providers to generate more 
revenue over the long term, while facilitating continuity of care to our members.  


This model is also designed to discipline low performing providers or eliminate them 
altogether. Penalties may include closing the office to new enrollment, increasing 
requirements for pre-authorizations and claim submissions, reducing fees, and/or 
reporting them to the state dental board or authorities, if merited. 
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IDCT as well. We also facilitate the use of portable equipment or mobile vans at PCMH 
locations.  


Member Outreach and Education  
During our interactions with our members, we will take the opportunity (where 
appropriate) remind our members of the importance of preventive and comprehensive 
dental care through a Dental Home and attempt to schedule an appointment with 
them, beginning with our initial welcome call and text messages. Additionally, our 
member services staff conducts outbound calling campaigns to our members on a 
regular basis. For example, through our Recall Visit program, our MSRs identify and call 
a member who have not had an appointment at their Dental Home within the past six 
months and assists them with scheduling an appointment. When a member calls our 
toll-free line, the MSR, in addition to addressing the issue the member is calling about, 
will review the member’s profile to determine the date of their last preventive check-up. 
If it is almost time or past time for another check-up, the MSR will conduct a three-way 
call with the assigned dental office to schedule the member’s next appointment.  


We will partner with community organizations, faith-based organizations, and schools, 
to participate in health fairs and other events to reach out to members “where they 
are.” During these events, we provide educational information to our members to 
promote Dental Home participation. All of this information is available online and in 
multiple languages.  


Other Innovative Models 
LIBERTY, in conjunction with other organizations, funded a partnership with the Center for 
Oral Health’s school-based program to provide dental screenings, fluoride varnish, and 
oral hygiene instruction by dental hygienists on-site in the Sacramento, California area 
schools. The hygienist provides a “ranking” to the member’s oral health to indicate the 
member’s need to see a dentist (for example, is there a dental emergency or is there 
only a need for preventive care). The Center for Oral Health identifies which students 
are LIBERTY members and sends their information to us. Member Services then contacts 
the parent or guardian of the child and helps them schedule an appointment with their 
Dental Home. We follow up with the parent after each visit to ensure they understand 
what the next step is in their child’s dental health, whether it is another restorative 
appointment or the next 6-month checkup. 
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3.5.5 Children with Special Health Care Needs (CSHCN) 
3.5.5.1 The vendor must produce a treatment plan for recipients with special health 
care needs who are determined through an assessment by appropriately qualified 
health care professionals to need a course of treatment or regular care monitoring.  
The treatment plan must be: 


A. Developed by the recipient’s primary dental provider with recipient 
participation, and in consultation with any specialists caring for the recipient; 


B. Approved by the vendor in a timely manner, if approval is required by the 
vendor; and 


C. In accordance with any applicable State quality assurance and utilization 
review standards. 


3.5.5.2 Must have a mechanism in place to allow these recipients direct access to a 
specialist through a standing referral or an approved number of visits, as deemed 
appropriate for the recipient’s condition and identified needs.   


We have a process in place (see Figure 3.5.5.2-1) to address Children with Special 
Health Care Needs.   







 
SECTION 3: SCOPE OF WORK  


3.5 RECIPIENT SERVICES 
             


 


Dental Benefits Administrator RFP # 3290  Page 187  


FIGURE 3.5.5.2-1. WORKFLOW OF HOSPITAL CASES 


 


Requests for this population are received and triaged to our Special Needs Coordinator. 
The Special Needs Coordinator works in conjunction with the Dental Director to 
evaluate the case and condition of the recipient and develop a course of action to get 
preventive care and treatment for the individual. The Special Needs Coordinator will 
reach out to the recipient or recipient’s legal guardian to introduce themselves as the 
point of contact for LIBERTY Dental Plan and to discuss the needs of the child and 
treatment being requested. The Special Needs Coordinator will work with the primary 
dental provider, and the recipient or their guardian to develop a treatment plan.  The 
treatment plan will be reviewed and approved in a timely manner if necessary and will 
follow all State and federal guidelines.  


Our Special Needs Coordinator will share the recommendations made by the Dental 
Director in an effort to make the recipient or recipient’s legal guardian feel more at 
ease with the process from beginning to end.  
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Once the provider is located, the Special Needs Coordinator will review the case with 
the provider, schedule a tentative appointment and contact the recipient or recipient’s 
legal guardian to share the provider information, tentative appointment date and time 
and outline the next steps in receiving treatment. In some cases, a recipient’s treatment 
plan includes multiple providers and coordination between a primary dental provider, a 
specialist, a medical physician and the Group or Health Plan. In these more complex 
cases, the goal is to keep all parties engaged in the treatment and progress of the 
recipient and to make sure records are shared and there is limited or no cost to the 
recipient.  


Upon completion of the treatment, the Special Needs Coordinator will conduct a follow 
up telephone call with the recipient or recipient’s guardian. The purpose of the call is to 
ensure treatment was completed as requested and the needs of the recipient were 
achieved. If further treatment is necessary, the Special Needs Coordinator will facilitate 
further treatment coordination until case completion and recipient satisfaction has been 
achieved.  


We will also update our MIS to ensure our recipients have direct access to a specialist 
through a standing referral.  We make the treatment plan available to the recipient and 
provider through our portals, and in hard copy upon request.  


All coordination of treatment for Children with Special Health Care Needs is tracked 
from start to finish and can be reported on if requested by the DHCFP. 
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3.6	NETWORK 
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3.6 NETWORK 
The vendor is required to establish and manage appropriate provider networks and 
maintain existing written provider agreements with such providers in geographically 
accessible locations. The vendor must maintain a network of General Dentists, Pediatric 
Dentists, Endodontists, Oral Surgeons, Oral and Maxillofacial Surgeon, Periodontists and 
Prostodontists, Dental Hygienists, and ancillary services sufficient to provide access to all 
services covered in this RFP in a manner that complies with access standards described 
in this RFP, in the DHCFP’s Access to Care Plan, and the Code of Federal Regulations.  
Consideration must be given to the number of expected recipients that may enroll. The 
vendor when establishing and maintaining its network must consider the expected 
utilization of services and the numbers and types of providers given the characteristics 
and dental care needs of the specific Medicaid population enrolled with the vendor. 
The vendor’s management oversight includes, but is not limited to, credentialing, 
maintenance, provider profiling, peer review, dispute resolution and Dental Director 
Services.  The vendor must conduct secret shopper surveys to a statistically sound 
sample across their network as part of the Access to Care Monitoring Plan to identify 
appointment standards and access to services which must be reported annually. 


The vendor must describe their approach to network management including if the 
network will be an open or closed network and if some services are currently planned 
to be provided through subcontractors, sub capitation, fee for service or alternative 
models. 


Network providers will be required to use designated practice guidelines and protocols.  
Prior to the contract start date the vendor shall identify the practice guidelines it intends 
to use for acceptance by the DHCFP.  Submission shall occur after awarded contract 
but before the contract start date. The State shall accept or reject, in writing, within ten 
(10) business days of receipt.   


If the vendor puts a provider group at substantial financial risk for services not provided 
by the provider group, the vendor must ensure that the provider group has adequate 
stop-loss protection. 


We understand and will comply with the requirements of section 3.6 


We have experience in establishing and managing appropriate provider networks in 
multiple States across the country.  We understand the importance of maintaining a 
sufficient network to ensure that Nevada Medicaid recipients can access to the quality 
of dental services that are available to them.  We are committed to provide a Medicaid 
network which includes General Dentists, Pediatric Dentists, Endodontists, Oral Surgeons, 
Oral and Maxillofacial Surgeon, Periodontists, Orthodontists, Dental Hygienists and 
essential community providers.  During our contracting process, we first target providers 
with high utilization in order to minimize disruption and geographic areas of existing and 
potential recipients to ensure access standards are met.   
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We recognize the importance of ensuring that Nevada Medicaid recipients receive 
timely access to quality care from a contracted provider. We will utilize provider 
contract requirements, written policies and procedures, provider education and 
communication strategies, and monitoring and enforcement systems to ensure that our 
network providers comply with DHCFP’s access and appointment availability standards 
so that the Nevada Medicaid recipients receive the access of care they are entitled.   


We generate GEO access reports on a monthly basis to evaluate adequacy of our 
network; this includes but not limited to monitoring FTE requirements for accepting 
eligible recipients per service area and changes to the network.  Quality assurance and 
commitment to recipient care begins with up-to-date, accurate policies and 
procedures that reflect current processes and changes in federal and/or, state 
regulations (including DHCFP requirements), and any LIBERTY or client requirements.  


We understand the importance of adhering to compliance regulations at all times, and 
diligently maintain our information and processes to reflect industry standards and 
regulatory requirements. 
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3.6.1 The vendor must adopt practice guidelines and protocols which: 


3.6.1.1 Are based on valid and reliable clinical evidence or a consensus of health care 
professionals in the particular field; 


3.6.1.2 Are adopted in consultation with contracting dental professionals; and 


3.6.1.3 Are reviewed and updated periodically as needed to reflect current practice 
standards. 


Clinical Dentistry Criteria and Practice Guidelines 
LIBERTY’s Clinical Criteria Guidelines and Practice Parameters (CCGs) were developed 
in 2005 and are subject to periodic revisions and an annual review by the Peer Review 
Committee.  The CCGs were developed internally by our Dental Directors with oversight 
from the Chief Dental Officer and input from participating network general dentists and 
specialists to ensure sound dental clinical principles, processes, and evidence to 
consistently evaluate the appropriateness of dental services.    
 
LIBERTY understands that there are multiple treatment alternatives for many dental 
conditions and therefore, single source clinical guidelines are not readily 
available.  LIBERTY’s CCGs are derived from publications of organized dentistry and 
education from United States based dental schools.  References Include: 


1. Knox-Keene Dental Guidelines. Department of Corporations Health Care Service 
Plan Division, Sacramento, Calif; December 1985:26. 


2. ADA Clinical Practice Guidelines Handbook – a guide to creating clinical 
guidelines 
(http://ebd.ada.org/~/media/EBD/Files/ADA_Clinical_Practice_Guidelines_Hand
book-2013.pdf?la=en). 


3. California Dental Association Guidelines for the Assessment of Clinical Quality & 
Professional Performance; 1995-2010 (http://www.cda.org). 
 


Our CCGs are an essential component of Utilization Management and Dental Care 
Management programs.  The CCG and Practice Parameters, and are based on sound 
clinical dentistry and the professionally recognized standards of care. Clinical staff, 
including, but not limited to, members of the Peer Review Committee and the QMI 
Committee, conduct an annual review of the CCGs and recommend revisions as 
appropriate; such revisions are reported to the Board of Directors quarterly and/or 
annually.  
 
Our CCGs are currently undergoing the annual review; we anticipate updated criteria 
will be finalized in early 2017.      
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3.6.2 The Vendor must:  


3.6.2.1 Disseminate its practice guidelines to all affected providers prior to the contract 
start date and, upon request, to recipients and potential recipients, including prior 
authorization policies and procedures; 


Quality assurance and commitment to recipient care begins with up-to-date, accurate 
policies and procedures that reflect current processes and changes in federal and/or, 
state regulations (including DHCFP requirements), and any LIBERTY or client 
requirements. We understand the importance of adhering to compliance regulations at 
all times, and diligently maintain our information and processes to reflect industry 
standards and regulatory requirements. 


A copy of our current Medicaid policies and procedures manual (“Provider Manual”) is 
provided as Attachment 7.  We are aware of, and can comply with, the RFP 
requirements, and will amend the Provider Manual as necessary to reflect DHCFP 
requirements.  Before distributing the Provider Manual to our network providers, we will 
submit the document to DHCFP for review and approval.    


During our orientation with providers and before the contract start date, Network 
Managers thoroughly review our Provider Manual and Provider Contract with providers 
and their staff which includes but is not limited to prior authorization guidelines, 
grievances and appeals, access standards, language assistance program and other 
policies that are required to administer the Medicaid program.  Providers can access 
our Provider Manual online at any time or request a hard copy.  Our policies and 
procedures are also available to recipients or potential recipients since the Provider 
Manual is online and sign on is not required.       


When policies and procedures need to be revised, whether initiated by LIBERTY or 
DHCFP, we will make necessary updates to our Provider Manual and submit to DHCFP 
for review and acceptance.  Upon final acceptance by DHCFP, we will notify network 
providers and staff via fax blast within five (5) business days of its completion and prior 
to implementation and/or the effective date of the revisions, as required by DHCFP. 


By maintaining an updated Provider Manual, we ensure that our providers remain 
aware of compliance requirements and will adhere to the expectations set forth by the 
Nevada Medicaid and the Nevada Check Up programs. This level of training helps 
provide recipients with the quality of service they are entitled to. 
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3.6.2.2 Ensure that decisions for utilization management, recipient education, coverage 
of services, and other areas to which the guidelines apply are consistent with the 
guidelines; 


Our utilization management (UM) system is customizable at the plan, procedure, 
provider and/or provider office level. We will adopt the Nevada guidelines to ensure 
that our utilization management, recipients’ education, and covered services are 
consistent with the states guidelines. Prior authorization requests are adjudicated by the 
UM system and then systematically routed to the appropriate clinical or administrative 
staff for review and processing.  


System adjudication edits include, but are not limited to, recipients’ eligibility, benefits 
including any applicable limitations and exclusions, recipients claim history, provider 
status, and a series of PFWA coding rules. These system rules ensure that appropriate 
benefits and clinical reviews are applied to each request in a timely manner. Our 
clinical UM team includes multiple licensed dentists that work under the supervision of 
the Dental Director. Working in conjunction with the guidelines established by the 
American Dental Association and various dental specialty associations, including but 
not limited to the American Academy of Periodontology, American Academy of 
Pediatric Dentists, and American Association of Orthodontists, our clinical UM team has 
developed the LIBERTY Dental Clinical Criteria manual which is used to clearly define 
what constitutes medical necessity. In addition to this manual, we adopt state-specific 
clinical criteria as it applies to the State’s Medicaid Service Manual. To ensure that all 
guidelines are applied consistently, each member of our clinical UM team is trained 
and routinely calibrated using the approved clinical criteria. 


 


3.6.2.3 Meet and require its providers to meet State standards for timely access to care 
and services, taking into account the urgency of the need for services; 


We recognize the importance of ensuring that our recipients receive timely access to 
quality care from a contracted provider. We will utilize provider contract requirements, 
written policies and procedures, provider education and communication strategies, 
and monitoring and enforcement systems to ensure that our network providers comply 
with DHCFP’s access and appointment availability standards so that the Nevada 
Medicaid recipients receive the access of care they are entitled to.  


We are able to comply with DHCFP’s timeframes for maximum appointment wait times, 
which vary by degree of urgency. They include the following: 


 Routine and preventive appointments – within six (6) weeks  
 Therapeutic or diagnostic appointments – within fourteen (14) days 
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 Urgent/emergency appointments – twenty-four (24) hours 
 Referrals to specialty care – within thirty (30) days   


All of these standards will be incorporated into our Nevada provider agreements, 
provider manual, communications to providers (i.e., newsletters, fax-blasts, and service 
calls), and provider training materials.  


 


3.6.2.4 Ensure that its providers offer hours of operation that are no less than the hours of 
operation offered to commercial recipients or comparable to Medicaid FFS, if the 
provider serves only Medicaid recipients;   


3.6.2.5 Mechanisms to ensure compliance by providers; 


3.6.2.6 Monitor providers regularly to determine compliance; 


3.6.2.7 Take corrective action if there is a failure to comply by network providers;  


During our initial training, we will educate and ensure that providers and their staff 
understand the importance of offering the same hours of operation to Nevada Medicaid 
recipients (and Nevada Check Up recipients) as to commercial recipients.  This parity 
requirement also applies to appointment wait times for periodic evaluations and urgent 
care (requiring immediate attention), and to new membership acceptance status.  Our 
provider education materials will reinforce these requirements.   
 
Network Managers produce monthly reports on appointment wait times. Additionally, 
on a quarterly basis, we generate appointment standard reports for our Quality 
Management and Improvement Committee to review, analyze, and provide 
recommendations to staff.  


We determine compliance and monitors providers access and availability by multiple 
methods, including “secret shopper” calls, identification of access and availability 
related issues from Member Services Reports, Grievances & Appeals Trends and QM 
and/or Operations meetings. 


If issues are identified with specific providers, assigned Network Managers discuss these 
deficiencies with the providers, counselling the providers on availability and wait time 
standards. All discussions are documented in our Provider Service Report (PSR). The 
Network Manager notifies the Member Services Department to follow up with a “secret 
shopper” call to the provider within the next 30 days.  If we learn from the “secret 
shopper” call that the provider continues to violate access standards, we will develop a 
Corrective Action Plan and/or exercise our contractual remedies against the provider, 
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which include suspending further assignments of recipients to the provider. If there is no 
improvement, we ultimately terminate our agreement with the provider.  


Servicing Offices  
During each service call or visit, our Network Managers confirm that the provider profile 
is current. This includes, but is not limited to: wait time for periodic evaluations; non-
urgent and urgent appointments; languages spoken; office hours and after hours; 
dentists participating at the practice; and whether providers are accepting new 
recipients. Each service call or visit is documented using our Provider Service Report 
(PSR) summarizing the discussion and findings. If there are changes with the provider 
profile, such as whether or not they are accepting new recipients, we update the 
information in our system accordingly. PSRs are scanned and stored in our profile file for 
future reference. 


Secret Shopper Calls  
We will conduct annual “secret shopper” calls to our network providers to determine 
the actual times that our recipients are waiting to get an appointment and validate 
hours of operations for Nevada Medicaid recipients versus commercial members. We 
utilize a subset of our Member Services Representatives who are trained specifically in 
the skills necessary to administer successful “secret shopper” call surveys.  


Acting as a recipient’s parent/guardian who is requesting an appointment, the secret 
shopper caller inquires as to appointment accessibility for initial examinations, 
preventive dental care appointments, hygiene treatment, routine care, and emergency 
care. The caller also inquires as to appointment wait times for both general dentistry 
and specialist appointments. A quarterly report summarizing the results of the calls is 
prepared under the direction of the Access and Availability Committee, which then 
determines any necessary corrective actions. If the need for corrective action is 
identified, the Committee forwards the information to our Provider Relations Department 
for immediate feedback to the provider.  


Member Services Reports and Grievances & Appeals Trends  
We also monitor complaints from recipients to assess whether network providers are 
meeting availability and wait time standards. If we find a consistent trend from 
recipients about a specific provider, our Grievance and Appeals or Member Service 
Department notifies the provider’s assigned Network Manager. The Network Manager 
then schedules a counseling session with the provider to discuss the specific complaint. 
During the counseling, the Network Manager asks the provider to verify the issue, 
provides education on the importance of meeting those standards, and describes the 
consequences if the provider continues to be non-compliant. A summary of the 
meeting is documented in our PSR.  
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A follow-up service call or visit is scheduled with the provider within 60 or 90 days after 
the counseling session (depends on the severity of the concern) to evaluate whether 
the provider has improved their performance. If the provider has made little or no 
improvement in meeting the access standards, we may suspend assignment of new 
recipients to the provider. If further monitoring shows that the provider continues to 
violate our access standards, our next step is to begin the process to terminate our 
relationship with the provider.  


Operations Meeting  
We conduct regional monthly Provider Relations meetings, which are joined by all 
operations areas including the Member Services Department, the Claims Department, 
the Grievance and Appeals Department, Provider Relations Department, Network 
Managers, Dental Directors, and Dental Consultants. During these monthly meetings, we 
collaborate to review information from all the departments to identify where 
appointment availability and wait times may be an issue and determine a strategy to 
improve on those issues. 


If providers do not comply with access and appointment standards, an education plan 
will be initiated to educate the provider and staff on the appointment availability 
guidelines. Further actions with these offices may include:  


 Verbal re-education.  
 Halt referrals to office and, resurvey in specified timeframe (e.g. 1 month, 3 months, 


6 months).  
 Corrective Action Plan (CAP). A CAP letter to be sent to office and written response 


requested. Corrective action plans can include such items as:  
 Staff education on appointment availability requirements,  
 Posting the requirements in the office,  
 Modifying emergency protocols of office,  
 Hiring additional staff/hygienist, etc.  


During our review of appointment times, we may identify issues in our network. For 
example, if a provider office phone number is disconnected or the phone is not 
answered, this may indicate the provider changed office hours or providers may have 
changed. After investigation into such a matter, the Network Manager will attempt to 
confirm any or updated information by calling or visiting the office, sending a letter, 
etc., or if appropriate, will recommend that LIBERTY terminate a provider.  


During our review of appointment times, we may identify issues in our network. For 
example, if a provider office phone number is disconnected or the phone is not 
answered, this may indicate the provider changed office hours or providers may have 
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91% of our current 
network in Nevada 
has staff or a provider 
who is bilingual.  


changed. After some investigation into these matters, the Network Manager may visit 
the office, mail a letter, or recommend terminating a provider if necessary.  


 


3.6.2.8 Participate in state and federal efforts to promote the delivery of services in a 
culturally competent manner to all recipients, including those with limited English 
proficiency and diverse cultural and ethnic backgrounds;   


We have vast experience in working with recipients of various language and cultural 
backgrounds. We understand the importance of ensuring our providers are culturally 
competent in environment in which they provide care. We, also support our providers 
by educating our recipients about the importance of adherence to dental care and 
treatment plans.  


Our Network Managers provide cultural competency training to offices; this training is 
also available on our website for dental providers and their office staff to access at any 
time. We strive to provide specific cultural and linguistic competency training to meet 
the changing needs of the diverse populations in the communities that we serve. The 
goal of this training is to provide the tools to communicate successfully across social 
boundaries, to build understanding and trust between provider and patient, and to work 
with patients to develop treatment plans that are effective and culturally relevant.  


Languages spoken by the dentist and office staff are 
collected during the contracting process and 
updated/confirmed during the orientations and service 


calls/visits as well as during the random surveys 
conducted annually. We strive to recruit providers that 


meet the cultural and linguistic needs of our recipient.  


In addition to providing cultural competency training, we ensure that our providers are 
equipped with the resources they need to communicate with recipients. We provide 
telephonic translation services (and occasionally in-person translation services) when 
requested by providers. We highlight these resources to our providers through our 
provider website, trainings, Provider Manual and newsletters. Figure 3.6.8.2-1 conveys 
the cover page of a recent provider newsletter. 
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FIGURE 3.6.8.2-1 – SAMPLE PROVIDER NEWSLETTER 


 


 


3.6.2.9 Not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his/her license or certification under 
applicable State law, solely on the basis of that license, specialty or certification. The 
vendor may not discriminate against particular providers who serve high risk 
populations or specialized conditions that require costly treatment. If the vendor 
declines to include an individual or groups of providers in its network, it must give the 
affected network provider(s) written notice of the reason for its decision. 42 CFR 438.12 
(a) may not be construed to require the vendor to contract with providers beyond the 
number necessary to meet the needs of its recipients; or, preclude the vendor from 
using different reimbursement amounts for different specialties or for different 
practitioners in the same specialty; or, preclude the vendor from establishing measures 
that are designed to maintain quality of services and control costs and are consistent 
with its responsibilities to recipients; and 
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LIBERTY is committed to contract with Medicaid network providers who truly understand 
the importance of ensuring that recipients receive the quality of care that they deserve.  
We do not discriminate against particular providers if they are acting within the scope of 
their license under the applicable State law.   


In the event that a provider requests reimbursement amounts that are above what we 
offer to other providers in the same geographic area, we may decline to contract in 
order to control costs and be consistent with our responsibilities to recipients and the 
State.  As soon as we make our decision not to contract, we provide a written notice to 
providers of our decision and the reason that we decline to contract.  Our ultimate goal 
is to ensure that recipients have access to quality care while we deliver a cost effective 
program.   


 


3.6.2.10 Provide to the DHCFP supporting documentation, in a format specified by the 
DHCFP, which demonstrates it has the capacity to serve the expected enrollment in its 
service area in accordance with the DHCFP’s standards for access to care at the time 
it enters into the contract with the State and any time there is a significant change in 
their operations that impact services. Such documentation must demonstrate that the 
vendor offers an appropriate range of services and maintains a network of providers 
that is sufficient in number, mix, and geographic distribution to meet the needs of the 
anticipated number of recipients in the service area. A significant change includes but 
may not be limited to:  


A. Changes in the vendor’s services, benefits, geographic service area or 
payments; or 


B. Enrollment of a new population in the network. 


We generate GeoAccess reports monthly or as often as needed when there are 
changes to the provider network, new enrollment in an area or the inclusion of 
additional service areas, to evaluate network access and to identify and correct gaps. 
Our focus is to reduce disruption and improve continuity of care to Nevada Medicaid 
recipients.  


We plot the member census against existing provider locations and analyze the impact 
of changes. This enables us to identify where additional contracting is needed to keep 
the network compliant with DHCFP requirements.   


We will provide DHCFP documentation, in a format approved by DHCFP, our compliant 
provider network before the contract effective date and any time there is a significant 
change thereafter.  Our documentation will demonstrate an appropriate range of 
network providers which include general dentists, endodontists, oral surgeons, 







 
SECTION 3: SCOPE OF WORK  


3.6 NETWORK 
             


 


Dental Benefits Administrator RFP # 3290  Page 201  


periodontists, pediatric dentists, prosthodontists, and essential community providers.  
Our goal is to meet the needs of anticipated number of recipients in the service area 
and provide them with access to quality of care. 


 


3.6.3 Network Management 
3.6.3.1 Primary Dental Provider (PDP) or Primary Dental Care Site Responsibilities:  


A. The PDP (a General Dentist or Pediatric Dentist) in a Primary Dental Care Site 
serves as the recipient’s initial point of contact with the vendor.  As such, the 
PDP or the dentist at the Primary Dental Care Site is responsible for the following: 


1. Delivery of covered medically necessary, dental services 
and preventive services, including EPSDT screening services; 


2. Referrals for specialty care and other covered medically 
necessary services in the vendor benefit package; 


3. Continuity and coordination of the enrolled recipient’s 
dental care; and 


4. Maintenance of a current Dental record for the enrolled 
recipient, including documentation of all services provided 
by the PDP, and specialty or referral services, or out-of-
network services.  


Although PDPs must be given responsibility for the above tasks, the vendor must agree 
to retain responsibility for monitoring PDP and Primary Dental Care Site activities to 
ensure they comply with the vendor’s and the State’s requirements.  The vendor is 
prohibited from imposing restrictions on the above tasks.   


We understand and agree to comply with section 3.6.3. 


Our Provider Agreement and Provider Manual require that PDPs are responsible to 
deliver dental services that are consistent with professionally recognized standards of 
dental care and which accurately reflect the covered services available through the 
recipient’s benefit plan. We will ensure delivery of covered medically necessary 
services, including EPDST, continuity of care and maintenance of dental records.  


Figure 3.6.3.1-1 is an excerpt of our provider agreement and provider manual in 
sections to address the above topics.  Upon award of contract, we will update our 
provider agreement to reflect applicable DHCFP requirements.   
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FIGURE 3.6.3.1-1. PROVIDER CONTRACT EXCERPT DELIVERY OF DENTAL SERVICES 


 


 
Referrals for Specialty Care 
Figure 3.6.3.1-2 “REFERRALS TO SPECIALISTS BY THE GENERAL DENTIST” below is an 
excerpt from our Medicaid process in other States; however, once awarded, we will 
adjust our Provider Manual to meet DHCFP requirements.  We are committed to ensure 
that providers follow DHCFP requirements and guidelines.   


 
  


Standard of Care. Dental Office shall maintain the dentist/patient relationship with 
Members and shall be solely responsible for the provision of dental services. Dental 
Office shall render services in a timely manner and in a manner consistent with all 
applicable state and/or federal laws and regulations, professionally recognized 
standards of dental practice, and the professional and ethical standards and 
guidelines issued by LIBERTY (including any standards or guidelines set forth in the 
Provider Manual or otherwise issued by LIBERTY). In addition, Dental Office shall 
conduct its relationship with LIBERTY and Members in a professional and positive 
manner.  
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FIGURE 3.6.3.1-2. PROVIDER CONTRACT EXCERPT REFERRALS TO SPECIALISTS BY THE 
GENERAL DENTIST  


 


 
Continuity of Care 
Our provider contract requires that our providers deliver continuity and coordination of 
the enrolled recipient’s dental care. In the event of the termination of this Agreement, 
and unless prohibited by applicable law, PDP’s shall complete all services started prior 
to the effective date of termination, consistent with professionally recognized standards 
of dental practice and LIBERTY's policies and procedures.  


Below are excerpts from our Provider Contract and Provider Manual to ensure that our 
providers comply:    


LIBERTY expects contracted general dentists to provide the wide array of services and 
procedures such as endodontic, periodontal and oral surgical procedures that are often 
within the scope of general dentists. LIBERTY expects to refer to specialists only services that 
are beyond the scope of services of the training and experience of most general dentists 
such as complex endodontic or oral surgical procedures. 


The Medicaid Program has a Direct Referral provision, which does not require the use of a 
specific form. You may refer to any participating Specialist for specialty services.  


You should provide notification to the specialist as to what services or conditions you want 
evaluated and treated and any recommended procedure involved. You should provide 
any narrative or radiographic materials to assist the specialist. If you cannot locate a 
participating specialist, please contact Member Services for assistance.  


In some cases, LIBERTY may arrange for an out-of-network (“non-participating”) specialist 
when in-network specialists are not available. In some cases, LIBERTY may re-direct a 
member to another general dentist that may be able to provide the specialty services. 
Confirm the need for a referral and that the Referral Criteria listed below are met.  


Inform the member that:  
• Referral is only for Medicaid covered services listed.  
• The Specialist will evaluate their necessary services and the services will be subject 


to pre-authorization by LIBERTY unless emergency or urgent in nature.  
• The member will be financially responsible for non-covered services provided by 


the Specialist 
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Figure 3.6.3.1-3 is an excerpt from our Medicaid Provider Manual regarding 
continuity and coordination of care. 
 
 
FIGURE 3.6.3.1-3 CONTINUITY AND COORDINATION OF CARE EXCERPT 
 


 
 
 
Maintenance of Dental Record   


LIBERTY requires that providers maintain dental records according to the 
applicable governmental agencies.  Figure 3.6.3.1-4 is an excerpt from our 
Provider Agreement.  Upon award of the contract, we will update our Provider 
Agreement to include additional elements to meet DHCFP requirements.   
 


  


CONTINUITY AND COORDINATION OF CARE  


A panel of network dentists shall be available in currently assigned counties from 
which members may select a provider to coordinate all of their dental care.  


Continuity of care between the primary care general dentist and any specialty 
care dentist must be available and properly documented. Communication 
between the primary care general dentist and dental specialist shall occur when 
members are referred for specialty dental care. LIBERTY expects General Dentistry 
providers to follow up with the Member and with the Specialist to ensure that 
referrals are occurring as per the best interest of the Member. Specialist providers 
are encouraged to send treatment reports back to the referring General Dentist 
providers to ensure that continuity of care occurs as per generally accepted 
clinical criteria.  


The General Dentist provider is responsible for evaluating the need for specialty 
care, the need for any follow-up care after specialty care services have been 
rendered and should schedule the member for any appropriate follow-up care. 
LIBERTY expects general dentists to provide the array of services and reserve 
specialty referrals only for procedures beyond the scope or training of the general 
dentist.  
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FIGURE 3.6.3.1-4 PROVIDER CONTRACT EXCERPT 


 


3.6.3.2 Essential Community Providers 


An essential community provider accepts patients on a sliding scale fee, determined on 
the income of the patient; does not restrict access or services due to financial 
limitations of a patient; and can demonstrate to the DHCFP that the restriction of 
patient base from this provider would cause access problems for either Medicaid or 
low-income patients. 


We understand that a diverse provider network, which includes essential community 
providers, is a critical component of serving the Nevada Medicaid population. We 
recognize the level of access these facilities provide to our recipients, and we strive to 
support them in providing dental care to the Nevada Medicaid population. From our 
extensive experience with these types of facilities in other states, we recognize that 
these centers will allow and encourage higher utilization for Nevada Medicaid 
membership. 


a) Access to Records. Dental Office shall permit LIBERTY, upon advance written 
notice, and all applicable governmental agencies or divisions (and/or the designees 
of LIBERTY or such governmental agency/division) to inspect, evaluate and audit any 
physical facilities and equipment, books, contracts, documents, papers, records, 
including dental records and documentation of the Dental Office that pertain to 
Members, any aspect of Covered Services performed, reconciliation of benefits and 
determination of amounts payable (the “Records”). Dental Office shall cooperate 
and assist with, and provide the Records to, LIBERTY and any applicable 
governmental agency/division (and/or their designees) for purposes of the above 
inspections, evaluations, and/or audits, or as otherwise requested by LIBERTY from 
time to time. Dental Office shall notify LIBERTY of any disclosure of Records it is 
required to make to a governmental agency or division. Dental Office may not make 
the access or the provision of Records described in this Section 2.6(a) contingent 
upon a confidentiality statement or agreement. The above-described rights to 
inspect, evaluate, and audit will extend through the period during which Dental 
Office is required to maintain the Records as set forth in Section 2.6(b) below.  


 
(b) Retention Period. Dental Office shall maintain the Records for ten (10) years from 
the termination or expiration of the Agreement or the completion date of any audit 
conducted pursuant to Section 2.6(a) (whichever is later), unless otherwise required 
by law. 
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We require that essential community providers follow the same guidelines, policies, and 
procedures as other providers.  This includes but not limited to treating all patients the 
same regardless whether the patients have commercial, Medicaid or Medicare plans.  
Below as Figure 3.6.3.2-1 is an excerpt from our Provider Contract in regards to non-
discrimination.   


FIGURE 3.6.3.2-1. PROVIDER CONTRACT EXCERPT 


   


 


 


 


 


 
 
 


3.6.3.3 The vendor is required to negotiate in good faith with all of the following essential 
community providers if they provide covered dental services: 


A. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC);  


B. The University Medical Center of Southern Nevada; 


C. The University of Nevada School of Medicine (UNSOM); 


D. The University of Nevada, Las Vegas School of Medicine (UNLV SOM); 


E. Division of Public and Behavioral Health (DPBH); 


F. Division of Child and Family Services (DCFS);  


G. Community Centered Behavioral Health Clinics (CCBHC);  


H. County Child Welfare Agencies; 


I. Any dental provider designated by the DHCFP as an essential community provider.  
The DHCFP will notify the Vendor of providers designated by the DHCFP as essential 
community providers; 


Negotiating in good faith requires, at a minimum, offering contracts that are at least as 
beneficial to the provider as contracts with other providers in the same geographic 
area for similar services. Providers who work through one of the essential community 
providers must be negotiated in good faith.  


(d) Compliance.  


i. Non-discrimination. Dental Office shall not, and shall ensure that Dentists and other 
Dental Office Agents do not, in any way discriminate against Members on the basis 
of race, color, national origin, ancestry, place of origin or residence, sex, age, 
religion, sexual orientation, disability, medical condition or health status, marital 
status, membership in a Dental Plan or program, source of payment, or any other 
class or status protected by applicable federal and/or state discrimination laws.  
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We have several years of experience in contracting with FQHC, RHC and IHC offices; 
our current network consists of 672 FQHCs, IHCs, RHCs, County Health Departments and 
Community Centers in 20 states.     
 
Within our existing Nevada provider network, which includes more than 1,300 dental 
providers, we are currently contracted with the following clinics: 
 


 Las Vegas Paiute Dental Department 
 Fallon Tribal Health Center 
 Pyramid Lake Tribal Health Clinic 
 Walker River Tribal Dental Clinic 


 
Upon award of the contract, we are committed to reaching out and building open lines 
of communication to appropriate advocates and stakeholders to contract with 
essential community providers, including the following:   


A. Federally Qualified Health Center (FQHC) or Rural Health Center (RHC);  
B. The University Medical Center of Southern Nevada; 
C. The University of Nevada School of Medicine (UNSOM); 
D. The University of Nevada, Las Vegas School of Medicine (UNLV SOM); 
E. Division of Public and Behavioral Health (DPBH); 
F. Division of Child and Family Services (DCFS);  
G. Community Centered Behavioral Health Clinics (CCBHC);  
H. County Child Welfare Agencies; 
I. Other essential community provider as designated by DHCFP  


Our Provider Relations Department has a specialized unit that is responsible for 
contracting with all FQHCs, RHCs, IHCs and other community health centers.  This unit 
continuously monitors the U.S. Department of Health and Human Services (DHHS) Health 
Resources and Services Administration (HRSA) website to download updated raw data 
which contains all Qualified Health Centers by region.  By comparing each updated file 
to its predecessor, LIBERTY is able to immediately identify any new centers and whether 
or not they offer dental services. Once it is determined that the center contains a dental 
facility, we schedule a meeting with the Center’s Director of Contracting to facilitate 
contracting into LIBERTY’s network. We maintain ongoing communication with our 
existing FQHC networks so we stay well informed of future expansion within the Centers. 
 
Upon award of the Nevada Medicaid contract, LIBERTY will partner with DHCFP to 
request a list of FQHCs, IHCs, RHCs, community centers and other essential community 
providers that includes the number of Medicaid recipients along with the associated 
claims dollars.  This will enable us to prioritize our recruitment effort to reach out to those 
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clinics that account for the largest portion of Nevada Medicaid membership. Our goal is 
to ensure that there is no disruption to recipients’ care.  We will also honor this goal in 
Nevada by ensuring 120 days of care continuity for new members, whether or not their 
provider participates in our network.   


Process to Recruit FQHCs, RHCs, IHCs and Essential Community Providers  
The process and strategies listed below are the standard ways we develop and 
maintain a provider network that includes FQHCs, RHCs, IHCs and essential community 
providers. 


Identify Dental Clinics to Contract 
Identify FQHCs, RHCs, IHCs and essential community providers by conducting research 
online and through our health care partners to determine which clinics have dental 
providers. Once we have a prospective list, we make contact with all clinics in the 
geographic service areas currently not contracted with LIBERTY.  
 
Schedule Meeting 
If FQHCs, RHCs, ICHs and essential community providers are interested in pursuing the 
opportunity, our Network Managers reach out to the Center’s Director of Contracting to 
schedule face-to-face meetings to discuss potential contracting.   
 
Presentation 
During the initial meeting, we conduct a presentation to review benefit design, the 
compensation model and Nevada Medicaid program guidelines.  The contract 
provisions for essential community providers may differ from other providers in the same 
geographic area due to the specific requirements of the FQHC (e.g., FQHC’s do not 
typically have commercial malpractice insurance); LIBERTY is familiar with the contract 
requirements of an FQHC, and has significant experience negotiating contract 
requirements with FQHC’s and essential community providers.  The compensation 
methodology used with essential community providers is the same as other providers in 
the same geographic area.  We discuss the benefits of having community clinics in our 
network to attract recipients and increase utilization.  The Network Manager continues 
follow-up until the contract is executed. We start the credentialing process once 
complete contract documents are received and to ensure that all candidates meet 
NCQA credentialing standards in order to prior to participating in the program. 
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3.6.4 Subcontractors       
3.6.4.1 All Subcontracts, excluding network provider contracts but including delegation 
agreements, must be in writing, must be prior approved by the DHCFP, and must 
contain all applicable items and requirements as set forth in the DHCFP DBA Contract, 
as amended.  The vendor may not delegate any item or requirement in the DHCFP 
DBA Contract to any subcontractor without the express, written approval of the 
DHCFP.  The vendor’s failure to obtain advance written approval of a Subcontract 
from the DHCFP will result in the application of a penalty equal to $25,000 for each 
incident.  Without limitation the vendor must make all Subcontracts available within 
five (5) business days of a request by the DHCFP.  This includes but is not limited to 
administrative, technical and sub-contracted dental providers. 


3.6.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or 
arrange for the performance of services to be provided to enrolled recipients on 
whose behalf the DHCFP makes Capitation payments to the vendor. Notwithstanding 
the use of subcontractor(s), the vendor accepts and acknowledges its obligation and 
responsibility under this Contract as follows:  


A. For the provision of and/or arrangement for the services to be provided under this 
Contract and to ensure the coordination of care between dental, orthodontia and 
as applicable medical needs is maintained; 


B. For the evaluation of the prospective subcontractor’s ability to perform the 
activities to be delegated;  


C. For the payment of any and all claims payment liabilities owed to providers for 
services rendered to enrolled recipients under this RFP, for which a subcontractor is 
the primary obligor provided that the provider has exhausted its remedies against 
the subcontractor; provided further that such provider would not be required to 
continue to pursue its remedies against the subcontractor in the event the 
subcontractor becomes insolvent, in which case the provider may seek payment 
of such claims from the Vendor.  For the purposes of this section, the term 
“Insolvent” shall mean: 
1. The adjudication by a court of competent jurisdiction or administrative tribunal 


of a party as a bankrupt or otherwise approving a petition seeking 
reorganization, readjustment, arrangement, composition, or similar relief under 
the applicable bankruptcy laws or any other similar, applicable Federal or State 
law or statute; or 


2. The appointment by such a court or tribunal having competent jurisdiction of a 
receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or 
any substantial part of its property upon the application of any creditor or other 
party entitled to so apply in any insolvency or bankruptcy proceeding or other 
creditor’s suit. 


D. For the oversight and accountability for any functions and responsibilities 
delegated to any subcontractor.  The vendor shall indemnify, defend and hold the 
State of Nevada, the DHCFP and their officials, representatives and employees 
harmless from any and all liabilities, losses, settlements, claims, demands, and 
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expenses of any kind (including but not limited to attorneys’ fees) which are related 
to any and all claims payment liabilities owed to providers for services rendered to 
enrolled recipients under this RFP for which a subcontractor is the primary obligor; 


E. Subcontracts which must be submitted to the DHCFP for advance written approval 
include any subcontract between the vendor, excluding network provider 
contracts, and any individual, firm, corporation or any other entity engaged to 
perform part or all of the selected vendor’s responsibilities under the DHCFP DBA 
Contract.  This provision includes, but is not limited to, claims processing, recipient 
services, provider services, cost containment services such as utilization 
management, third party liability, surveillance and utilization review. This provision 
does not include, for example, purchase orders. In addition, the vendor must 
provide written information to the DHCFP prior to the awarding of any contract or 
Subcontract regarding the disclosure of the vendor’s ownership interests of five 
percent (5%) or more in any delegated entity or Subcontractor;  


F. As part of its provider contracting and subcontracting, the vendor agrees that it 
shall comply with the procedures set forth in Attachment D, Contract Form; 


G. Subcontractor contracts may not be structured to provide financial or other 
incentives to providers and subcontractors for denying, reducing or limiting 
medically necessary services; and 


H. The use of “gag” clauses in subcontractor contracts is prohibited. 


We have the unique ability to directly and effectively perform virtually all of the 
activities required under the DHCFP contract.  The number of subcontracts LIBERTY 
intends to engage under the Nevada contract, should it be awarded to us, is limited to 
only three, due to the high quality of services and expertise these subcontractors offer:   
 
1. Interpretation/Translation services provided by MAGNUS 
2. Primary source verification services provided by VerifPoint and  
3. Fulfillment services provided by OCDM 
 
Due to our long relationship with these subcontractors providing services in numerous 
other Medicaid markets throughout the country, they are fully aware of, and compliant 
with, our strict policy requiring contracts with subcontractors and downstream vendors 
to adhere to all the same conditions and obligations as those LIBERTY is bound to in our 
contracts with state and federal entities, including compliance with: 
 
• All relevant sections of 42 CFR 438, as applicable; 
• Relevant confidentiality and HIPAA provisions, including a BAA, if applicable;  
• Insurance requirements (adequate insurance, current industry standards) 
• Record retention obligations 







 
SECTION 3: SCOPE OF WORK  


3.6 NETWORK 
             


 


Dental Benefits Administrator RFP # 3290  Page 211  


 
Additionally, our internal protocols require that agreements with subcontractors  
• Clearly specify the scope of work, including sanctions for failure to perform, or 


substandard performance; 
• Are never structured to provide financial or other incentives for denying, reducing or 


limiting medically necessary services; and 
• Never include “gag” clauses 
 
Our agreements with these subcontractors are maintained in writing and we can 
provide DHCFP copies within five days of request.  In addition, we regularly maintain 
through affidavits, and are prepared to provide full and complete information about the 
ownership of any subcontractor with whom we have had business transactions totaling 
more than $25,000 during the twelve-month period ending on the date of request.  Note 
that LIBERTY does not hold any ownership interest in these subcontractors, and is aware 
of, and prepared to comply with, its obligation to disclose any such interests to DHCFP 
under the Nevada contract. 
 
While we do not intend to engage any subcontractors other than those listed above to 
perform activities under the Nevada contract, if circumstances arise that require us to 
engage another contractor, we fully understand and will comply with Nevada’s 
requirement to obtain prior approval from DHCFP.  In addition, we will formally submit to 
DHCFP for review and approval the names of the subcontractors noted above, and the 
names of their principles and will do so by the service start date, and whenever a 
change occurs.  Similarly, we will notify DHCFP, in writing, immediately upon notifying 
any relevant subcontractor of our intention to terminate their subcontract.   
 
Due Diligence 
Based on their proven track records, and our working relationships with OCDM, 
MAGNUS, and VerifPoint, all three vendors consistently meet or exceed our contractual 
performance expectations.  Nonetheless, LIBERTY continues to monitor and evaluate 
their performance to ensure the activities they are delegated provide the best possible 
service to our members. LIBERTY accomplishes this through specific Policies and 
Procedures dedicated to the oversight of delegated activities which apply to any entity 
to which we have delegated administrative or health care functions. At the outset of 
any engagement, and on an ongoing basis thereafter, our Delegation Oversight 
Committee formally evaluates each subcontractor’s ability to perform delegated 
activities.  Specifically, upon initial contracting any subcontractor, we perform a pre-
delegation assessment covering a number of components, including:   
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• Compliance – to determine whether the vendor has adequate systems in place to 
comply with all applicable regulatory and contractual requirements to which 
LIBERTY is subject (FWA, False Claims Act, HIPAA Privacy & Security, etc.). 


• Organizational and Financial Stability – to evaluate the vendor’s business practices 
and financial and operational stability, including for example their ability to perform 
all activities LIBERTY requires of a service vendor.  


• Onsite Visit – to review, first hand, the vendor’s facilities and to meet and interview, in 
person, key personnel, including outlining expectations to ensure a high level of 
service quality.  


• Privacy & Security – we enter into a Business Associate Agreement with any vendor 
that handles or has access to our members’ PHI.  


• Grievances – at the outset of any new vendor engagement, we establish a 
documented protocol for identifying and referring grievances to LIBERTY for 
resolution.  LIBERTY requires all vendors to fully cooperate with us in researching and 
resolving complaints, in order to ensure our ability to comply with applicable 
grievance, appeal, and fair hearing procedures and timelines. 


 
Vendor Oversight 
Moreover, if LIBERTY is awarded the Nevada contract, our Vendor Oversight Program, 
carried out by LIBERTY’s Delegation Oversight Committee will be responsible for the 
following, consistent with DHCFP’s prescribed schedules, and applicable law:  
 
• Ensuring delivery of administrative and health care services at an acceptable or 


higher level of care to meet all standards required by this RFP. In LIBERTY’s pre-
delegation assessment, and ongoing oversight program, we evaluate whether 
subcontractors are accountable, responsive, reliable, patient, have well-developed 
communication skills, and adhere to customer service industry’s best practices. In 
addition, LIBERTY ensures that the subcontractor maintains a reasonable accounting 
system that enables LIBERTY, our clients, and relevant oversight entities to readily 
audit, examine, and make copies of or extracts from all financial and other records 
related to services it performs on behalf of LIBERTY, including onsite inspections, on 
demand. 


 
• Ensure adherence to required grievance policies and procedures. With each vendor 


that performs services for us, we establish a documented protocol for identifying and 
referring grievances to LIBERTY for resolution.  LIBERTY requires our vendors to fully 
cooperate with us in researching and resolving complaints, in order to ensure our 
ability to comply with applicable grievance, appeal, and fair hearing procedures 
and timelines. We regularly monitor our vendors’ adherence to complaint protocols, 
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during monthly joint operating committee meetings and work collaboratively with 
them to resolve the root causes of any instances of member or provider 
dissatisfaction.  


 


3.6.5 Access and Availability 


The vendor shall: 


3.6.5.1 On a quarterly basis, use geo-access mapping and data-driven analyses to 
ensure compliance with access standards, and take appropriate corrective action, if 
necessary, to comply with such access standards.  


We generate GeoAccess reports, at least quarterly, to evaluate network access and to 
identify and correct gaps; our focus is to reduce disruption and improve continuity of 
care for Recipients. We plot the member census against existing provider locations and 
analyze the impact of projected changes. This enables us to identify where additional 
contracting is needed to keep the network compliant with DHCFP requirements.  Using 
our dental provider recruitment strategies, we continuously recruit providers to ensure 
that we continue to maintain our access standards, appointment standards, ratio of 
member to provider and changes in cultural and linguistic needs of the population. 
Table 3.6.5.1-1 provides an example of this process. 
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3.6.5.2 Partner actively with the DHCFP, community providers and stakeholders to 
identify and address issues and opportunities to improve dental care access and 
availability for Medicaid and CHIP recipients.  


Our experience has taught us that collaborative partnerships with community 
organizations are imperative in understanding the needs of our recipients from a holistic 
standpoint that incorporates recipient dental needs, health needs, and socioeconomic 
needs. This holistic approach is necessary to impact our recipients’ lives, help them to 
adopt healthier lifestyles, and promote wellness.  


In Nevada we will partner with stakeholders throughout the State to connect with 
recipients and plan educational events to support healthy lifestyle changes and identify 
any barriers to access. These stakeholders can include, but are not limited to: 
community organizations, providers, advocates and local officials.  


We will also implement an action committee, the Dental Advisory Committee (DAC), to 
meet quarterly to include representatives from stakeholders, advocates, community 
programs and other entities to ensure we are collaborating closely and regularly 
addressing any and all coordination, quality opportunities to improve dental care 
access and availability, and any performance concerns that may arise.   


Our current California Public Policy Committee (PPC) will serve as a model for the 
DAC.  Our PPC in California is comprised of representatives from several internal, 
service-oriented departments, and includes provides recipient representatives and 
enrollees in California’s Medicaid program, Medi-Cal.  We solicit recipient 
representation on the PPC in every Recipient Handbook mailed to recipients.  Our 
enrollment specialists publicize the PPC at open enrollment events, making in-person 
contact with hundreds of enrollees at once, encouraging recipients to consider 
applying for seat on the quarterly Committee.  Committee recipients receive financial 
information, grievance and appeals reports, proposed policy, programs and 
initiatives.  This transparency is intended to foster a spirit of collaboration and express 
how much we value input from stakeholders and our enrollees.  Committee members 
are encouraged to comment on issues and/or problems they, or their fellow members, 
may have encountered.   


LIBERTY is committed to reaching out and building open lines of communication with 
DHCFP, community providers, the Medicaid MCOs, appropriate advocates and 
stakeholders.  These collaborations can improve dental care access and provide 
quality care to Nevada’s Medicaid and Check Up recipients. 
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3.6.5.3 Promotion of preventative care services shall be accomplished by completing 
welcome calls to new recipients.  This method ensures orientation with emphasis on 
access to care and choice of PDP. 


Our Member Services Department has an outbound call unit dedicated to recipient 
outreach.  Outreach efforts include initiating calls welcoming recipients to LIBERTY and 
encouraging them to utilize their dental benefits, including emphasis on continuity of 
care related to any covered and medically necessary, but uncompleted treatment that 
had been authorized by their prior Medicaid benefit plan.  The Member Services 
Representative (MSR) will offer to provide the recipient with information on available 
dental providers and encourage the recipient’s selection of a dental home.   
 
Additionally, the MSR will ask the recipient if they would like help with making a dental 
appointment with the office they have chosen.  These calls also provide the MSR an 
opportunity to educate the recipient on their covered dental benefits, their right to 
access care and answer any questions they may have. 
 


3.6.5.4 Maintain an adequate network that ensures the following: 


A. The vendor must have at least one (1) full-time equivalent (FTE) dentist per one 
thousand five hundred (1,500) recipients per geographic service area.  The 
vendor’s dental provider network must also include at a minimum, pediatric 
dentist, dental hygienists, and oral surgeons in each geographic service area 
sufficient to provide necessary access to care.  In clinic practice settings where 
a dentist provides direct supervision of dental residents who have a temporary 
permit from the State Board of Dentistry in good standing, the vendor may 
request and the DHCFP may authorize the capacity to be increased as follows: 
one (1) dental resident per one thousand (1,000) recipients per vendor.  The 
dentist shall be immediately available for consultation, supervision, or to take 
over treatment as needed.  Under no circumstances shall a dentist relinquish or 
be relieved of direct responsibility for all aspects of care of the recipients 
enrolled with the dentist.  


B. In order to increase capacity, the vendor shall submit for prior approval by the 
DHCFP a detailed description of the dental delivery system to accommodate 
an increased patient load, work flow, professional relationships, work schedules, 
coverage arrangements, and a twenty-four-hour (24-hour) access system. 


 
3.6.5.5 PDP Network Requirements 
Demonstrate that the capacity of the PDP network meets the FTE requirements for 
accepting eligible recipients per service area.  This ratio cannot exceed the FTE 
requirement.  In no case may a single provider accept more recipients than allowed 
by the FTE requirement.   







 
SECTION 3: SCOPE OF WORK  


3.6 NETWORK 
             


 


Dental Benefits Administrator RFP # 3290  Page 216  


We understand and agree to comply with requirements of Section 3.6.5.4 and 3.6.5.5. 


We will begin network recruitment efforts upon contract award notification, to add to 
our existing base of more than 1,300 Nevada dental providers. We have experience in 
monitoring FTE requirements in other Medicaid State programs that we currently 
administer.  On a monthly basis, we generate a report that shows the number of 
recipients that are assigned to each FTE provider Table 3.6.5.5-1 provides a sample 
Ratio FTE report.  If there is a provider that is close to capacity, we will assign recipients 
to another provider within the practice.  If there is no other FTE provider at the same 
practice, we will contact the office to discuss and evaluate options.  If an office does 
not have the capacity to accept additional recipients we will assign recipients to 
another office closest to their residence.       


TABLE 3.6.5.5-1. SAMPLE RATIO FTE REPORT  
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We have been successful in maintaining our required ratio of provider to recipients in 
states that we administer the Medicaid program.  In the event that we have a need to 
increase capacity of our network providers to exceed the requirement of one FTE (1) 
per 1,500 recipients, we will submit a detailed explanation to DHCFP for approval.  We 
will include our detailed plan to ensure that recipients are still receiving the standard 
access, quality of care and not impacted by the increase capacity request.   


 


3.6.5.6 Primary Dental Provider Participation 


Per geographic service area, at least fifty percent (50%) of all of the Network PDPs must 
contractually agree to accept eligible recipients.  At least fifty percent (50%) of the 
aforementioned PDPs must accept eligible recipients at all times.  If the vendor has a 
contract with a Federally Qualified Health Center (FQHC) and/or the University of 
Nevada Las Vegas School of Dental Medicine, the dentists of the DBAs can be counted 
to meet the fifty percent (50%) participation and fifty percent (50%) acceptance 
requirement.  The DHCFP or its designee may audit the vendor’s network monitoring 
tool for compliance.  


We currently administer Medicaid program in California, Florida, Illinois, New Jersey and 
New York.  Our Medicaid networks have an average of 96% of offices currently 
accepting new patients.  On a monthly basis we generate a report showing the 
percentage of network providers currently accepting new patients.  If there are 
changes, we will monitor access by generating a GEO report to ensure that we 
continue to meet access standards.   


Upon award of the Nevada Medicaid and Check Up contract, we will follow the same 
process to monitor the network.   Within our current Nevada provider network, 98% of 
participating providers accept newly eligible recipients.  LIBERTY is committed to 
making sure that our provider networks meet the DHCFP access requirements at all 
times.  This includes but is not limited to ensuring that at least fifty percent (50%) of PDPs 
must accept eligible recipients at all times within the service area, as required by 
DHCFP.   


 


3.6.5.7 Dental Specialists 


 The vendor must provide access to all types of dental specialists for PCP referrals, and it 
must employ or contract with specialists in sufficient numbers to ensure specialty 
services are available in a timely manner. The vendor should provide access to at least 
two specialists/subspecialists in their service areas. The minimum ratio for specialists (i.e., 
those who are not PCPs) is one (1) specialist per one thousand five hundred recipients 
per service area (1:1500).  
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These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis of 
dental specialist availability by specific service area. 


If a recipient is unable to arrange specialty care from a network provider, the vendor 
must arrange for services with a provider outside the vendor’s network.  


We contract with Endodontists, Oral Surgeons, Periodontists, Pediatric Dentists, 
Orthodontists and Prosthodontists.  We also focus on contracting with additional 
pediatric dentists with expanded hours to ensure access to care for young children who 
may have difficulty in receiving treatment from a “regular” dental provider.  
 
We continually develop and initiate specialty recruitment strategies to ensure we have 
coverage for all specialty types whenever we have membership growth in a region or 
city, changes in our provider network, when needed improvements in accessibility and 
appointment times are identified, or when our specialty referral staff has identified 
specific network needs. 


 
We monitor our provider network on an ongoing basis to ensure that we are meeting 
DHCFP and LIBERTY access requirements. Our comprehensive strategy to identify gaps 
in provider specialty types is aligned with our overall process in monitoring our network.  


o GeoAccess reports— we produce GeoAccess reports monthly to ensure that our 
network is adequate for the recipients and meets DHCFP requirements.  In 
addition, we review reports to ensure that we meet the requirement of having at 
least two specialists in their service area and at least one (1) specialist per 1,500 
recipients per service area.  


o Review of member grievance and appeals—our ongoing review of member 
grievances and appeals provides insight into network access issues.  


o Member utilization trends and out-of-network utilization trends—we review any 
changes in member utilization trends for a particular specialty or an increase in 
out-of-network utilization, which can indicate that there is an access issue for our 
members.  


o Review of input from of Internal Response Unit (IRU) -- our Internal Response Unit 
(IRU) was created within the Member Services Department to support our 
providers and members in resolving escalated cases and ensuring continuity of 
care. The IRU is staffed by Customer Care Specialists (“Specialists”), who are 
trained in all aspects of the call center, and possess the skills required to perform 
case coordination activities. Our IRU team works closely with the Dental Director, 
is on the front line of recipient and provider issues and able to quickly recognize 
when we have an issue in our network. If an issue is identified, the IRU will 
immediately contact the Provider Relations staff with the network concern. The 
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IRU will also assist the recipient with finding an immediate solution for the network 
issue. Additionally, the IRU will meet with the Provider Relations monthly to discuss 
any other access, availability, and capacity trends they recognize.  


We conduct regional monthly Provider Relations meetings, during which we review 
input from all of the above sources. The meeting is joined by all operations areas 
including the Member Services Department, the Claims Department, the Grievance and 
Appeals Department, Provider Relations Department, Network Managers, Dental 
Directors, and Dental Consultants.  


During these monthly meetings, we collaborate to review information from all of the 
departments to identify specialty types where access may be limited. If a specialty 
type or geographic area is identified, we create a strategy to improve access to meet 
DHCFP requirements. We then run a dentist universe report to identify any additional 
providers of that specialty type within the area and begin our recruitment process to 
contract with these providers.  


If there is not an available specialist within the required radius of the recipient’s home, 
we assist the recipient in finding an out-of-network provider. Once a provider has been 
identified, we will contact the provider and send a referral request to them for 
confirmation. We will agree to pay the out-of-network provider for the service(s) 
performed according to the agreed upon fee. The referral confirmation will include our 
payment in full, and the provider is instructed to not seek any payment from the 
recipient for covered services.  Unless we become aware of a quality or other issue with 
the out-of-network provider, we will attempt to recruit the provider to join the Nevada 
Medicaid network.  


 


3.6.5.8 Ensure enrolled recipients’ access to covered services is consistent with the 
degree of urgency, as follows: 


A. Emergency dental services provided on an emergency basis in a hospital, 
emergency room or ambulatory surgery center are provided as part of the 
medical MCO benefit. The vendor must educate recipients and providers 
about availability of, and how to access emergency dental services; 


We have experience contracting with providers who can treat recipients in a hospital 
setting or surgery center.  We educate providers that recipients have emergency dental 
services provided in a hospital through their medical MCO benefit using the following 
methods:  
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 Provider Manual  


Our Provider Manual outlines rules and regulations by state and program. For 
Nevada Medicaid, we will dedicate a section about accessing emergency 
services in a hospital, emergency room, or ambulatory surgery center and make 
sure there is clear direction for providers that recipients have these benefits as 
part of their medical MCO benefits.  


 New Recipient Welcome Package 
We will provide a Welcome Package for recipients which will include an 
introduction to LIBERTY amongst other instructions. We will commit to providing 
educational materials regarding emergency services performed in a hospital, 
emergency room or ambulatory surgery center.  
 


 Orientation with providers and their staff conducted by LIBERTY’s Network 
Manager 
 


 Additional education and communication with LIBERTY Member Services 
Representative   
 


B. PDP Appointments 
1. Urgent care, including urgent specialty care, must be provided within 24 hours.  
2. Therapeutic and diagnostic care must be provided within 14 days.  
3. Routine or preventive dental services for eligible recipients within six (6) weeks in 


accordance with the American Academy of Pediatric Dentistry (AAPD) 
periodicity schedule. 


4. PDP’s must make referrals for specialty care on a timely basis, based on the 
urgency of the Member’s medical condition, but no later than 30 days.  


C. Specialist Appointments 
For specialty referrals to dental specialists and other diagnostic and treatment health 
care providers, the vendor shall provide: 


1. Same day, emergency appointments within twenty-four (24) hours of referral; 
2. Urgent appointments within three (3) calendar days of referral; 


3. Routine appointments within thirty (30) calendar days of referral; and  


4. Vendor must allow access to a child/adolescent specialist(s) if requested by the 
parent(s). 


 


We are able to comply with DHCFP’s timeframes for maximum appointment wait times, 
which vary by degree of urgency. They include the following: 







 
SECTION 3: SCOPE OF WORK  


3.6 NETWORK 
             


 


Dental Benefits Administrator RFP # 3290  Page 221  


 
For PDPs 


 Routine and preventive appointments – within six (6) weeks  
 Therapeutic or diagnostic appointments – within fourteen (14) days 
 Urgent/emergency appointments – twenty-four (24) hours 
 Referrals to specialty care – within thirty (30) days   


 
For Specialists 


 Emergency appointments – within twenty-four (24) hours of referral 
 Urgent appointments – within three (3) calendar days of referral 
 Routine appointments – within thirty (30) calendar days of referral 
 Child/adolescent specialists – allow if requested by the parent(s)   


 
All of these standards will be incorporated into our provider agreements, provider 
manual, communications to providers (i.e., newsletters, fax-blasts, and service calls), 
and provider training materials. 


Figure 3.6.5.8-1 provides how well our existing network complies with the benchmark for 
initial routine appointments.  


FIGURE 3.6.5.8-1 LIBERTY NEVADA NETWORK ROUTINE APPOINTMENT RESULTS  


Nevada 
Category Benchmark Standards % within standards 


Initial Appointment 98% 30 days 100.0% 


 


D. Appointment Standards 


The vendor shall have established written policies and procedures: 
1. Disseminating its appointment standards to all network providers, and must 


assign a specific staff member of its organization to ensure compliance with 
these standards by the network.   


2. Concerning the education of its provider network regarding appointment time 
requirements, the vendor shall: 


a. Monitor the adequacy of its appointment process and compliance; and  


b. Implement a Plan of Correction (POC) when appointment standards are 
not met. 
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Our policies and procedures and contract language will require that our Nevada 
providers meet the Nevada Medicaid appointment availability requirements for Urgent 
Care appointments within 24 hours and routine or preventive dental services to be 
provided within six weeks. Additionally, wait time for scheduled appointments cannot 
be more than one hour (unless the dentist is delayed due to an emergency).  


We educate our providers on appointment availability standards and requirements 
during the contracting and onboarding process and during our new provider orientation 
sessions. Additionally, this information is available in the provider manual and online.  


We audit our network for appointment availability using a variety of methods. Initially, 
during new provider orientations and service calls, our Network Manager will ask the 
offices their standard appointment wait times and in-office wait times. If there are 
discrepancies with LIBERTY standards or State requirements, our Network Managers use 
these discussions as education opportunities to train them on what is expected and 
required.  


During our annual audit calls, as well as during the orientations and service calls/visits, 
the office staff is asked the average wait time for patients. Our Network Manager will 
use the average wait time given and update the provider file within our MIS system. We 
run quarterly reports outlining all offices that were surveyed on their in-office wait time.  


If the appointment standards are not met, the office staff will be notified that they did 
not pass the audit and an education plan will be initiated to educate the provider and 
staff on the appointment availability guidelines. Further actions with these offices may 
include:  


o Verbal re-education.  
o Halt referrals to office, and resurvey (e.g. in 1, 3 or 6 months).  
o Corrective Action Plan (CAP) requested. A CAP letter to be sent to office and 


written response requested. Corrective action plans can include such items as:  
 Staff education on appointment availability requirements,  
 Posting the requirements in the office,  
 Modifying emergency protocols of office,  
 Hiring additional staff/hygienist, etc.  


We have comprehensive monitoring, tracking, and enforcement systems in place to 
further ensure that network providers meet standards for timely access to care and 
services.  


We have multiple methods for monitoring and tracking whether providers are meeting 
access and appointment wait timeframes, including; regularly scheduled provider 
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service calls/visits, “secret shopper” calls, recipient calls to Member Services and 
written or verbal grievances. 


In addition to the initial in-person visit for training with network providers, our assigned 
Network Managers conduct provider service calls or visits at least once annually, or as 
often as needed. For example, a Network Manager will visit the provider onsite if there is 
a high number of Nevada Medicaid recipients seen, or if there is a new staff member at 
the provider’s office.  At each provider service call or visit, the Network Manager 
collects information about the provider’s appointment wait times, and whether the 
provider is accepting new members.   


In addition, on a biannual basis, we send out a fax blast to all network providers, asking 
them to confirm their office hours, appointment wait times, and if they are taking new 
members.   


Although our experience is that providers rarely misrepresent their appointment wait 
times to our staff, even if they are exceeding the required timeframes, we also conduct 
“secret shopper” calls to our network providers as a secondary method of determining 
the actual times that the members wait to get an appointment. We utilize a subset of our 
Member Services Representatives who are trained specifically in the soft skills 
necessary to accomplish successful “blind” call surveys.  


Acting as a member’s parent/guardian who is requesting an appointment, the caller 
enquires about appointment accessibility for initial examinations, preventive dental 
care appointments, hygiene treatment, routine care, and emergency care. The caller 
also enquires about appointment wait times for both general dentistry and specialist 
appointments.  A report summarizing the results of the calls is prepared under the 
direction of the Access and Availability Committee, which then determines any 
necessary corrective actions. If the need for corrective actions is identified, the 
Committee forwards the information to our Provider Relations department for immediate 
feedback to the provider. 


We have established the dedicated, internal position of Access & Availability (A&A) 
Coordinator within our Quality Management (QM) Department.  The A&A Coordinator 
work intimately with our internal operational departments to communicate, monitor, 
and enforce LIBERTY’s access and availability standards.   


 


3.6.5.9 Office Waiting Times 


The vendor shall establish written guidelines that a recipient’s waiting time at the PDP’s 
or specialist’s office is no more than one (1) hour from the scheduled appointment time, 
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except when the provider is unavailable due to an emergency.  Providers are allowed 
to be delayed in meeting scheduled appointment times when they “work in” urgent 
cases, when a serious problem is found, or when the patient has an unknown need that 
requires more services or education than was described at the time the appointment 
was scheduled. 


We have policies and procedures and will have contract language in place to help 
ensure that our providers are meeting the Nevada Medicaid appointment availability 
requirements for Urgent Care appointments. LIBERTY educates our providers on 
appointment availability standards and requirements during the contracting and 
onboarding process and during our new provider orientation sessions. Additionally, this 
information is available in the provider manual and online. 


 


3.6.5.10 Access Exceptions 


Document and submit to the DHCFP, in writing within 15 days, justification for exceptions 
to access standards set forth in this RFP. Such justifications shall include alternative 
standards that are equal to or better than the usual and customary community 
standards for accessing care. 


We are committed to meeting the access requirements set forth by Nevada Medicaid 
program.  In the event that a provider is not able to meet access standards and there is 
appropriate reason(s) to keep the provider in the network, we will submit to DHCFP, in 
writing within 15 days, a request to allow alternative standards that are experienced 
within the same geographic service area.  Our ultimate goal is to ensure that alternate 
access standards will not impact access and quality of care to the recipients. 


 


3.6.5.11 Provider Terminations 


The vendor must give written notice of termination of a contracted provider, within 
fifteen (15) days of receipt or issuance of the termination notice, to each recipient who 
received his/her primary care from, or was seen on a regular basis by the terminated 
provider. 


As soon as we become aware that a network provider is leaving the plan, the Network 
Manager assigned to that provider contacts the office to obtain more information on 
termination reason(s).  Our goal is to keep quality providers in-network and minimize 
disruption to recipients.  If providers still decide to leave the network, the Network 
Manager submits a Termination form. Upon receipt of the form, our Professional Services 
department enters the information in our system, creating an action that flags when 
recipient notification letters need to be generated so that we provide the required 







 
SECTION 3: SCOPE OF WORK  


3.6 NETWORK 
             


 


Dental Benefits Administrator RFP # 3290  Page 225  


notice within the required time frame.  We then generate a report identifying recipients 
who received services from the terminated provider.   


Within 15 business days of the termination notice, we will send written notice to each of 
the recipients that his/her provider is no longer available and provide them with a list of 
network providers that are currently accepting new patients in their area, and assist in 
their selection of a new PDP.  


 


If the vendor decredentials, terminates, or disenrolls a provider; the vendor must inform 
the DHCFP Provider Enrollment Unit within five (5) business days.  


If LIBERTY initiates a de-credentialing, disenrollment or termination of a provider due to 
credentialing or other reasons, we will notify DHCFP Provider Enrollment Unit within five 
(5) business days. 


 


The vendor at a minimum must provide the DHCFP the basis, reasons or causes for 
such action and any and all documentation, data, or records obtained, reviewed, or 
relied on by the vendor including but not limited to:   


1. Provider/patient files. 
2. Audit reports and findings. 


3. Medical necessity reviews. 


If LIBERTY takes a professional review action that adversely affects the network status of 
a dentist for a period longer than 30 days or accepts the termination of the LIBERTY 
contract with a dentist while the dentist is under an investigation by LIBERTY relating to 
possible incompetence or improper professional conduct, or in return for not 
conducting such an investigation or proceeding, LIBERTY will report to the DHCFP the 
following information: 


 The name of the practitioner involved,  
 A description of the acts or omissions or other reasons for the action or, if 


known, for the surrender, and  
 Such other information respecting the circumstances of the action as 


appropriate such as; provider’s patient files, medical necessity reviews and 
audit reports and findings. 
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If the decredentialing, termination or disenrollment of a provider is due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse, the DHCFP is 
responsible for notifying the MFCU or HHS-OIG.  


In this situation, our report will be filed with the DHCFP Provider Enrollment Unit within five 
business days after the termination so that necessary requirements from the DHCFP can 
be fulfilled. 


 


3.6.5.12 Notification of Significant Network Changes 
A. The vendor will notify the DHCFP’s designated staff, within one (1) business day, 


of any unexpected change that would impair its provider network.  This 
notification shall include: 


Information about the nature of the change and how the change will affect the 
delivery of covered services; and 
The vendor’s plans for maintaining the quality of recipient care if the provider network 
change is likely to result in deficient delivery of covered services. 


B. The vendor must notify the DHCFP of any change in its network that will 
substantially affect the ability of recipients to access services as soon as the 
change is known, or not later than fifteen (15) calendar days prior to the 
change. 


Although we will attempt to find a solution to any provider situation that arises, in the 
case of a significant network that will impact our provider network, we will notify DHCFP: 
(a) within one (1) business day of any unexpected change that would impair our 
provider network, (b) of any change in its network that will substantially affect the ability 
of recipients to access services as soon as the change is known, or not later than fifteen 
(15) calendar days prior to the change. We will include information about the nature of 
the change and how the change affects the delivery of care to recipients, in the format 
that is specified by DHCFP.   


We will assess the network and volume of recipients being treated and who are 
assigned to providers in the area that is impacted to assess whether the remaining 
network will be sufficient to meet availability and access standards. We will meet with 
dental offices (general dentists and specialists) in the geographic area that will be 
affected by the changes and develop a transition plan. The transition plan will include:  


 Notification to affected recipients  
 Reassignment of affected recipients to new Primary Dental Provider  
 Information for affected recipients on how to contact LIBERTY for any transition 


of care or access concerns  
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 Review of authorizations in place for affected recipients and targeted 
outreach/adjustments of authorizations to enable affected recipients to 
continue treatment  


 Coordination with providers to complete treatment; define what is covered in 
the transition and what needs to be referred to a new dentist  


 Evaluate the dental access for recipients using GeoAccess reports and 
through meeting with dentists in the area 


Upon receiving confirmation of network changes, Network Managers will review the 
provider office panel in the area affected by the termination, and identify which dental 
offices have the capacity to receive the transferred recipients. Our goal is to minimize 
disruption for recipients, thus we reassign each recipient based on dentists who have 
open panels in their geographic area closest to their home and will take into account 
language(s) spoken by the recipient and dentist. We will send written notice to 
recipients of their new provider assignment. The notice will contain information on 
recipient re-assignment and will provide the phone number for the Member Services 
Department. The notice will also advise the recipient that they can change the dentist 
that they were assigned to in the letter. In case of the immediate termination of a 
contracting general dentist due to potential of imminent harm to a recipient, notification 
of the transfer will be provided to recipients immediately upon such termination.  


Once we have reassigned these recipients to a new dental home, we will provide the 
updated list of recipients to the providers. The providers will have access to the 
recipients’ treatment and utilization records through the provider portal. Our Provider 
Relations staff will also work with the terminated provider group to review any recipient-
specific issues or information. As long as the termination reason is not due to imminent 
harm to patient care, loss of dental license, or conviction of fraud/abuse, we will offer a 
120-day transition of care period for recipients to complete covered medically 
necessary treatment which is in progress, has been prior authorized or has been started 
but not completed with the termed provider. We will work with the terminated provider 
on a case by case basis where needed.  


As part of LIBERTY’s provider agreement contract, we do expect providers to complete 
all services started prior to the effective date of termination.  


We will notify DHCFP of any change to our network that will substantially affect the 
ability of recipients to access services as soon as we receive notification from providers 
or within fifteen (15) calendar days before the change, in a format that is specified by 
DHCFP.  Our goal is to ensure that we maintain access and quality of recipient care 
regardless of any change to our provider network that may result in a reduced delivery 
of medically necessary covered services.   
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3.6.5.13 Prohibited Practices   


The vendor shall take affirmative action so that recipients are provided access to 
covered medically necessary services without regard to race, national origin, creed, 
color, gender, gender identity, sexual preference, religion, age, and health status, 
physical or mental disability, except where medically indicated.  Prohibited practices 
include, but are not limited to, the following: 


A. Denying or not providing an enrolled recipient a covered service or available 
facility; 


B. Providing an enrolled recipient a covered service which is different, or is 
provided in a different manner, or at a different time from that provided to 
other recipients, other public or private patients, or the public at large; 


C. Subjecting an enrolled recipient to segregation or separate treatment in any 
manner related to the receipt of any covered medically necessary service, 
except where medically indicated; 


D. The assignment of times or places for the provision of services on the basis of 
race, national origin, creed, color, gender, gender identity, sexual preference, 
religion, age, physical or mental disability, or health status of the recipient to be 
served;  


E. The vendor may not prohibit, or otherwise restrict, a health care professional 
acting within the lawful scope of practice, from advising or advocating on 
behalf of a recipient who is his or her patient: 
1. For the recipient's health status, dental care, or treatment options, including 


any alternative treatment that may be self-administered; 
2. For any information the recipient needs in order to decide among all relevant 


treatment options; 
3.  For the risks, benefits, and consequences of treatment or non-treatment; and 
4. For the recipient's right to participate in decisions regarding his or her health 


care, including the right to refuse treatment, and to express preferences 
about future treatment decisions. 


F. Employing or contracting with providers excluded from participation in Federal 
health care programs. [42 CFR 438.214(d)]; and 


G. Charging a fee for a medically necessary covered service or attempting to 
collect a co-payment.  


We perform comprehensive, affirmative efforts to ensure all recipients are provided 
access to covered medically necessary services without regard to race, national origin, 
creed, color, gender, gender identity, sexual preference, religion, age, health status, or 
physical or mental disability, except where medically indicated.   


Through our contracts and provider manuals, we require our providers to agree to 
provide services to all recipients, including those with limited English proficiency, visual 
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or hearing impairments or with diverse ethical and cultural backgrounds, in the same 
manner, in accordance with the same standards and with the same priority as their 
other patients. An excerpt from our standard provider contract is conveyed as Figure 
3.6.5.12-1 is from our Provider Contract in regards to non-discrimination. 


 FIGURE 3.6.5.12-1. PROVIDER CONTRACT EXCERPT NON-DISCRIMINATION 


 


 


 


 


 


 


 


 


Similarly, our contracts and manuals strictly prohibit our providers from charging 
Medicaid recipients a fee for a medically necessary covered service or attempting to 
collect a co-payment from them. An excerpt of our standard language is conveyed 
below as Figure 3.6.5.12-2. 


 


 FIGURE 3.6.5.12-2. PROVIDER CONTRACT EXCERPT – APPLICABLE COMPENSATION 


 


 


 


 


 


 


(d) Compliance.  


i. Non-discrimination. Dental Office shall not, and shall ensure that Dentists and other 
Dental Office Agents do not, in any way discriminate against Members on the basis 
of race, color, national origin, ancestry, place of origin or residence, sex, age, 
religion, sexual orientation, disability, medical condition or health status, marital 
status, membership in a Dental Plan or program, source of payment, or any other 
class or status protected by applicable federal and/or state discrimination laws. In 
addition, Dental Office shall comply with all applicable requirements of 42 U.S.C. 
Chapter 126 (the Americans with Disabilities Act) and any applicable local 
requirements concerning adequate space, supplies, sanitation and fire and safety 
procedures….“ 


 “…In exchange for the provision of Covered Services to Members, Dental Office shall 
be compensated in accordance with the applicable compensation set forth in an 
Exhibit and/or in the applicable compensation addendum or fee schedule based 
upon the applicable coverage of the Dental Plan(s) in which Dental Office 
participates. LIBERTY shall pay or deny Dental Office claims in accordance with any 
applicable prompt payment statutes. Dental Office acknowledges and agrees that 
all such compensation will be based on the current, applicable Dental Plan(s). Dental 
Office agrees to accept such compensation as payment in full for the rendered 
Covered Services….” 
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LIBERTY also requires and trains our providers to assist all recipients with obtaining or 
accessing services, and to have policies prohibiting making improper inquiries 
regarding a person’s race, color, national origin, religion, sex, age or disability.   In 
addition, our provider policies and procedures, captured in our provider manual, strictly 
prohibit our providers from:  


 Denying an enrolled recipient a covered service or available facility; 
 Providing an enrolled recipient a covered service which is different, or is 


provided in a different manner, or at a different time from that provided to other 
recipients, other public or private patients, or the public at large; 


 Subjecting an enrolled recipient to segregation or separate treatment in any 
manner related to the receipt of any covered medically necessary service, 
except where medically indicated; 


 The assignment of times or places for the provision of services on the basis of 
race, national origin, creed, color, gender, gender identity, sexual preference, 
religion, age, physical or mental disability, or health status of the recipient to be 
served;  


In addition, our policies and protocols strictly prohibit us from restricting any provider 
acting within the lawful scope of practice, from advising or advocating on behalf of 
a recipient who is his or her patient: 


 For the recipient's health status, dental care, or treatment options, including any 
alternative treatment that may be self-administered; 


 For any information the recipient needs in order to decide among all relevant 
treatment options; 


 For the risks, benefits, and consequences of treatment or non-treatment; and 
 For the recipient's right to participate in decisions regarding his or her health 


care, including the right to refuse treatment, and to express preferences about 
future treatment decisions. 


Provider Exclusion Screenings 
LIBERTY is committed to preventing individuals and entities that are excluded, debarred, 
suspended, or are otherwise ineligible to participate in federal or state Health Care 
Programs or Procurement or Non-Procurement Programs, from direct or indirect 
affiliation with our company.  Since government programs make up the vast majority of 
our business, we have rigorous internal protocols in place to ensure we conduct all 
required exclusion screenings upon initial engagement and at least monthly thereafter 
and, for non-contracted providers, prior to payment; that screenings are properly 
tracked and monitored; that we immediately and appropriately verify and report 
exclusions to required oversight agencies, and properly pursue any required 
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recoupment; and that we maintain all relevant screening documentation for a minimum 
of 10 years.   


The exclusion screenings we perform include an automated, electronic review of the 
following databases:  


 The United States Department of Health and Human Services, Office of Inspector 
General’s (“OIG”) List of Excluded Individuals/Entities (“LEIE”).  


 The General Service Administration’s (“GSA”) Excluded Parties List System 
(“EPLS”) 


 State Medicaid Inspector General’s Lists of Restricted, Terminated or Excluded 
Individuals or Entities 


 The Office of Foreign Assets Control – Specially Designated Nationals (OFAC) 


In addition, upon initial contract, and at least annually thereafter, LIBERTY requires each 
participating provider to disclose any person or entity with an ownership interest of five 
percent or more in the Provider’s Office, including disclosure of all owner affiliates and 
subsidiaries. LIBERTY screens any entities/individuals the provider discloses against the 
required databases.    


Finally, our Quality Management Department also oversees an extensive credentialing 
process for reviewing and accepting or rejecting the professional credentials of each of 
our applicant and contracted dental providers.  Among other reviews, we perform 
required individual background history checks on our providers, and review information 
from the applicable Board of Dental Examiners and other pertinent provider sanction 
and licensure reports during Credentialing Committee meetings.  


 


3.6.5.14 If the vendor knowingly executes a subcontract with a provider with the intent 
of allowing, encouraging, or permitting the subcontractor to implement unreasonable 
barriers or segregate (i.e., the terms of the subcontract are more restrictive than the 
vendor’s contract with the DHCFP or incentives or disincentives are structured to steer 
enrolled recipients to certain providers) the vendor will be in default of its contract with 
the DHCFP.  In addition, if the vendor becomes aware of any of its existing 
subcontractors’ failure to comply with this section and does not take immediate action, 
it will be in default of its contract with the DHCFP.  


We understand and will comply with this requirement. Through our network participation 
mechanisms and through our Centers of Excellence model, our model does create 
incentives that have the effect of moving patient volume towards our high-performing 
partners.  We also avoid including in our network those providers who do not meet our 
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quality and other credentialing requirements – or who do not find our payment terms 
acceptable.   


We do not believe these processes conflict with the above requirement, but rather are 
completely consistent with DHCFP’s desire to create an accountable, affordable, and 
high-quality system of dental care and coverage.  Nonetheless, we will fully disclose to 
DHCFP any incentive arrangements that could conceivably be construed as violating 
the above requirements, and obtain DHCFP’s review and approval.   


 


3.6.6 Provider Contracts 


3.6.6.1 The vendor will execute and maintain, for the term of the contract, written 
provider agreements with a sufficient number of appropriately credentialed, licensed or 
otherwise qualified providers to provide enrolled recipients with all medically necessary 
covered services. 


As part of the provider contracting process, LIBERTY requires that our providers submit a 
signed master provider agreement along with our credentialing application for each 
practicing dentist at the location.  Upon successful credentialing of providers, we 
counter sign the provider agreement and forward an executed copy to the providers 
for their file.  After we enter provider information and activate the contract in our system, 
we store all contract and credentialing documents in the provide file section of our MIS 
system.  


 


3.6.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider 
contract prior to execution.  In addition, prior to distributing or executing any 
substantive changes or amendments to the base contract, the vendor shall submit 
drafts of standard language for any such contract to the DHCFP for review.  Provider 
contracts must meet all state and federal requirements.  Vendors are expected to 
submit all necessary information to demonstrate agreements are complete. The vendor 
shall submit any of its provider contracts to the DHCFP upon request.  


We will share our base provider contract with DHCFP for review and approval before we 
begin our recruitment effort and before we modify our contracts with our existing 
Nevada dental network providers.  Our Compliance Department will research various 
regulations and include Nevada and federal requirements to ensure that LIBERTY and 
our network providers comply with DHCFP requirements.  After receiving DHCFP’s 
approval, if there are substantive changes or amendments to the base provider 
contract, we will further submit to DHCFP for review and approval before 
implementation.  We will make available our provider contracts to DHCFP upon request.  
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3.6.6.3 The timing and other events associated with provider recruitment must occur in 
a manner that will ensure meeting the objectives noted within this RFP.  The effort must 
include outreach to providers who are not currently participating in the DHCFP’s 
medical assistance programs or have a signed agreement but do not actively accept 
eligible recipients. Prior to becoming a network provider, a provider who is a non-
Medicaid provider must be referred to the DHCFP for completion of the Medicaid 
provider enrollment.  However, vendors may enter into single case agreements with 
non-Medicaid providers as needed.  Any provider located outside of the state of 
Nevada must be licensed in their home state of practice in order to enter into a single 
case agreement with a vendor.  


As an organization founded and led by a dentist, we are committed to establishing and 
maintaining strong provider relationships. LIBERTY has successfully recruited, contracted, 
developed, and maintained Medicaid dental provider networks in multiple states. It is 
LIBERTY’s goal to provide the support and resources our network providers need to 
optimally care for our members.   


If LIBERTY is awarded the Nevada Medicaid contract, we will partner with DHCFP and 
take the following steps to make sure that there is no disruption to recipients’ care.  


1. Identify Key Providers to Contract. In order to support the growth of the network 
without disruption to recipients’ care, we will work with DHCFP to request a list of 
providers that shows each dentist’s volume of Medicaid recipients, along with claim 
dollars. This will allow us to prioritize our recruiting efforts to maximize continuity of care, 
reaching out to those dentists that provide the largest portion of dental care to the 
Medicaid population. 


 2. Provide an Endorsement Letter. We will work with DHCFP to provide an endorsement 
letter for LIBERTY shortly after the award announcement. In our previous recruitment 
experiences, an endorsement letter affords a huge advantage in enticing providers to 
sign contracts much more quickly once an award is announced. At minimum, this letter 
will validate that LIBERTY is the State’s selected dental partner for Nevada’s Medicaid 
program.  


3. Develop Fee Schedule. We will work closely with DHCFP to ensure that our fee 
schedule meets the requirements of the Nevada Medicaid program. We will partner 
with DHCFP to ensure that our efforts to administer dental benefits include cost effective 
unit pricing.  


4. Identify Additional Providers. In addition to prioritizing key providers to recruit by 
Medicaid recipient volume (see step #1 above), we use our database to identify 
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Medicaid dentists by county, and we will contact our existing Nevada network, to 
encourage participation in the Medicaid network.     


5. Distribute Recruitment Letters. We will coordinate a mailing to include highly utilized 
dentists (see step #1), along with additional providers we identified (see step #4). 
Mailings will include DHCFP’s endorsement letter, our provider agreement, a Medicaid 
addendum, fee schedule, credentialing application and our recruitment flyers.  


6. Assemble a Recruitment Team. We will assemble a team of experienced Network 
Managers that have successfully recruited a Medicaid network in other markets, as well 
as our current Nevada Network Manager who is already familiar with the Nevada 
market and has developed great relationships with the dentists. Together, they will 
contact providers to discuss the award announcement, share our Medicaid 
experiences in other states, review our mission, assist with contracting questions, and 
ultimately build and strengthen relationships with the providers.  


7. Monitor Recruitment Results. We monitor results by using our recruitment dashboard. 
This dashboard summarizes the total number of targeted dentists, along with a status of 
which providers have submitted contracts or are in credentialing, those who have 
verbally agreed to contract, or are working on making a decision. This dashboard 
allows us to effectively follow up with Network Managers on a specific provider or status 
at any time. During an active recruitment project, our Project Management team 
monitors the dashboard daily to review progress and results; if necessary, we will shift or 
add resources where needed to ensure we meet our objectives.  


8. Generate GeoAccess Reports. During our monitoring of the recruitment effort (step 
#7), we will generate GeoAccess reports weekly to review adequacy of the Nevada 
network and identify areas that need further expansion. This will allow us to meet 
Nevada’s recipients’ needs by having providers that meet DHCFP’s access 
requirements.  


9. Follow Up with Providers. Our Network Managers will follow up with providers after the 
initial phone call or visit if no decision has been made within 3-5 days. This keeps the 
momentum going so providers remember our recent contracting discussion. Depending 
on how close we are to obtaining contract documents, our Network Managers will visit 
the providers to pick up contracts or even assist them in filling out the necessary 
documentation.  


Network Managers are responsible for obtaining all necessary applications and 
required contracting information and credentialing documents from the dental 
providers during the contracting process. Network Managers will work with the dental 
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offices if they have not yet enrolled in the Nevada Medicaid program to provide 
enrollment instructions, contact information, and education to help them register with 
Medicaid. LIBERTY’s contracting process requires that each dentist is registered with 
Medicaid and has a valid Medicaid identification number. 


We are aware from this RFP that we can enter into single case agreements with non-
Medicaid providers as needed. For providers willing to treat Nevada Medicaid 
recipients but are outside of Nevada, they must be licensed in their home state of 
practice in order for us to enter into a single case agreement.   


LIBERTY has extensive experience in developing a network within the timeframe 
requested by clients.  Table 3.6.6.3-1 is an example of states where we were successful 
in building a network organically to meet specific implementation requirements.   


TABLE 3.6.6.3-1. NETWORK IMPLEMENTATION TIMEFRAMES 


State Total Providers by 
Contract Effective 
Date 


Implementation  
Timeframe 


Total Providers in 
Network after 
Implementation 


Arizona 311 5 months 664 


Arkansas 58 6 months 128 
Tennessee 164 6 months 457 
South Carolina 226 6 months 701 
Mississippi 52 6 months 124 


Florida 12,867 6 months 14,737 
New Jersey 712 6 months 11,664 


     


3.6.6.4 The vendor must also have written policies and procedures for monitoring and 
complete this monitoring on its providers, and for disciplining providers who are found to 
be out of compliance with the vendor’s dental management standards.  


LIBERTY’s provider agreement requires that providers comply with our policies and 
procedures.  Below in Figure 3.6.6.4-1 is an excerpt of a Compliance section of our 
provider contract.   
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FIGURE 3.6.6.4-1. PROVIDER CONTRACT COMPLIANCE EXCERPT 


 


We have a systematic process for the ongoing review and evaluation of our network 
providers to ensure that they comply with our policies and procedures.  This can be 
assessed through the review of member satisfaction survey results, complaints and 
grievance tracking reports, utilization patterns, and desktop audits to identify potential 
quality issues.  


 If we identified that a provider is not complying with our policies and procedures, 
below are actions that we take to address:   


 Schedule a counseling session to discuss with the provider and/or office staff on 
the specific issue.  Our goal during the counseling session is to identify the cause 
of the issue, partner with the provider to resolve the issue; we may include our 
Dental Director in the meeting when appropriate.  


 Re-educate provider on the section(s) or area(s) that they did not comply 
 Follow up within x days to ensure compliance (timeframe depends on the 


severity of the issue) 
 Continue to monitor if improvement is shown and follow through until provider is 


in compliance  
 Close the office to accept new recipients if no improvement is shown within 60-


90 days (timeframe may be shorter depends on the severity of the issue) 
 Terminate the office from the network if there is inadequate effort or a refusal to 


comply with our policies and procedures. 


ii. Compliance with Policies and Procedures. Dental Office shall, and shall ensure 
all Dentists and other Dental Office Agents, comply fully with, and abide by, the 
rules, policies, and procedures that LIBERTY has established or will establish, 
including, but not limited to, those related to timeliness of access to care, 
coverage rules and payment, quality improvement/management, utilization 
management (including, but not limited to, precertification procedures, referral 
processes or protocols, and reporting of clinical encounter data), member 
grievances, provider credentialing, and LIBERTY’s compliance program. Dental 
Office shall, and shall ensure Dentists and other Dental Office Agents, also comply 
with all policies, procedures and guidelines identified in the Provider Manual, 
which may be amended from time to time by LIBERTY.  


iii. Compliance with Applicable Laws. Dental Office shall, and shall ensure all 
Dentists and other Dental Office Agents, comply with all applicable state and 
federal laws, regulations, rules and guidelines.  
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3.6.6.5 Provider contracts may not be structured to provide financial or other incentives 
to providers and subcontractors for denying, reducing, or limiting medically necessary 
services to a recipient. 


Our provider contract does not allow providers to provide financial or other incentives 
to providers and subcontractors for denying, reducing, or limiting medically necessary 
services to a recipient.  Below in Figure 3.6.6.5-1 is an excerpt from our provider 
contract.   


FIGURE 3.6.6.5-1. PROVIDER CONTRACT EXCERPT 


 


 


 


 


 


 


 


 


 


 


3.6.6.6 The use of “gag” clauses in Provider contracts is prohibited. 


LIBERTY does not support or include “gag” clauses in our provider contracts.   


 


3.6.6.7 All provider contracts must be made available to the DHCFP within five (5) 
business days of the request.  


Our executed provider contracts are stored in our MIS system and can be accessed at 
any time.  We will make available to the DHCFP of provider contracts within five (5) 
business days of the request. 


 


Fees. In exchange for the provision of Covered Services to Members, Dental Office 
shall be compensated in accordance with the applicable compensation set forth 
in an Exhibit and/or in the applicable compensation addendum or fee schedule 
based upon the applicable coverage of the Dental Plan(s) in which Dental Office 
participates. LIBERTY shall pay or deny Dental Office claims in accordance with 
any applicable prompt payment statutes. Dental Office acknowledges and agrees 
that all such compensation will be based on the current, applicable Dental Plan(s). 
Dental Office agrees to accept such compensation and any applicable Cost 
Sharing as payment in full for the rendered Covered Services. Dental Office 
acknowledges that LIBERTY shall not be liable in any way for payment for Covered 
Services rendered by Dental Office to Members to the extent such payment is the 
responsibility of the Payor under the applicable Dental Plan. In addition, LIBERTY 
shall not directly or indirectly make payment to a Dental Office as an inducement 
to reduce or limit medically necessary services furnished to a Member.  
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3.6.6.8 The vendor will support and participate in any future grants awarded to 
Medicaid that affect vendors or vendor recipients.   


LIBERTY has participated in various events in support of the Medicaid programs in 
multiple States, such as health fairs, free oral screenings, golf tournaments and 
sponsorship to FQHCs.  We will continue to support and participate in any future grants 
awarded to Medicaid that can favorably affect Nevada’s recipients.     


 


3.6.6.9 The vendor will be subject to ACA requirements for Medicaid enrollment. 


Network Managers are responsible for obtaining all necessary applications and 
required contracting information and credentialing documents from the dental 
providers during the contracting process. Network Managers will work with the dental 
offices if they have not yet enrolled in the Nevada Medicaid program to provide 
enrollment instructions, contact information, and education to help them register with 
Medicaid. Our contracting process requires that each dentist is registered with 
Medicaid and has a valid Medicaid identification number. 


 


3.6.7 Provider Directory 


The vendor will publish its provider directory which includes all providers including 
FQHCs, and any subcontractors’ provider directory via an Internet website upon 
contract implementation and will update the website on a monthly basis for all 
geographic service areas.  Listed providers in the vendor network must be active, 
currently providing care or accepting new patients on behalf of the vendor and the 
provider’s demographic data must be accurate. The vendor will provide the DHCFP 
with the most current provider directory upon contract award for each geographic 
service area.  Upon request by the DHCFP, the vendor must confirm the network 
adequacy and accessibility of its provider network and any subcontractor’s provider 
network. When queried at least 90% of listed providers will confirm participation in the 
vendor’s network.  


On a monthly basis, no later than the tenth (10) day of the month, the Vendor will 
submit to the DHCFP a list of all providers who have been enrolled and a list of all 
providers who have disenrolled, deactivated, terminated, decredentials or been 
removed from the active provider enrollment in the previous month.  


Our provider directory assists members in finding and accessing care where they are 
most comfortable. The provider directory helps members find providers that fit their 
preferences (e.g. gender, location, accessibility, etc.). The provider directory is 
available in hard copy in our threshold languages and on our website. 
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When we are notified that a provider is no longer accepting new members, we 
immediately “close” the provider in our system.  This action prevents the provider from 
appearing in our online provider directory or our web search.  In addition, our Member 
Services Department sees the “close” status and will refer members to the next closest 
provider. The results of our findings will be reported to DHCFP on a quarterly basis. 


Please find our dentist search sample in Figure 3.6.7-1. 


FIGURE 3.6.7-1. SAMPLE DENTIST SEARCH 
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3.6.8 Recipient Communications   


All general communications to recipients must be written at an eighth (8th) grade level 
of understanding reflecting cultural competence and linguistic abilities.  The DHCFP 
must approve initial mass letter mailings and brochures or any subsequent change in 
content for recipients, exclusive of Dental educational and disease management 
information, prior to release. If the DHCFP does not respond within ten (10) business 
days, the vendor may consider the communication approved.  This provision does not 
pertain to communications on specific topics to individual recipients. 


We have extensive experience with a membership base that is culturally, linguistically, 
geographically, and demographically diverse. Understanding the multi-cultural nature 
of our member populations, we ensure our written communications are available in 
various languages according to the need of the area we are serving.  


We also recognize that our membership has varying literacy rates and that Medicaid 
subgroups have many persons with low literacy. LIBERTY utilizes readability statistics 
tools, including Flesch-Kincaid and will ensure all written materials are at the 
appropriate eighth (8th) grade reading level, in the proper font sizes, translated into all 
required threshold languages (including both English and Spanish), and in formats for 
the visually and/or hearing impaired prior to submitting to DHCFP for approval. We 
understand and agree that all initial mass letter mailings and brochures or subsequent 
changes in content for recipients must be approved by DHCFP and if DHCFP does not 
respond within ten (10) business days we may consider the communication approved.  


Our local Nevada-based team will be involved in the creation of these materials to 
ensure that we reflect the regional culture in our communications. We will work with 
DHCFP to create an efficient process to expedite submission and approval. We will 
revise, finalize, and return the documents to DHCFP for final review within ten (10) 
business days after receipt of revisions identified by DHCFP.  We further agree that all 
costs associated with developing, printing and distributing materials are our 
responsibility. 


Our Director of Fulfilment will ensure that all member-facing materials receive DHCFP 
approval prior to printing and/or releasing materials for mass distribution, whether 
printed or electronic. If materials have not received DHCFP approval within 10 business 
days of submission, the Director of Fulfilment will send the materials back to the 
appropriate Account Executive and/or Director of Compliance to ensure approval is 
received prior to distribution.  
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3.6.9 Provider Communications 


All general communications to providers including mass mailings, fax-blasts, brochures, 
batch emails, and communications specifically mentioned in this contract must be 
copied to the DHCFP. This provision does not pertain to communications on specific 
topics to individual providers. 


We communicate with our network providers as a group through the distribution of 
quarterly newsletters and provider alerts via fax blasts, in which we continually update 
them on policies, guidelines and new legislation.  We also include reminders on our 
Language Assistance Program, Accessibility Standard expectations, and Quality 
Assurance requirements.  Before sending out a general communication to our 
providers, we will send a copy of the content to DHCFP for review.    
 


3.6.10 Provider Policy and Procedure Manual 


3.6.10.1 The vendor must prepare a Provider Policy and Procedure Manual.  The vendor 
shall document the approval of the provider manual by the vendor’s Dental Director, 
and shall maintain documentation verifying that the provider manual is reviewed and 
updated at least annually. 


3.6.10.2 The vendor must furnish one (1) copy of the manual to each provider upon 
recruitment into the network before provider has signed a contract, and must update 
all copies of the manual in each provider’s possession when changes are made by the 
vendor.  Provider update notices sent via facsimile, mail, and/or e-mail may be utilized 
to update the provider manual when changes are made by the vendor.  The vendor 
can meet this requirement by furnishing one (1) copy of the manual and one (1) copy 
of the manual updates to each provider practice where several providers within the 
practice are participants in the network. If a provider agrees, the manual may be 
provided in electronic format. One (1) hard copy and one (1) electronic copy of the 
Provider Manual shall be provided to the DHCFP.  That electronic copy must be 
updated with the same frequency as the hardcopy manual copies furnished to 
providers.  The manual shall include, at a minimum, the following information: 


A. The policies and procedures to be implemented by the vendor to ensure provider 
contract compliance; 


B. The procedures governing verification of recipient eligibility and the process for 
receiving and disseminating recipient enrollment data to participating providers;  


C. Prior authorization procedures and requirements; 


D. The procedures for claims administration; 


E. Provider credentialing criteria; 


F. Provider network management; 
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G. The benefits and limitations available to enrolled recipients under the program, 
including any restrictions on recipients’ freedom of choice imposed by the program 
and any/all payment obligations; 


H. Administrative and billing instructions, including: a list of procedure codes; edits; 
units; payment rates; and all pertinent information necessary to submit a clean 
claim in a timely manner; 


I. Procedure to dispute adverse payment and contract decisions; and  


J. Policies and procedures to be implemented by the Vendor to manage quality 
improvement and recipient service utilization. 


 


We understand and will comply with the provisions of Section 3.6.10, Our Provider Policy 
and Procedure Manual will include all minimum requirements outlined in 3.6.10.2 A-J. 


Quality assurance and commitment to recipient care begins with up-to-date, accurate 
policies and procedures that reflect current processes and changes in federal, state, 
LIBERTY, and DHCFP requirements. We understand the importance of adhering to 
compliance regulations at all times, and diligently maintain our information and 
processes to reflect industry standards.   


When preparing our Provider Policy and Procedure (Provider Manual), we include all 
operational areas to ensure all relevant topics are covered so providers know how to 
administer our programs and specific State Medicaid program.  We have an approval 
process that includes final review by our Dental Director and/or Chief Dental Officer.  
Our policies and procedures are reviewed and updated at least annually or more 
frequent as needed when changes occur.  


Our Provider Manual is a comprehensive document designed to inform network 
providers of our guidelines and requirements to assist them in caring for Nevada 
Medicaid recipients. We will maintain a Nevada approved manual, and we will update 
this to include all requirements and changes specific to Medicaid policies and 
procedures.  This includes, but is not limited to, appointment times for periodic 
evaluations, urgent (requiring immediate attention), non-urgent (problem focused), 
after hours, and whether provider accepts new membership. Additionally, any other 
policy and procedure manuals (i.e., information security, physical access, information 
technology, etc.) that are affected by internal, DHCFP or governmental regulation 
changes will also be updated on an ongoing basis. 


Training is a critical element in ensuring the success of the Nevada Medicaid program. 
Providers and their staff must be knowledgeable in the terms and expectations of 
DHCFP as outlined in our Provider Manual, and be equipped to comply with all aspects 
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of the program. If LIBERTY is awarded this contract, DHCFP providers and their staff will 
be given comprehensive, in-office training on the DHCFP-approved Provider Manual by 
an assigned Network Manager. Since they conduct provider training in-person, our 
Network Managers can get a sense of where the provider’s staff may need additional 
instruction or explanation, and tailor the training accordingly. Providers can additionally 
obtain an electronic copy of the Provider Manual on our provider portal, or contact our 
Member Services department to obtain a hard copy at any time.      


At the end of the initial training, we will leave our Provider Manual and Orientation 
Brochure with the provider’s staff. This brochure highlights and summarizes the critical 
elements of the Provider Manual in an easy-to-read format. Topics covered in the 
Orientation Brochure include patient access and quality standards, specialty care 
referrals, eligibility, grievance and appeals information, and contact information for the 
provider’s assigned Network Manager, as well as general information and claims 
submission instructions. A sample of our Orientation Brochure is enclosed as Attachment 
8. This brochure will be customized for the Nevada Medicaid program to meet specific 
DHCFP requirements.   


In addition to reviewing the Provider Manual with providers and their staff, our Network 
Managers also review the following: 


 Benefit schedules – we review benefit plans that providers currently participate to 
ensure that they understand patient copayment or payment obligation if applicable 


 Provider Reimbursement Schedule – we provide and review a copy of providers’ fee 
schedule to ensure that they understand how the program is reimbursed and how to 
submit claims to ensure prompt payment 


To ensure that our team is aware of new requirements, our Compliance department 
monitors and researches any changes to the State regulations or requirements and 
makes the necessary changes to all applicable manuals accordingly, and in a timely 
manner.  As a general rule, we review the contents of all policies and procedures 
annually for updates, and as needed. In all instances, we would collaborate with DHCFP 
to alert you to industry revisions, as well as ensure all changes to our manuals remain in 
compliance with your specifications.      


When policies and procedures need to be revised, whether initiated by LIBERTY or 
DHCFP, we will make necessary updates to our Provider Manual and submit a hard 
copy and an electronic copy to DHCFP for approval.  As soon as a revised Provider 
Manual is approved, we update our provider portal and website to ensure that 
providers can access the most current version.  We send notification to providers of the 
changes via fax blasts or mail.   
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By maintaining an updated Provider Manual, we ensure that our providers remain in 
compliance and will adhere to the expectations set forth by the Nevada Medicaid 
program. This level of training provides recipients with the quality of service they have 
come to expect from LIBERTY. 


 


3.6.10.3 Provider Workshops 


The vendor must conduct, at least annually, provider workshops in the geographic 
service area to accommodate each provider site.  In addition to presenting education 
and training materials of interest to all providers, recent changes in policy or procedures 
should be provided.  All sessions should reinforce information on the need for providers 
to verify recipient eligibility and enrollment prior to rendering services in order to ensure 
that the recipient is Medicaid-eligible and that claims are submitted to the responsible 
entity.  Individual provider site visits will suffice for the annual training requirement. 


We will communicate with providers through the distribution of quarterly newsletters and 
provider alerts, where we continually update them on policies, guidelines and new 
legislation.  We also include reminders on our Language Assistance Program, Eligibility 
Verification, Accessibility Standard expectations and Quality Assurance requirements. 
Our Language Assistance Program utilizes both our internal multi-lingual Member 
Services staff and interpreter services, which are available to both the dentists and their 
staff.  Service calls and visits are all tracked and reported on a monthly basis to our 
Quality Management committee.  When an urgent message needs to be sent out to the 
network we use a fax blast system to immediately send out our announcements and 
post them on our online provider portal.   
 
We can conduct provider workshops at specified geographic area annually; however, 
we find that provider site visits strengthen our working relationships with the providers.  
Site visits allow our Network Manager to discuss with providers and their staff any 
questions or feedback that they have in regards to the program.  We evaluate the 
feedback received to address and make necessary enhancements to our policies and 
procedures so we can better serve the Medicaid recipients.       
 


3.6.11 Network Maintenance 


Maintenance of the network includes, but is not limited to: 


a. Initial and ongoing credentialing;  


b. Adding, deleting, and periodic contract renewal; 


c. Provider education; and 
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d. Discipline/termination. 


To maintain and support a provider network that creates the highest standard of care 
for our recipients, we assign a Network Manager to each dental provider. Our Network 
Managers are the liaisons to our providers, and are their main point of contact 
whenever a need or question arises. The Network Manager performs an initial service 
visit to the provider’s office upon contract execution, and then follows up annually, or 
more frequently, if indicated. Service visits further strengthen the working relationship 
and provide assistance with issues or questions.   


Additionally, the Network Manager provides education and training to our providers 
and their staff during the onboarding process, after staff changes, and upon request.  
Our Network Managers encourage and support providers to participate in various 
community-sponsored events, such as health fairs, as a way to provide free screenings 
and conduct recipient outreach.  


Our Network Managers maintain and ensure the highest quality in our provider networks 
through various approaches: 1) Conducting service calls 2) Reviewing utilization 
patterns 3) Addressing recipient complaints, and 4) Monitoring provider networks.  
These are each described in more detail below. 


1. Conducting Service Calls 
a. Adding/deleting and periodic contract renewals 


At each provider service call, the Network Manager confirms that the provider 
profile is current. This includes, but is not limited to, confirming wait times for periodic 
evaluations, wait times for non-urgent and urgent appointments, languages spoken, 
after hours, dentists participating at the practice, and whether they are accepting 
new recipients. 


b. Provider education  


Next, the Network Manager discusses any new policies or procedures that have 
been implemented that could impact Nevada recipients. We remind providers and 
their staff where to locate and request a copy of the Provider Manual. In addition, 
we review any concerns or issues that need to be discussed with providers or their 
staff. This strengthens our partnership as we work together to resolve issues.  


Each service call is documented using our Provider Service Report (PSR) (Figure 
3.6.11-1) summarizing the discussion and findings.  If there are changes with the 
provider profile, we update the information in our system accordingly.    
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FIGURE 3.6.11-1. PROVIDER SERVICE REPORT 
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2. Reviewing Utilization Patterns – discipline/termination 
Our core MIS system allows us to identify unique elements on claims through custom 
logic, providing us with an opportunity to evaluate for Fraud Waste and Abuse (FWA) 
or other outliers. Key elements of data are then analyzed by our Utilization 
Management team to help minimize or eliminate potential FWA, while maximizing 
effectiveness of care. If a provider is identified as having any aberrant utilization 
pattern, the Network Manager is notified. The Network Manager will schedule a 
counseling session with the provider, the provider staff, and our Dental Director to 
review claims in question, discuss patterns identified, evaluate standards of care, 
and determine next steps. A summary of the meeting is documented using our 
Provider Service Report (PSR).  We also take this opportunity to educate providers 
and review our general standards of care, reminding them of our policies and 
procedures.  A follow up meeting is scheduled within 60 or 90 days (depends on the 
severity of the concern) to evaluate if there was improvement.  If no improvement is 
made, we may restrict the provider to new recipients and ultimately proceed in 
terminating the provider from the network.  An example has been provided in the 
sidebar.       


If we do proceed with restricting or terminating a provider, we will evaluate the 
overall network to ensure that recipients continue to have ample choices, and 
communicate this change to the membership. Our ultimate concern, whenever 
there is a change to the provider network, will be that all changes to access and 
availability are clearly and timely communicated to Nevada recipients.           


3. Addressing Recipient Complaints  
We are able to track and trend recipient complaints, including those that are 
provider-specific. If a trend is identified where a provider has a high number of 
complaints, the Network Manager is notified. The Network Manager schedules a 
counseling session with the provider and their staff to discuss the specific 
complaints. The Network Manager reviews our policies and procedures as they 
apply to the complaint. If necessary, the Network Manager may conduct an 
unannounced service call.  A summary of all meetings are documented using our 
Provider Service Report.  Depending on the nature of a complaint, the Network 
Manager follows up to ensure any corrective action is completed until the issue is 
resolved.       


4. Monitoring Provider Networks 
Network Managers are highly familiar with their assigned territories, and use various 
tools and reports (such as GeoAccess) to confirm when it is necessary to add 
dentists to the network.  GeoAccess reports are reviewed at least quarterly and as 
often as needed when changes impact the network. When there is a change to the 
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provider network, such as termination or a provider not accepting new recipients, 
Network Managers research our system to identify existing providers that are 
currently participating within 5 or 10 mile radius. This determines the urgency of 
adding new dentists to the network.      


5. Re-Credentialing 
Our provider re-credentialing cycle repeats every three years (or more frequently 
should an issue be identified).  Sixty days before the re-credentialing date, the 
dentist will receive a written request to submit required documents to our designated 
CVO.  If a provider fails to forward any required information to the CVO, our 
Credentialing Coordinator will assist in obtaining the missing or expired information. 
We utilize a Peer Review Committee to review any contracted provider who has 
generated an adverse report. Explanations are then assessed and determined to be 
either inadequate or satisfactory. Failure to comply with requests for information can 
result in provider termination from the network. 
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3.7	DENTAL	RECORDS 
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3.7 DENTAL RECORDS 
3.7.1 Complete dental records shall be maintained by the vendor’s contracted 
providers, for each enrolled recipient in accordance with this RFP.  The records shall be 
available for review by duly authorized representatives of the State and CMS upon 
request. 


3.7.2 The vendor shall have written policies and procedures to maintain the 
confidentiality, accessibility and availability, record keeping, and record review process 
for all dental records. Not more than ten (10) calendar days after submitting a request, 
the State shall have access to a recipient’s dental record, whether electronic or paper, 
and has the right to obtain copies at the vendor’s expense. 


3.7.3 The recipient’s dental record is the property of the provider who generates the 
record. The vendor shall assist the recipient or the parent/legal guardian of the 
recipient in obtaining a copy of the recipient’s dental records, upon written request, 
from the provider. Records shall be furnished in a timely manner upon receipt of such a 
request but not more than thirty (30) calendar days from the date of request.  Each 
recipient or parent/legal guardian of the recipient is entitled to one (1) free copy of the 
requested dental records.  The fee for additional copies shall not exceed the actual 
cost of time and materials used to compile copy and furnish such records. 


3.7.4 When an enrolled recipient changes primary care providers and/or health plans, 
the vendor’s contracted provider must forward all dental records in their possession to 
the new provider within ten (10) business days from receipt of the request. 


Our provider agreement and Provider Manual require that network providers maintain 
complete dental records of recipients and make them available upon request to 
LIBERTY, recipients, CMS, and applicable State agencies.    Upon award of contract, we 
will update our provider agreement and Provider Manual to reflect DHCFP timeframes 
regarding dental records.  In addition, we will educate our Nevada providers of the 
dental record requests requirements during our initial orientation and ongoing training 
via fax blast, newsletter and web portal.     


LIBERTY has written policies and procedures in place to maintain the confidentiality, 
accessibility and availability, record keeping, and record review process for all dental 
records. 


Dental Records Availability  
Member dental records must be kept and maintained in compliance with applicable 
state and federal regulations. Complete dental records of active or inactive patients 
must be accessible for a minimum of 10 years, even if the facility is no longer under 
contract.  
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Dental records must be comprehensive, organized, and legible. All entries should be in 
ink, signed, and dated by the treating dentist or other licensed health care professional 
who performed services.  


We will require contracted dentists to make available copies of all patient records to 
LIBERTY, recipients, CMS, and applicable State agencies upon request and in 
compliance with the requirements outlined in 3.7. Non-compliance with requests may 
result in disciplinary actions, up to and including transfer of enrollment or closure to new 
enrollment. Continued non-compliance may result in termination. 


Our standard provider contract language is shown below in Figure 3.7-1. 


FIGURE 3.7-1 INSPECTION, EVALUATION, AUDIT; DOCUMENT RETENTION 
 


 


 


2.6 Inspection, Evaluation, Audit; Document Retention.  


(a) Access to Records. Dental Office shall permit LIBERTY, upon advance written 
notice, and all applicable governmental agencies or divisions (and/or the designees 
of LIBERTY or such governmental agency/division) to inspect, evaluate and audit any 
physical facilities and equipment, books, contracts, documents, papers, records, 
including dental records and documentation of the Dental Office that pertain to 
Members, any aspect of Covered Services performed, reconciliation of benefits and 
determination of amounts payable (the “Records”). Dental Office shall cooperate 
and assist with, and provide the Records to, LIBERTY and any applicable 
governmental agency/division (and/or their designees) for purposes of the above 
inspections, evaluations, and/or audits, or as otherwise requested by LIBERTY from 
time to time. Dental Office shall notify LIBERTY of any disclosure of Records it is 
required to make to a governmental agency or division. Dental Office may not make 
the access or the provision of Records described in this Section 2.6(a) contingent 
upon a confidentiality statement or agreement. The above-described rights to 
inspect evaluate and audit will extend through the period during which Dental Office 
is required to maintain the Records as set forth in Section 2.6(b) below.  


(b) Retention Period. Dental Office shall maintain the Records for ten (10) years from 
the termination or expiration of the Agreement or the completion date of any audit 
conducted pursuant to Section 2.6(a) (whichever is later), unless otherwise required 
by law.  
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3.8	QUALITY	ASSURANCE	STANDARDS 
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3.8 QUALITY ASSURANCE STANDARDS 


3.8.1 Overview 


The common goal of the managed care program is a successful partnership with 
quality dental plans to provide care to the DHCFP recipients, while focusing on 
continuous quality improvement.   


The role of vendor is to ensure accessibility and availability to appropriate dental care, 
provide for continuity of care, and provide quality care to enrolled recipients.  
Recipients benefit from preventive dental care services, the quality and availability of 
which are monitored and evaluated by the DHCFP in conjunction with the DHCFP’s 
EQRO contractor.  The vendor is required to work collaboratively with the DHCFP and 
the EQRO in these quality monitoring and evaluation activities. The vendor will 
designate a lead person to work with the DHCFP on quality management. By virtue of 
the DHCFP’s contract with the EQRO and the federal regulations which set forth the 
State’s mandates for an EQRO, the vendor will be required to provide reporting data 
beyond that stipulated in this section and will participate in those additional EQRO 
activities as assigned and required by the DHCFP. 


We are committed to continuous improvement in the service delivery and quality of 
clinical dental care provided to members. At LIBERTY, quality is the hallmark of 
everything we do. We value quality as central to our workplace culture, rather than as a 
component within the health plan. Our processes, systems, policies, and procedures 
are designed to facilitate the incorporation of quality throughout every component of 
the organization.  LIBERTY employees have performance goals designed to further 
quality improvement in every functional area within the enterprise, as all employees 
advocates quality.  Our extensive Quality Management and Improvement (QMI) 
program allows us to pursue the goal of excellence and safety of clinical care and 
services provided to our members through LIBERTY’s network of providers and our 
programs and services.  


LIBERTY’s QMI program ensures that the quality of care provided is being reviewed by 
dentists, quality of care problems are identified and corrected, and follow-up is 
scheduled when indicated. The QMI program continuously and objectively assesses 
dental patient care services and systems, and monitors compliance with prescribed 
standards to ensure a constant process of quality improvement that encompasses 
clinical and non-clinical functions. 


We currently serve over 2 million Medicaid recipients in 6 states and have extensive 
experience working with state governmental agencies, as well as EQRO contractors, to 
monitor and assess the quality of care provided to our recipients.  
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LIBERTY has been subject to routine dental surveys, conducted by the California 
Department of Managed Health Care (DHMC) and Department. of Health Care 
Services, at three year intervals.  The purpose of the survey is to assess the overall 
performance of LIBERTY in providing health care benefits and meeting the health care 
needs of our recipients in compliance with regulatory requirements.  LIBERTY received 
no deficiencies during our last routine survey. The survey is a comprehensive evaluation 
of our clinical and non-clinical process.  


 


3.8.2 Quality Measurements 
3.8.2.1 The DHCFP will update Nevada’s Quality Strategy to indicate the set of dental 
quality measures to be reported. The DHCFP and/or the EQRO may conduct on-site 
review as needed to validate dental measures reported. The vendor must use audited 
data, and is responsible for ensuring all updates to the measure are reflected in the 
final, reported rates. The DHCFP reserves the right to require the vendor to conduct 
special focus studies and report on additional quality measures when requested. 


3.8.2.2 On an annual basis, vendors are required to report on all performance 
measures listed in the State Quality Strategy.  
3.8.2.3 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early 
Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 


A. Standard 
1. The vendor shall take affirmative steps to achieve at least a 


participation rate greater than or equal to the national average for 
EPSDT dental screenings.   


2. The DHCFP and/or the EQRO may conduct desk and/or on-site review 
as needed, to include, but not be limited to: policy/procedure for EPSDT, 
service delivery, data tracking and analysis, language in dental care 
provider contracts, and the process for notification of recipients.  
Vendor internal quality assurance of the EPSDT program shall include 
monitoring and evaluation of the referrals that are the result of an EPSDT 
dental screening.  


B. The vendor is required to submit the CMS 416 EPSDT Participation Report to the 
DHCFP for each quarter of the federal fiscal year (FFY), October 1st through 
September 30th.  The vendor is required to submit the final CMS 416 Report to 
the DHCFP no later than March 1st after the FFY reporting period concludes.  
The vendor must send a quarterly report in order to track the progress the 
Vendor is making throughout the year.  The vendor is required to complete all 
dental line items of the CMS 416 Report applicable for dental care and submit 
separate reports for the NCU, FMC, and CHIP Medicaid expansion.  
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On behalf of a Florida 
Medicaid Managed 
Care Health Plan, we 


manage approximately 
700,000 dental Medicaid 
members throughout the 
State of Florida. Over the 
past two years, we have 
been actively involved in 


efforts to improve and 
exceed HEDIS scores for 


overall utilization. 


 To date, we have 
reached a score of 43% 
(based upon data from 


August 2014-July 2015), a 
significant improvement 
from 23%-26% in 2000-
2013, according to the 


Health Policy 
Institute/American Dental 


Association report. 


 


1.  If the vendor cannot satisfactorily demonstrate to the DHCFP at least a 
participation rate not less than the Quality Improvement system for 
Managed Care (QISMIC) improvement measure, as determined by the 
DHCFP or its contracted EQRO, the DHCFP may require the vendor to 
submit a Plan of Correction (POC) to the DHCFP. 


Experience using Performance Measures 
LIBERTY has experience monitoring and reporting on various 
types of performance measures. We currently generate 
HEDIS, CHIP Core Set and CMS-416 measures and reports, 
specifically measuring 12-A through 12-E for dental utilization. 
We monitor these reports to develop comprehensive action 
plans to increase utilization of services, especially preventive 
dental services for recipients. We will submit the CMS 416 
EPSDT Participation Report to the DHCFP for each quarter of 
the federal fiscal year (FFY), October 1st through September 
30th. 


LIBERTY has the necessary systems and resources in place to 
collect clinical indicator data to implement deliberate 
strategies to improve outcomes and performance measures.  
Once clinical and non-clinical areas of measurement have 
been identified, we analyze the data collected by 
geographic location and demographic composition and 
develop programs, initiatives, and or campaigns targeted at 
improving performance measures and overall dental services 
for program Recipients.   


We have extensive experience and quantifiable success with HEDIS data collection and 
related activities designed to improve dental health care for Medicaid and CHIP 
programs. 


Table 3.8.2.3-1 is a report for a Florida health plan with which we are contracted to 
provide dental services for Medicaid enrollees. This health plan has specific utilization 
goals to reach year-by-year starting in 2017. The table shows that LIBERTY, acting on 
behalf of the FL health plan, has already reached the 2019 goal for the preventive 
measure, the 2018 goal for dental treatment measure and the 2020 goal for Annual 
Dental Visit (ADV) measure. 
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TABLE 3.8.2.3-1. FLORIDA MEDICAID PERFORMANCE MEASURE GOALS VS.2015 ACTUAL 
PERFORMANCE 


 


  2017 2018 2019 2020 2021 
LIBERTY FL 
Plan 2015 


Preventive 30% 32% 35% 38% 42% 36.0% 
Dental Treatment Services 14% 16% 18% 20% 22% 16.4% 
Annual Dental Visit (ADV) 45% 46% 47% 48% 49% 48.2% 


 
We also have extensive experience monitoring and reporting CMS performance 
measures. Below are results for a Medicaid health plan in Illinois with whom we are 
contracted to provide dental services to Medicaid enrollees (Table 3.8.2.3-2). For 
reporting period July 2015 - June 2016, our Illinois plan is running between 15% and 86% 
higher than the overall State of Illinois CMS-416 calendar year 2015 results. The largest 
variance is in sealants, with our Illinois plan showing a 26.4% usage rate compared to 
the overall State of Illinois' results of 14.2%.  


TABLE 3.8.2.3-2. LIBERTY ILLINOIS PLAN PERFORMANCE OUTCOMES 
 


CMS-416 Measure 2015 Illinois State 7/15 - 6/16 IL Plan 
IL Plan Higher 


than Statewide  
12a - Any Dental Service 37.4% 48.0% 28.5% 
12b - Preventive 33.9% 45.4% 33.9% 
12c - Dental Treatment Services 13.1% 15.2% 15.8% 
12d - Sealants 14.2% 26.4% 86.1% 
12e - Dental Diagnostic Services 35.7% 46.9% 31.5% 
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Automated reports are generated from LIBERTY’s MIS system, along with satisfaction 
survey results, to evaluate dentally appropriate measures. As directed by the Dental 
Director, the Quality Assurance (QA) Coordinator ensures that all aspects of monitoring 
and evaluation meet applicable state and federal privacy/confidentiality laws and that 
reports of such activities are delivered to the QMI Committee, health plan partners, and 
regulatory agencies, as required. LIBERTY will report annually on all required 
performance measures, including those determined by the State of Nevada and 
included in the State Quality Strategy. 
 
EPSDT Outreach and Engagement Strategy 
Member engagement and EPSDT outreach provides us with the opportunity to 
continuously provide accessible, comprehensive, family-centered, and culturally 
effective coordination of dental health care for our members. LIBERTY allows and 
encourages members to choose a “Dental Home” primary care dental office to 
promote continuity of care and awareness of being an active participant in one’s oral 
health care.  (Persons not proactively selecting a Dental Home are assigned to a 
provider our algorithms determine to be their best fit.)  While members can seek 
services from any network provider, the “Dental Home” has proven to increase 
utilization of preventive dental visits, and yield overall improvement to oral health. 
Beyond establishing the optimal Dental Home for each of our members, we believe it is 
important to continuously reach out and create awareness of routine and EPSDT 
services available as part of our outreach initiatives.  


LIBERTY understands that member (and parent or guardian) education and 
engagement is an essential part of improving oral health outcomes and is paramount to 
getting members into the continuum of care, and thus improving their overall quality of 
life. As described in this response, LIBERTY offers numerous pediatric-specific services 
focused on improving oral health.  


Local Nevada Office 
We will hire an Executive Director based in Nevada at our longstanding Las Vegas 
operations center to manage the Medicaid and Check Up program. Our local staff will 
coordinate and participate in wellness events and health fairs, meet with providers to 
create custom programs, and participate in the development of specific member 
outreach and educational materials. Our existing Nevada presence (including 54 
current employees) provide us with local insight into the types of outreach programs 
that will be most effective in increasing EPSDT service utilization among members.  
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Member Education  
To ensure our education and outreach efforts have the greatest positive impact for the 
members, we will work in collaboration with the State of Nevada, DHCFP and other local 
entities, programs, advocates, and stakeholders to develop oral health improvement 
programs. 


Our processes to track compliance with the dental components of EPSDT and to 
conduct tailored outreach are extensive and will be utilized in Nevada. For example, 
we reach out to new members upon enrollment to educate members on the benefits of 
participation in a Dental Home and establish the importance of routine and preventive 
care. Members will receive our welcome enrollment packet as part of our initial 
outreach. We then primarily use a combination of outbound call and home mailing 
campaigns to support our outreach initiatives and educate our members on the 
importance of dental care. Our onsite, regional Nevada team of experts, dedicated to 
the overall success of the DHCFP program, will also be supporting our local education 
efforts as part of our outreach initiatives. This will include, but not be limited to, meeting 
with DHCFP providers to partner with them on outreach efforts, using local mobile 
vendors for school based dental programs, and identifying and analyzing specific areas 
for utilization improvement based on data analysis trends. 


LIBERTY also produces educational material for our providers on our various programs, 
which we distribute at health fairs, provider offices, and on our website. Examples of 
these materials can be found in Figure 3.8.2.3-3.  
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FIGURE 3.8.2.3-3. EDUCATION MATERIALS FOR MEMBERS 
 


  


EPSDT Outreach Programs 
Below are examples of some of the outreach campaigns we have conducted, and 
which we will implement in Nevada. 


1st Tooth 1st Birthday Initiative 
We have worked alongside states, numerous advocates, and other 
stakeholders over several years to identify ways and means to improve 
quality within our Medicaid programs. Through analysis of utilization 
trends and discussions with numerous member advocates, we identified 


a barrier to access issue for members between the ages of zero to one. Specifically, 
some providers were refusing to treat members at this age and parents/guardians did 
not see the importance of having children seen by a dentist at this age. We 
immediately launched a 1st Tooth 1st Birthday campaign for California Medi-cal 
(Medicaid), in conjunction with our network providers to ensure our youngest members 
receive routine preventive, diagnostic, and specialty dental care. Our mission was to 
promote awareness of the American Academy of Pediatric Dentistry’s (AAPD) 
recommendation to “Get it Done in Year One.”  
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We called the parents/guardians of each of our 
members aged one and younger to encourage 
and assist them in selecting a Dental Home to foster 
their relationship with a general or pediatric dentist. 
We also reached out to our provider network, and 
reminded them of the importance of seeing 
children by their first tooth/first birthday. While this 
campaign was specifically focused on children 
aged one and younger, we routinely perform 
similar campaigns for children of all ages.   


Fluoride Initiative for Children 
In analyzing utilization trend analysis, 
LIBERTY identified that many of our 
members were not receiving a high 


percentage of fluoride treatments during their office 
visits.  Research shows that a simple fluoride swab 
may be critical to eliminating or diminishing dental 
disease. Visiting a dental provider at an early age 
for oral health examinations and preventive 
services significantly decreases or eliminates a 
child’s anxiety about dental treatment. Therefore, 
we developed the Fluoride Initiative in California to 
increase early fluoride application on children 
three years and younger and strengthen the 
Member/Dental Home relationship. Our initiative 
focused on a combination of outreach and 
education by reaching out to providers and 
members through mailings and flyers. Additionally, 
we designed and implemented a successful 
outbound call campaign, in which our Member 
Service Representatives (MSRs) call parents to inform them about the program. If the 
parent agrees to participate, the MSR warm transfers the member to the provider office 
to schedule an appointment. This outreach program often resulted in parents securing 
first time dental appointments for their young children. To measure our progress and 
success, we used claims data to determine the number of eligible children between the 
ages of zero and three years old, who received fluoride treatments prior to the initiative 
and again following the initiative. Our program resulted in the improvement of fluoride 
treatment utilization rates in the California Medicaid Managed Care Program by 31 
percentage points for our members.  
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School Based Dental Programs 
Understanding that the most effective way to improve sealant rates is to go to where the 
children are, as opposed to waiting for them to come to us, we work with mobile dental 
providers to create and expand current school based dental programs. For example, in 
Florida, we are contracted statewide with mobile van dental providers and pay them on 
a fee-for-service basis for their services performed in schools. We track their progress 
and work closely with them on outreach efforts in coordination with our health plan and 
dental provider partners. In California, we are contracted with mobile van providers and 
recently developed a proprietary mobile unit program with The Centers for Oral Health 
(COH) in Sacramento County.  


Sealant Utilization - Provider Engagement & Pay for Performance Programs 
Provider engagement in the process of increasing sealant utilization is paramount, and 
we approach this need from numerous angles. By identifying providers who currently 
provide a high rate of sealants, we can guide more members to these providers through 
our Dental Home efforts and provider location services, both within member services 
and through our online portals. Partnering with providers and creating Pay for 
Performance programs has proven effective in increasing sealant rates. As an example, 
we most recently partnered with numerous providers in the Florida Medical 
Management Assistance (MMA) program to improve usage which resulted in increases 
of pediatric sealant utilization at individual providers by as much as 200%. LIBERTY will 
work with DHCFP and Nevada providers to implement a similar program, should we 
determine that sealant utilization is a target area for improvement. 


Figure 3.8.2.3-4 provides a graph that demonstrates increased utilization of dental 
services as a direct result of our outreach efforts. After taking over dental care 
coordination responsibility for a CHIP program in California from another carrier, we 
made significant improvements in utilization between 2009 and 2011. The chart shows 
that overall use of dental services over a one-year period increased by 151%, while 
preventive dental services, including sealants, among the same population increased 
by 125% as a result of our focused improvement program. 
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FIGURE 3.8.2.3-4. UTILIZATION OF DENTAL SERVICES 
 


 


 


 


 
 


 


 
 
 
 
 


*California Healthy Families CHIP Program 
 
Tracking and Monitoring EPSDT Service Utilization  
LIBERTY runs monthly CMS-416 (measures 12a – 12f) and HEDIS® Annual Dental Visit 
(ADV) reports directly in our system to track utilization of EPSDT services, as well as 
referrals for EPSDT services, for all of our state Medicaid programs, and will do the same 
for the State of Nevada DHCFP. LIBERTY compares these reports to nationwide statistics 
as well as previous years’ statistics to measure effectiveness of current programs, to 
ensure services are delivered within established timeframes, to identify opportunities to 
improve current programs, and to identify opportunities for future programs. Members 
who are identified as not having received services within established timeframes are 
contacted via our outbound call campaigns, text messaging, and the additional EPSDT 
outreach programs listed above.  


 


3.8.3 Plan of Correction (POC) Procedure 


3.8.3.1 The POC should identify improvements and/or enhancements of existing 
outreach and education, which will assist the vendor to improve the quality 
rates/scores. A POC must include, but may not be limited to, the following:  


A. Specific problem(s) which require corrective action; 


B. The type(s) of corrective action to be taken for improvement;  


C. The goals of the corrective action;  
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D. The time-table for action;  


E. The identified changes in processes, structure, internal/external education;  


F. The type of follow-up monitoring, evaluation and improvement; and 


G. The vendor staff person(s) responsible for implementing and monitoring the POC. 


3.8.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar 
days from date of notification by the DHCFP to submit a POC, as specified.  The 
vendor’s POC will be evaluated by the DHCFP to determine whether it satisfactorily 
addresses the actions needed to correct the deficiencies. If the vendor’s POC is 
unsatisfactory, the DHCFP will indicate the section(s) requiring revision and/or necessary 
additions and request a satisfactory plan be submitted by the vendor, unless otherwise 
specified, within thirty (30) calendar days of receipt of the DHCFP’s second directive.  If 
the vendor’s second plan is unsatisfactory, the DHCFP may declare a material breach.  
Within ninety (90) calendar days after the vendor has submitted an acceptable POC or 
one has been imposed, the DHCFP will initiate a follow-up review, which may include 
an on-site review.   


 3.8.3.3 If the vendor’s non-compliance with the provision of covered medically 
necessary dental benefits and services becomes an impediment to ensuring the health 
care needs of recipients and/or the ability of providers to adequately attend to those 
health care needs, the DHCFP shall take an administrative sanction against the vendor.  
Such a sanction will disallow further enrollment and may also include adjusting auto-
assignment formulas used for the recipient enrollment purposes. Such sanctions will 
continue until vendor compliance with the provision of benefits/services is achieved. 
Liquidated damages, as outlined in the General Terms of the contract, may also be 
assessed if other measures fail to produce adequate compliance results from the 
vendor.   


We maintain a well-coordinated EPSDT program that is designed to ensure children 
receive appropriate diagnostic and preventive care. We recognize the need for 
multiple varied and innovative strategies to encourage compliance with EPSDT 
periodicity schedules and visits.  


Through our numerous Medicaid contracts throughout the country, we fully understand 
and comply with EPSDT guidelines and requirements, as well as AAPD’s 
recommendations for eligible members under age 21. This includes periodicity tables 
and the requirements to provide medically necessary screening and dental services to 
children, regardless of whether or not the services coincide with our established 
schedules for said services. We currently generate HEDIS, CHIP Core Set and CMS‐416 
measures and reports, specifically measuring 12‐A through 12‐E for dental utilization. We 
monitor these reports to develop comprehensive action plans to increase utilization of 
services—especially preventive dental services for members. 
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LIBERTY uses data to not only optimize our outreach efforts, but to objectively evaluate 
program performance capitalizing on best practices and addressing inefficiencies in 
order to improve member health, well-being and health outcomes. Our comprehensive 
efforts and systems to ensure delivery of EPSDT services include quarterly and annual 
analyses to identify population-wide trends and opportunities to improve our EPSDT 
program overall. We continuously strive to improve the quality of care delivered to our 
recipients through detailed monitoring and analysis of our data, both quantitative and 
qualitative. We identify, document, evaluate and resolve known or suspected quality of 
care issues, ensuring that corrective action plans, where necessary, are adequate to 
bring about improvement in care in conjunction with administrative systems.  


Corrective Action Plans 
On a quarterly basis, our Data Analytics and Quality Improvement teams will analyze 
EPSDT related measures for our Nevada members, looking for program performance, 
trends and opportunities for improvement. As part of these analyses, we evaluate 
outreach contacts and compliance rates in total as well as by race, region, ethnicity 
and screening or service. The insights derived are then applied to program 
enhancements. The measures we use include, but are not limited to 


 The number and percentage of recipients having screens/visits as prescribed by 
the EPSDT Periodicity Schedules; 


 Recipients receiving diagnostic and preventive services, including referrals. 
 


We will conduct periodic review of contracted Nevada provider office chart records 
using criteria based on record documentation standards and adherence to preventive 
care guidelines. The review identifies compliance with record review standards and if 
needed, opportunities for improvement. A random sample of providers is selected each 
year. The EPSDT component of our audit evaluates provider adherence with EPSDT 
recommendations within each of the randomly selected medical records Individual 
provider corrective action plans are required for providers who are below 80 percent 
compliance with all elements of our review. 


Our Plan of Correction takes the form of Corrective Action Plans (CAPs). The LIBERTY 
Dental Director can recommend remedial action in the form of corrective action plans 
and follow-up whenever inappropriate dental care is identified, over-utilization of 
services that unfavorably affect patient care, under-utilization of needed services, 
insufficient accessibility or availability of services, inappropriate referral practices or 
breaches in LIBERTY policy regarding benefit applications and charges.  
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On approval, corrective action begins with notifying the appropriate provider or internal 
functional department of the observed deficiencies and providing an explanation of 
actions required or recommended to correct the deficiencies. Corrective measures 
may include one or more of the following: 


 Clinical peer review 
 Special claims review 
 Referral to the applicable state dental board 
 More on-site assessments 
 Mandatory prior authorization 
 Member enrollment restrictions 
 Termination of the provider agreement 


 
We have included a sample of an internal Corrective Action Plan/Plan or Correction for 
our California Plan in Figure 3.8.3-1. 


FIGURE 3.8.3-1. SAMPLE INTERNAL CORRECTIVE ACTION PLAN 
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Potential Quality Issues 
As part of LIBERTY’s Quality Management and Improvement Program, our policies and 
procedures allow us to conduct investigations of Potential Quality Issues (PQIs) from a 
variety of sources, and to collate quality information about providers on a regular and 
routine basis.  


We commonly identify PQIs from grievance details, grievances ruled against the 
provider, provider onsite assessments with a failed score, onsite assessments with a 
deficient critical indicator, aberrant utilization pattern, significant departure of expected 
contractual behavior or compliance, external vendor and business partner 
identification, and others as identified from time to time. Our Dental Director or designee 
reviews each case to assess the quality of care/service provided, provides a 
determination for corrective action based on the severity of the individual case and 
researches further to determine if the deficiency is systemic, or limited to the individual 
case and researches further to determine if the deficiency is systemic, or limited to the 
individual case. Follow-up actions, including, but not limited to, provider counseling 
and/or Corrective Action Plans are required of all involved providers where a quality of 
care or service issue is confirmed. All PQIs involving action or sanction on a provider 
are discussed at the Peer Review Committee. The Peer Review Committee may provide 
direction or guidance in developing the corrective action or sanction. However, the 
final action is at the sole discretion of the Dental Director, in consultation with Legal and 
other business units, where appropriate. 
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3.9	STANDARDS	FOR	INTERNAL	QUALITY	ASSURANCE	 
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3.9 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, 
require each Prepaid Ambulatory Health Plan (PAHP) to have an ongoing quality 
assessment and performance improvement program for the services it furnishes its 
recipients. Internal Quality Assurance Programs (IQAPs) consist of systematic activities, 
undertaken by the vendor, to monitor and evaluate the care delivered to enrolled 
recipients according to predetermined, objective standards, and effect improvements 
as needed. 


In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must 
develop and maintain the ability to collect and report data on race, ethnicity, sex, 
primary language, and disability status for applicant's and recipient's parents or legal 
guardians if applicants or recipients are minors or legally incapacitated individuals.   


An annual review of the vendor will be conducted by the DHCFP or its designee.  In 
addition, the DHCFP will monitor and analyze grievances and appeals, provider 
disputes and will periodically conduct patient and provider satisfaction surveys.   


The vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  


3.9.1 The vendor must conduct performance improvement projects that are designed to 
achieve, through ongoing measurements and intervention, significant improvement, 
sustained over time that focus on clinical and non-clinical areas that are expected to 
have a favorable effect on health outcomes and recipient satisfaction and that involve 
the following: 


3.9.1.1 Measurement of performance using objective quality indicators; 


3.9.1.2 Implementation of system interventions to achieve improvement in quality; 


3.9.1.3 Evaluation of the effectiveness of the interventions; and 


3.9.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


Our Quality Management Improvement (QMI) Program is a 
comprehensive approach to Quality Improvement.  The QMI 
Program encompasses an array of well-defined processes and 
functions that are critical to the delivery of dental services.  Each 
quality improvement project is executed with the goal of 
maintaining or improving the overall health of members. 


Our Performance Improvement Projects (PIPs) are formulated 
using framework based on the Model for Improvement, and 
developed by the Associates in Process Improvement. The Plan, 
Do, Study, Act (PDSA) cycle allows us to determine if a given 
change yields an improvement.  
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Our PIPs are developed by taking a systematic approach that begins with the 
assessment of internal processes and services, prioritizing potential risk, developing a 
strategic action plan, and engaging the appropriate subject matter experts and 
business units to implement, evaluate and measure to determine effectiveness or need 
for additional enhancement. We conduct quality improvement initiatives and take 
action where indicated, including designing new services and or improving existing 
services.  


Our overall methodology includes the following components: 
 


 Problem Identification – The QMI Program uses multiple avenues to identify 
opportunities to improve care and service including, but not limited to, data 
analysis from all departments, dental record audits, focused studies, 
credentialing information, and complaints and grievances. 


 
 Prioritization – The QMI Program prioritizes identified opportunities for 


improvement based on acuity, prevalence, risk, practice standards, and 
available resources described on the annual QMI Work Plan. 


 
 Indicator Development – Indicators are selected to monitor important aspects of 


care and service. An indicator may be utilized to monitor more than one aspect 
of care or service. We establish performance goals for each indicator or study. 


 
 Data Sources – Data analyzed in QMI activities may include membership data, 


utilization and claims data, referral patterns, survey data, complaint and 
grievance data. 


 
 Data Collection, Analysis and Reporting – For each QMI activity, the most 


representative data is selected, information is compiled, results analyzed and 
reported. QMI staff interfaces with other involved departments to coordinate and 
collaborate on study design and analysis. 


 
 Development of Improvement Plans – Following analysis of collected results, the 


QMI Committee performs barrier analysis to identify opportunities for 
improvement. Individuals or teams affiliated with the specific process being 
evaluated are assigned responsibility for development and implementation of 
improvement plans.  
 


 Evaluation of Improvement Plans – Monitors are built into all improvement plans 
and are tracked through the QMI Work Plan to assess effectiveness. 
 


 Provider Feedback/Performance Assessment – At the conclusion of QMI Program 
activities, we disseminate results to dental care providers, along with 
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expectations for improvement, and opportunities for assistance from LIBERTY 
Dental in formulating improvement plans. 


 
 Disciplinary Action – When we identify a quality issue or trend that is severe 


enough to be reportable, our QMI Committee acts in accordance with the 
Corrective Action Policy and Procedures (see Appendix A). This includes the 
judicial review procedure, if requested by the provider. Corrective action will be 
reported to the State Board of State Examiners and the National Practitioner Data 
Bank. 


 
LIBERTY’s governing body and CEO are key supporters of our performance 
improvements.  This involvement of organizational leadership assures that quality 
improvement initiatives are consistent and aligned with LIBERTY’s mission and goals.  
 
We have included two examples of PIPs conducted in our California Medicaid dental 
program: 


 Fluoride Initiative for Children 
 1st Tooth 1st Birthday Initiative  


  
Fluoride Initiative for Children 
Overview 
Mindful that diligent oral health care begins at an early age, many of LIBERTY’s QIPs are 
focused on children.  Many children suffer from preventable dental diseases including 
Early Childhood Caries (ECC).  These diseases culminate into aggressive, costly 
procedures, which if not addressed early may require treatment under general 
anesthesia. Research shows that a simple fluoride swab may be critical to eliminating or 
diminishing dental disease. Visiting a dental provider at an early age for oral health 
examinations and preventive services significantly decreases or eliminates a child’s 
anxiety about dental treatment. Therefore, we developed the Fluoride Initiative in 
California to increase early fluoride application on children three years and younger. 
We will work with Nevada to consider this initiative as part of the outreach campaign, as 
it improved utilization rates of fluoride treatments in the California Medicaid Managed 
Care Program by 31 percent for our members. Below, we describe the premise of the 
outreach program, as well as its successful results. 
 


 


LIBERTY Dental Plan Performance Improvement Projects Snapshot 
Fluoride Initiative for Children – As a result of this initiative, LIBERTY improved utilization rates 
of fluoride treatments in the California Medicaid Managed Care Program by 31 percent for 
our members. 


1st Tooth 1st Birthday Initiative -As a result of this initiative, approximately one-half of all 
dentist respondents (including general and specialist dentists) and one-half of all general 
dentist respondents (49% and 51.9%, respectively) in Sacramento County, CA reported they 
start seeing children by age 1 or by the eruption of the first tooth. Of the pediatric dentists 
100% reported they saw children at the recommended age 1. 
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Measurement of performance using objective quality indicators 
Through utilization trend analysis and discussions with numerous professionals, 
advocates and stakeholders, we identified that many of our members were not 
receiving a high percentage of fluoride treatments during their office visits. We 
launched this clinical initiative to increase the early application of fluoride treatments 
and strengthen the Member/Dental Home relationship. We utilized HEDIS measures 
focused on children to measure our pre-and post-performance.  
 
Implementation of system interventions to achieve improvement in quality 
Our initiative focused on a combination of outreach and education. This was 
accomplished by reaching out to providers and members through mailings and flyers.  
Additionally, we designed and implemented a successful outbound call campaign, 
where thousands of calls resulting appointments were made with parents of young 
children for their first dental visit. We worked with several providers chosen specifically 
for their ability to work with and effectively treat young children.  These providers were 
paid an additional supplemental payment to perform child visits and apply fluoride 
varnish to children between the ages of zero and three years old.  For this outreach 
program, we contacted the parents and guardians of the zero to three populations via 
an outbound phone call campaign, and helped those members set dental 
appointments at the identified providers.     
 
Evaluation of the effectiveness of the interventions 
To measure our progress and success, we used claims data to determine the number of 
eligible children between the ages of zero and three years old, who received fluoride 
treatments prior to the initiative and again following the initiative. Table 3.9.1-1 below 
demonstrates the significant utilization improvement of 31 percentage points for fluoride 
treatments for the California Medicaid Managed Care Program due to our initiative.  
 
Table 3.9.1-1: INCREASED USE OF FLUORIDE TREATMENTS CHILDREN 0-3 PRE-AND POST-
INTERVENTION  
 
 Prior After 
 Eligible Members Age 0-3 4,298 5,040 
Members Who Received Fluoride Treatments 828 2,515 
Percentage of Member Who Received Fluoride 
Treatment 


19% 50% 


 
Planning and initiation of activities for increasing or sustaining improvement 
We reevaluate our PIPs annually, and modify our approaches according to performane 
based on the data collected. We will continue and expand our current programs In 
Nevada, and will continue to seek new and innovative approaches to increasing 
flouride treatments for children ages 0-3. 
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1st Tooth 1st Birthday Initiative  
Overview 
We have worked with states, numerous advocates and other stakeholders over several 
years to identify ways and means to improve quality within our Medicaid programs. 
Recently, through analysis of utilization trends and discussions with numerous member 
advocates, we identified a barrier to access issue for members between the ages of 
zero to one. Specifically, some providers were refusing to treat members at this age and 
parents/guardians did not see the importance of having them seen by a dentist at a 
young age. We immediately launched a 1st Tooth 1st Birthday campaign in conjunction 
with our network providers to ensure our youngest members receive routine preventive, 
diagnostic, and specialty dental care. Our mission was to promote awareness of the 
American Academy of Pediatric Dentistry’s (AAPD) recommendation to “Get it Done in 
Year One.” 
 
Measurement of performance using objective quality indicators 
We measure our performance through monitoring and analysis of CMS-416 (measures 
12a – 12f) and HEDIS® Annual Dental Visit (ADV) reports. LIBERTY compares these reports 
to local and nationwide statistics as well as previous years’ statistics to measure 
effectiveness of current programs, to ensure services are delivered within established 
timeframes, to identify opportunities to improve current programs, and to identify 
opportunities for future programs.  


Implementation of system interventions to achieve improvement in quality 
We called the parents/guardians of each of our members aged one and younger to 
encourage and assist them in selecting a Dental Home to foster their relationship with a 
general or pediatric dentist. We also reached out to our provider network, and 
reminded them of the importance of seeing children by their first tooth/first birthday. 
While this campaign was specifically focused on children aged one and younger, we 
routinely perform similar campaigns for children of all ages within Medicaid Managed 
Care Dental programs.  
 
Evaluation of the effectiveness of the interventions 
To examine access issues for the youngest children in Sacramento County, we 
surveyed dentists to determine at what age they first start seeing children in their 
practice. Approximately one-half of all dentist respondents (including general and 
specialist dentists) and one-half of all general dentist respondents (49% and 51.9%, 
respectively) reported they start seeing children by age 1 or the first tooth. In a 
representative sample of dentists statewide, 18% of general dentists started seeing 
children at age 1; 82.2% of pediatric dentists reported they saw children at the 
recommended age 1. This finding suggests that a concerted effort has been made in 
Sacramento County to follow the recommendation for “the first dental visit at the first 
tooth or first birthday.” Not unexpectedly, of the pediatric dentists in Sacramento 
County 100% reported they saw children at the recommended age 1. 
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Planning and initiation of activities for increasing or sustaining improvement 
We reevaluate our PIPs annually, and modify our approaches according to performane 
based on the data collected. We will continue and expand our current programs into 
Nevada, and will continue to seek new and innovative approaches to ensuring all 
children have their first dental visit by the eruption of their first tooth or first birthday.  


3.9.2 The vendor must report the status and results of each project to the DHCFP as 
requested, including those that incorporate the requirements of 42 CFR 438.330.  Each 
performance improvement project must be completed in a reasonable time period so 
as to generally allow information on the success of performance improvement projects 
to be available to the DHCFP for its annual review of the vendor’s quality assessment 
and improvement program. 


We will comply with the requirements in section 3.9.2.  


We are currently conducting required periodic reporting for a California Medicaid, 
including an annual report of the results of our quality improvement initiatives.  Figure 
3.9.2-1 below is an excerpt from the most recent report we submitted, illustrating the 
type of information we are experienced in reporting back to state agencies. A full copy 
of the report can be found in Attachment 6. We will report the status and results of each 
project to DHCFP in a format chosen by DHCFP. 
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3.9.3 The Vendor must:  


3.9.3.1 Submit performance improvement measurement data annually using standard 
measures required by the DHCFP, including those that incorporate the requirements of 
42 CFR 438. Part E. 


3.9.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to 
measure the vendor’s performance.  


Experience using Performance Measures 
We report performance and quality measurement data for over 2 million members in 
multiple states across the nation. We currently generate HEDIS, CHIP Core Set and CMS-
416 measures and reports, specifically measuring 12-A through 12-E for dental 
utilization. We monitor these reports to develop comprehensive action plans to increase 
utilization of services, especially preventive dental services for recipients. We will submit 
the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of the federal 
fiscal year (FFY), extending from October 1st through September 30th. 


We collect clinical indicator data to implement deliberate strategies to improve 
outcomes and performance measures.  Once clinical and non-clinical areas of 
measurement have been identified, we analyze the data collected by geographic 
location and demographic composition and develop programs, initiatives, and or 
campaigns targeted at improving performance measures and overall dental services 
for program Recipients.   


We have extensive experience and quantifiable success with HEDIS data collection and 
related activities designed to improve dental health care for Medicaid and CHIP 
programs. 


LIBERTY will submit performance improvement measurement data annually using 
standard measures required by the DHCFP, including those that incorporate the 
requirements of 42 CFR 438. Part E, as well as submit data specified by the DHCFP which 
enables the DHCFP to measure LIBERTY’s overall performance. 


 


3.9.4 The DHCFP will use the most current sources for the IQAP guidelines and the most 
current Standards and Guidelines for the requested quality measures. 


We monitor external quality resources, regulations, and other pertinent sources for any 
changes in best practices to ensure we remain current in our clinical practice standards 
and guidelines. We will comply with all of DHCFP’s IQAP guidelines. 
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3.9.5 The vendor is required to maintain a health information system that collects, 
analyzes, integrates, and reports data in accordance with 42 CFR 438.242 and can 
achieve the objectives of the ongoing IQAP. The systems must provide information on 
areas including, but not limited to, utilization, grievances and appeals, and 
disenrollment for other than the loss of program eligibility. The basic elements of a 
health information system with which a vendor must comply include the following: 


Overview  
Through our platforms and integrated solutions, LIBERTY offers the DHCFP a seamless 
system that integrates payer-provider collaboration, claims/encounters processing and 
payment, fraud prevention, care management, eligibility and enrollment management, 
utilization and quality management, provider relations, and member services. This 
system supports achieving the objectives of the ongoing IQAP. 


Through LIBERTY’s Information Technology Plan, we facilitate seamless integration with 
the capacity to provide better care to our members, support to our providers and 
transform the way they deliver care. Our MIS platform, offers an integrated application 
to support business functions across our systems. While this system structure has worked 
extremely well and is tailored to the Medicaid populations that comprise the majority of 
our membership, we are continuously open to enhancement opportunities given the 
rate of change and improvement occurring in the information technology arena. 
LIBERTY is and analyzing, and identifying need for improvement 


Our information technologies have Our MIS serves 3 million members,  


In 2010, LIBERTY adopted the core MIS data warehouse, Medimart, which has allowed 
for expanded reporting capabilities and additional process automation. The application 
is now on a SQL.NET platform that stores the data for all aspects of claims processing.  


Many applications that make up the MIS application suite share the same databases 
and image server that store the data, documents, and images. These include: 


 Meditrac for claims, provider, group, and enrollment management. This also 
houses the tools to both build and manage the benefit plans, as well as the tools 
to help manage the claims processes. 


 HIPAA Gateway for transaction management of the EDI files processing. 


 Uniflow for member services and workflow management. 
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 MIS Administrator for application security management. It also houses the tools 
for transaction management for the non EDI files to import data through batch 
and automated processes. 


 Online Website and Portals for member and provider engagement. 


 Scanning Assistant for document and attachment scanning. 


 Medimart for data warehousing.  


 Perfect Claim for paper claim data capture. 


 


3.9.5.1 Collect data on recipient and provider characteristics as specified by the 
DHCFP, and on services furnished to the recipients through an encounter data system 
or other methods as may be specified by the DHCFP; 


We will resoundingly fulfill DHCFP’s data collection requirements. Our information 
systems have a proven ability to accommodate the collection and integrated use of 
recipient information, provider information, claims information, and our own care 
coordination and outreach activities.   Due to the volume of Medicaid business we 
perform (currently entailing more than two million members) and the fact that Medicaid 
represents more than half of our overall business, LIBERTY’s information systems are 
tailored to the needs of serving the Medicaid population.  Our information systems 
structure and features are described in detail in our response to Section 3.17.   
 


3.9.5.2 Verify the data received from providers is accurate, and timely, and screen the 
data for completeness, logic and consistency in accordance with 42 CFR 438.242(b) 
(2);  


3.9.5.3 Must collect service information received from providers in standardized formats. 


We offer sophisticated capabilities with regard to storing, tracking, and making optimal 
use of provider data. Our system is robust with the ability to store all elements to 
manage our networks.  Some of these elements are listed below: 


o Office data 
o Provider data 
o Reimbursements (Can hold unlimited per provider) 
o Fee Schedules 
o Contracts 
o NPIs 
o Assigned members 
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o Capitation Setup and mappings 
o Taxonomy/specialties 
o Languages Spoken 
o Claims 


Our Provider Directory offers real-time data (reflecting the most accurate and up-to-
date information we have available) to our members to assist the members in finding 
and accessing care where they are most comfortable. The provider directory helps 
members find providers that fit their preferences (e.g. gender, location, accessibility, 
etc.). The provider directory is available in hard copy in our threshold languages and on 
our website. 


When we are notified that a provider is no longer accepting new members, we 
immediately “close” the provider in our system.  This action prevents the provider from 
appearing in our online provider directory or our web search.   


We also process claims submissions and encounter files (837D) for approximately 2.5 
million members in both Medicaid and Medicare programs. These are automated to 
interface with each client and delivered on time and accurate at a 99% success rate. 


 


3.9.5.4 Make all collected data available as outlined in the reporting guide, 
attachments or as requested to the DHCFP and upon request to CMS as required; and 


We will ensure that all data collected is available to DHCFP per the timeframes listed 
below in Table 3.9.5.4-1, and in the format required by DHCFP as outlined in the 
reporting guide, or as requested by DHCFP or CMS. 
 
TABLE 3.9.5.4-1. REQUIRED REPORTS AND TIMEFRAMES 


Report # Description Due Date 
Report 1A Dental Report, Provider 1st business day of month with a 3-month 


lag time to allow sufficient time for 
claims to be processed. Report 1B Dental Report, Patient 


Report 1C Dental Report, Service Count and Cost 


Report 1D Dental Report, Enrollment 


Report 2 CMS 416 Report 60 days after FFY end and 45 days after 
FF quarter-end to the report form 


Report 3A Dental Network Adequacy Report Reports 3A-3B are due 45 days after 
quarter-end Report 3B Out of State Services Report 


Report 4 Insure Kids Now Dental Provider 
Network 


1st business day of the month after 
quarter-end 
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LIBERTY currently operates 
a QMI Program that has 


been successfully 
implemented in California 


with the Department of 
Managed Health Care 
(DMHC), as well as with 


our various Managed Care 
Plan partners across 27 


states. 


 


3.9.5.5 Designate a lead person to collaborate with the DHCFP on the review and 
submission of encounter data to the DHCFP. 


LIBERTY will designate an Applications Analyst who will work collaboratively with DHCFP 
on the review and submission of our encounter data to DHCFP. 


 


3.9.6 Written IQAP Description  


The vendor must have a written description of its IQAP. This written description must 
meet the following criteria: 


Overview 
Our Quality Management and Improvement Program (QMI) 
Program is designed to continuously improve the oral health of 
our members and their dental care experience. Through this 
program we objectively assesses dental patient care services 
and systems, and monitor compliance with prescribed 
standards to ensure a constant process of quality improvement 
that encompasses clinical and non-clinical functions. We 
document all quality improvement initiatives, processes and 
procedures in writing in a formal QMI Work Plan. This document 
is updated annually.  


Our QMI Work Plan identifies the dental healthcare needs of members, improves 
member accessibility to dental services, improves member satisfaction with 
participating providers and improves member and provider satisfaction. Through the 
use of different quality data sources, we can measure the effectiveness of our initiatives, 
identify opportunities for improvement, and implement interventions designed to 
support our providers and members.  


 


3.9.6.1 Goals and Objectives. 


Goals 
The goal of LIBERTY’s Quality Management Improvement (QMI) Program is to 
comprehensively identify and address the quality of dental care and service to our 
members. The program has been designed to provide a review of the entire range of 
care to establish, support, maintain and document improvement in dental care through 
the ongoing, objective assessment of services, systems, issues, concerns and problems 
that directly and indirectly impact the member's dental health care.  
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We are committed to continuous improvement in the service delivery and quality of 
clinical dental care provided to members with the primary goal of improving the dental 
health status of members and, where the Member’s condition is not amenable to 
improvement, maintain the Member’s current dental health status by implementing 
measures to prevent any further decline in condition or deterioration of dental health 
status. LIBERTY has established quality of care guidelines that include recommendations 
developed by organizations and specialty groups such as the American Academy of 
Pediatric Dentistry, the American Academy of Endodontists, the American Academy of 
Periodontists, the American Association of Oral Surgeons, the American Academy of 
Orthodontists and the American Dental Association. We apply these guidelines equally 
to general practice dentists and specialists and uses them to evaluate care provided to 
members. 


Objectives 
Consistent with the Program's stated purpose and goal, our QMI Program’s objectives 
are to: 


• Ensure the provision of quality dental services that focus on patient needs, 
comfort and function, in an environment that emphasizes safety and appropriate 
dental improvement by competent staff 


• Ensure diagnostic evaluation and treatment is based on professionally 
recognized standards of care 


• Provide a structure for provider education that promotes preventive services and 
appropriate treatment of dental conditions through the use of dental practice 
guidelines that optimize outcome and reduce morbidity 


• Develop population-based quality indicators for assessment of dental service 
that are objective, measurable, and in accord with current standards of care 
and clinical experience 


• Monitor program effectiveness and adherence to regulatory guidelines through 
analysis of QMI and utilization data, peer review, member and provider 
grievances and risk improvement issues 


• Identify, document, evaluate and resolve known or suspected quality of care 
issues, ensuring that corrective action plans, where necessary, are adequate to 
bring about improvement in care in conjunction with administrative systems 


• Promote patient education as a means of increasing overall dental health in 
compliance with preventive care standards 
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• Ensure professional competence through a structured and consistent 
credentialing and re- credentialing process 


• Ensure that members receive dental services in facilities that meet appropriate 
standards for access, environmental health and safety/infection control 


• Ensure that dental records meet established standards for accuracy, legibility 
and completeness 


• Provide a mechanism to monitor confidentiality that LIBERTY Dental has based on 
HIPAA standards 


• Evaluate the effectiveness of the QMI Program on an annual basis 


• Provide an annual written report to the QMI Committee that addresses the 
Quality Improvement activities undertaken, the results of the activities and the 
evaluations of the status of ensuing action plans 


• To provide immediate feedback for the benefit of our members through constant 
oversight and monitoring. 


 


3.9.6.2 The written description must contain a detailed set of quality assurance (QA) 
objectives, which are developed annually and include a timetable for implementation 
and accomplishment.  


LIBERTY’s QMI encompasses an array of well-defined processes and functions that are 
critical to the delivery of dental services. Each Quality Assurance activity is executed 
with the goal of maintaining or improving the overall health of members. LIBERTY 
examines, monitors, and revises processes within the QMI Program to ensure the highest 
quality of care. Our QMI program includes the follow main components: 


• Provider Collaboration. 
• Quality Improvement. 
• QMI Work Plan. 
• Annual QMI Program Evaluation. 


 
Provider Collaboration 
We join forces with providers to actively improve the quality of care provided to our 
members. LIBERTY’s contracted providers are contractually required to cooperate with 
ongoing QMI goals. Our Provider Relations staff are responsible for the ongoing 
communications of quality assurance activities through the following means: 


• Initial and continuing training programs. 
• Provider newsletters and Fax Blasts. 
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• Online notices. 


• Local and Regional meetings to discuss and identify issues relating to claims, 
enrollment and any other issues that the provider can identify. 


• Provider Satisfaction Surveys. 


• Onsite office visits. 
 
Quality Improvement 
We approach the concept of continuous quality improvement and total quality 
management through both clinical and non-clinical functions within our QMI Program. 
Our efforts include, but are not limited to: 


• Evaluating performance using objective quality indicator data; 
• Fostering data-driven decision making; 
• Recognizing that opportunities for improvement are limitless; 
• Soliciting Member and network provider input on performance and QMI 


activities; 
• Supporting continuous ongoing measurement of clinical and non-clinical 


effectiveness and Member satisfaction; 
• Supporting programmatic improvements of clinical and non-clinical processes 


based on findings from ongoing measurements; and 
• Supporting re-measurement of effectiveness and member satisfaction, and 


continued development and implementation interventions as appropriate. 
 
QMI Work Plan 
Our QMI Work Plan is designed to provide a formal ongoing process by which LIBERTY, 
and participating providers utilize objective measures to monitor and evaluate the 
quality of services, clinical and administrative, provided to members. The work plan 
addresses services, defines, and facilitates a systematic approach to identify and 
pursue opportunities to improve services and resolve identified problems. The Work Plan 
is updated, reviewed and accepted by LIBERTY’s Board of Directors on an annual basis. 
 
On an annual basis, a QMI Work Plan is developed under the direction of the Chief 
Dental Officer/Dental Director to assist with the following tasks: 


 Documentation of the next year’s goals and objectives for planned projects and 
activities, including clinical and non-clinical programs, initiatives and 
measurement activities. 


 Required effort to accomplish stated goals and objectives. 
 Identification of tasks and subtasks according to a work breakdown structure. 
 Allocation of resources, task planning and scheduling. 
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 Monitoring and control of task progression. 
 Preparation of the Annual QMI Evaluation and Report. 


 
Annual QMI Program Evaluation 
The Dental Director and Quality Assurance staff evaluates the QMI Plan annually to 
appraise the effectiveness of the previous year’s clinical and non-clinical initiatives, 
including but not limited to the following: 


• Adherence to QMI standards, policies and procedures. 
• Development of quality initiatives that support data-driven decision-making 


and support continuous ongoing measurement and re-measurement of clinical 
and non-clinical effectiveness. 


• Member and Provider satisfaction. 
• Development and implementation of programmatic improvements to clinical 


and non-clinical processes, based on results from ongoing measurement. 
• Results of focused quality of care studies and other quality initiatives. 
• Effectiveness of corrective action plans. 


 


3.9.6.3 Scope 


A. The scope of the IQAP must be comprehensive, addressing both the quality of 
clinical care and the quality of non-clinical aspects of service. Scope must also 
include availability, accessibility, coordination, and continuity of care. 


B. The IQAP methodology must provide for review of the entire range of care provided 
by the vendor, including services provided to CSHCN, by assuring that all 
demographic groups, care settings and types of services (e.g., preventive, primary, 
specialty care, and ancillary) are included in the scope of the review.  


LIBERTY maintains comprehensive Quality and Utilization Review programs intended to 
identify, evaluate and remedy problems relating to access to care, continuity and 
quality of care, utilization and the cost of services. Our Quality & Utilization Review 
Programs include standards, policies and procedures for credentialing and re-
credentialing dentists as well as a Peer Review Committee that is utilized to conduct 
quality of care and utilization review compliant with applicable state and federal laws 
and regulations. 


Our QMI Program is an integrated effort across multiple departments and includes the 
following:  


• Dental management 
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• Credentialing 


• Standards of care 


• Dental records 


• Utilization review  


• Peer review 


• Environmental health and safety/infection control 


• Member and provider grievances 


Our QMI program is comprised of various activities that support these departments and 
processes, including, but not limited to: 


• Providing immediate and responsive feedback to members, providers, and the 
public as appropriate. 


• Policy and Procedure Development. 


• Clinical criteria guidelines and practice parameters development, compliance, 
and revision. 


• Annual QMI Evaluation and Report. 


• Annual QMI Work Plan Development. 


• Identification of Quality Issues and Trends. 


• Monitoring of Quality Measurements. 


• Quality of Care Focus Studies. 


• Monitoring of the Provider Network. 


• Monitoring utilization trends including over-and under-utilization. 


• Review of Acceptable Standards of Dental Care. 


• Continuing Provider Educations. 


• Evaluating member and provider satisfaction.  


• Member Health Education. 


• Cultural and linguistic issues.  


LIBERTY’s QMI Program utilizes both clinical and non-clinical measures to address the 
following components of quality that are included in established definitions of high-
quality dental care services: 
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In our California 
business, there were 
84 verified potential 
quality issues (PQI) 
resolved in  the 1st 


quarter of 2016. 


• Accessibility of care: the ease and timeliness with which patients can obtain the 
care that they need when they need it. 


• Appropriateness of care: the degree to which the correct care is provided, given 
the current standard of the community. 


• Continuity of care: the degree to which the care needed by patients is 
coordinated among practitioners and is provided without unnecessary delay. 


• Effectiveness of care: the degree to which the dental care provided achieves the 
expected improvement in dental health consistent with the current standard of 
the community. 


• Safety of the care environment: the degree to which the environment is free from 
hazard and danger to the patient. 


Children with special needs who are entitled to both Medicare and Medicaid 
demonstrate higher percentages of vulnerabilities and additional health service needs. 
We focus on improving coordination of care and access to healthcare services, 
improving both individual and population-based health outcomes as well as reducing 
overall healthcare costs. We are committed to ensuring that service delivery for 
children with special needs recipients is high-quality and provided according to the 
processes outlined in the QMI Program and Work Plan. 


As a part of the QMI Program we engage in ongoing activities to monitor performance 
goals, health outcome measures and utilization. Special needs population data is 
collected and analyzed by the Dental Care Management and Quality Departments 
and then reported to the Quality Improvement Committee for oversight. 


In addition, we ensure that our processes support CMS requirements as outlined in the 
Medicare Managed Care Manual which includes annual submission of collected SNP-
specific HEDIS measures. 


 


3.9.6.4 Specific Activities 


The written description must specify quality of care studies and other activities to be 
undertaken over a prescribed period of time, and methodologies and organizational 
arrangements to be used to accomplish them.  Individuals responsible for the studies 
and other activities must be clearly identified and qualified to develop the studies and 
analyze outcomes.   


LIBERTY documents all QMI improvement initiatives, process and 
procedures, defines goals, objectives, specific activities, 
responsible parties and targeted timeframes for completion or 
resolution of activities. The Work Plan is developed annually with 
National Committee for Quality Assurance (NCQA) best 
practice standards simulated for dental services and built upon 
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the evaluation, recommendations and findings of the previous year’s Work Plan. 
Our Work Plan focuses on the accessibility, availability, appropriateness, continuity, 
effectiveness, and timeliness of dental care as well as the safety of service delivery 
environment. The Work Plan encompasses distinct functions that mirror applicable 
NCQA components for the delivery of care. An excerpt of our QMI Work Plan can be 
found in Table 3.9.6.4-1. 
 
TABLE 3.9.6.4-1. EXCERPT OF LIBERTY’S QMI ANNUAL WORK PLAN 


 
 


3.9.6.5 Continuous Activity 


The written description must provide for continuous performance of the activities, 
including tracking of issues over time. 


LIBERTY approaches the clinical and non-clinical functions of QMI with the tangible 
concept of continuous quality improvement (CQI) and total quality management 
(TQM). Our approaches include, but are not limited to: 


• Evaluating performance using objective quality indicator data; 
• Fostering data-driven decision making; 
• Recognizing that opportunities for improvement are limitless; 
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• Soliciting Member and network Provider input on performance and QMI 
activities; 


• Supporting continuous ongoing measurement of clinical and non-clinical 
effectiveness and Member satisfaction; 


• Supporting programmatic improvements of clinical and non-clinical processes 
based on findings from ongoing measurements; and 


• Supporting re-measurement of effectiveness and Member satisfaction, and 
continued development and implementation interventions as appropriate. 


We apply CQI/TQM principals towards the progression of improvements through 
training and ongoing participation in quality assurance activities. LIBERTY builds upon 
the following principles: 


• Strong leadership at all levels then can convey the goals and objectives of the 
QMI 


• The three dimensions of quality: 
• People 
• Processes 
• Informed decision making 


• Cohesive understanding of systems and processes that lead to quality 
improvement decisions 
 


3.9.6.6 Provider Review 


A. Review by dentists and other health professionals of the process followed in the 
provision of dental services must be conducted; and 


B. The vendor must provide feedback to dental professionals and vendor staff 
regarding performance and patient health care outcomes. 


An integral component of our QMI program is ensuring providers understand the 
importance we place on quality and the components of our QMI program. We utilize 
various strategies to communicate with and educate our providers and their office staff 
regarding the QMI Program and its related goals, efforts, and ongoing performance 
improvement projects. 
 
Provider Communication 
LIBERTY’s quality improvement goals are to join forces with providers to actively 
improve the quality of care provided to members. Quality assurance activities are 
continuously communicated to providers through our Provider Relations staff. Various 
communication platforms include, but are not limited to the following: 
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• Provider Orientation.  
• Provider Manual. 
• Provider Web Training. 
• Initial and continuing training programs. 
• Provider newsletters (excerpt in image to the 


right) and Fax Blasts. 
• Online notices. 
• Local and Regional meetings to discuss and 


identify issues relating to claims, enrollment 
and any other issues that the provider can 
identify. 


• Provider Satisfaction Surveys. 
• Onsite office visits. 


 
We communicate the following information to our Providers pertaining to our QMI 
Program: 


 Status and results of performance improvement projects (PIPs). 
 Public Policy updates. 
 Grievance and Appeals information.  
 Call Center Stats. 
 Utilization data. 
 Claims processing timeframes.  
 Results of member and provider satisfaction surveys. 
 LIBERTY’s continuous quality improvement (CQI) program, including policies and 


procedures on corrective action plans. 
Provider Profiling 
To assure that our providers are performing high quality services, LIBERTY engages in a 
comprehensive and unique utilization management model that incorporates extensive 
provider profiling. Utilizing our extensive claims history data base, each individual 
provider’s performance is measured against average patterns and numerous 
benchmarks. We utilize a proprietary Provider Profiling tool which combines tracking 
and trending of data from numerous quality indicators to compare providers to their 
peers. When identifying utilization patterns and trends, we include multiple aspects of a 
member’s experience to analyze provider patterns in a more meaningful way.  The 
quality indicators include, but aren’t limited to, utilization, grievances and appeals, 
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access, availability and member satisfaction data, for different categories of service 
and patient demographics.   


The providers’ grievance and appeal trends and any member service issues are also 
evaluated. Providers whose performance deviates over or under our statistically 
expected utilization are readily identified and reviewed.  


Corrective action plans are developed for the outlier providers including counseling by 
our dental directors and possibly desk audits and onsite reviews. Counseling and 
education normally results in providers changing their behaviors. Deviations can result 
in corrective action plans including office closure to new patients, limitation of referrals, 
implement more extensive pre-authorization, compensation restructure or termination if 
necessary. This effectively combines the process of evaluating medical necessity with 
the appropriateness of care and leads to better health outcomes. The over/under-
utilization of services is reduced and members remain more engaged in the continuum 
of care. Assuring that the right care is provided not only results in the most appropriate 
and efficient care, but also the most cost effective care. As a result, we not only 
improve the health of our members, we also assure the most effective use of the 
funding. Figure 3.9.6.6-1 below includes an example of provider quality report. 
 
FIGURE 3.9.6.6-1. EXAMPLE OF PROVIDER QUALITY REPORT  
 


 
 
3.9.6.7 Focus on Health Outcomes 
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The IQAP methodology must address health outcomes to the extent consistent with 
existing technology.   


At LIBERTY, our QMI program is structured to facilitate concentrated attention on 
assessing and enhancing dental outcomes for young adults, youth, and children. We 
work diligently to ensure that each recipient experiences suitable individualized 
services which meet dental needs, while achieving the highest standards of dental, 
developmental, critical safety, permanency and quality of life goals.  


Analysis of key demographics and outcomes for all LIBERTY recipients allows us to 
identify and understand variables which affect the ability of recipients to improve in 
accomplishing their dental health goals. Data derived from this analysis assesses 
LIBERTY’s approach and emphases, as we continually enhance the programs and 
services we provide to serve recipients better.  Results are monitored to assess the 
accessibility, effectiveness, and quality of how we deliver services. 


By focusing on the specific outcomes of individual recipients, LIBERTY is able to capture 
and analyze information which is used to design the services and programs we 
implement to improve the dental health and well-being of our recipients. 


 


3.9.7 Systematic Process of Quality Assessment and Improvement  


The IQAP must objectively and systematically monitor and evaluate the quality and 
appropriateness of care and service provided to recipients through quality of care 
studies and related activities, and pursues opportunities for improvement on an 
ongoing basis.  The IQAP must have written guidelines for its Performance Improvement 
Projects (PIPs) and related activities.  These guidelines include: 


3.9.7.1 Specification of Dental Services Delivery Areas to be monitored; 


LIBERTY conducts focused quality of care studies on a regular basis to evaluate clinical 
outcomes of dental service delivery. Our proactive approach to quality of care benefits 
everyone and focused quality of care studies plays an integral role in improving the 
oral health outcomes. The Dental Director and the QA Coordinator are actively involved 
in each study’s development, analysis and interpretation. LIBERTY performs such studies 
in accordance with the Centers for Medicare & Medicaid Services. 
Our quality of care studies play an integral role in how we specify the dental services to 
be monitored.  
 


3.9.7.2 The IQAP must monitor and evaluate, at a minimum, care and services in certain 
priority areas of concern selected by the DHCFP. These are selected from among those 
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identified by the CMS and the DHCFP and are identified through the DHCFP Quality 
Assessment and Performance Improvement Strategy; 


LIBERTY will monitor and evaluate those priority areas and areas of concern as 
indicated by DHCFP and CMS. We have extensive experience monitoring care and 
services for the over 2 million Medicaid recipients we cover across the country and 
will implement our monitoring and improvement strategies in Nevada.  
 


3.9.7.3 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b): 


A. Validation of Performance Improvement Projects required by the State to comply 
with requirements set forth in 42 CFR 438.330; and 


B. Projects that was under way during the preceding twelve (12) calendar months. 


3.9.7.4 Quality of care studies are an integral and critical component of the health care 
quality improvement system. The vendor will be required annually to conduct and 
report on a minimum of one clinical PIP and one non-clinical PIP. Clinical PIPs include 
projects focusing on prevention and care of acute and chronic conditions, high-
volume services, high-risk services, and continuity and coordination of care; non-clinical 
PIPs include projects focusing on availability, accessibility, and cultural competency of 
services, interpersonal aspects of care, and appeals, grievances, and other complaints; 


LIBERTY agrees to comply with the requirements set forth in 3.9.7.3 and 3.9.7.4. All 
clinical and non-clinical Performance Improvement Projects (PIPs) will be conducted in 
compliance with State and federal regulations and reported to DHCFP. A detailed 
description of our approach to and process of PIPs is conveyed in 3.9.1. 


 
3.9.7.5 The purpose of a PIP is to assess and improve processes, thus enhancing the 
outcomes of care.  The PIPs are designed to target and improve the quality of care or 
services received by DBA enrolled recipients. The vendor will utilize, as a resource, the 
Centers for Medicare & Medicaid Services (CMS) guidelines as outlined in the most 
recent version of the CMS publication EQR Protocols; 


We conduct performance improvement projects as appropriate to meet federal and 
state program requirements, including those CMS guidelines as outlined in the most 
recent version of the CMS publication EQR Protocols. 


 


3.9.7.6 The vendor must implement a system to achieve improvement in quality; 
evaluate effectiveness of the interventions; and institute planning and initiation of 
activities for increasing or sustaining improvement; 
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Quality Improvement Monitoring and Evaluation 
LIBERTY’s QMI Program makes the most of an integrated approach to the process of 
quality improvement. The QMI Program incorporates activities and information from its 
delegated administrative service organizations, to establish a high level of quality care 
that ensures patient safety and the delivery of dental services that meet professionally 
recognized standards. Our system incorporates the following components to achieve 
improvement in quality: 


• Problem Identification – The QMI Program uses multiple avenues to identify 
opportunities to improve care and service including, but not limited to, data 
analysis from all departments, dental record audits, focused studies, 
credentialing information, and complaints and grievances. 


• Prioritization – The QMI Program prioritizes identified opportunities for 
improvement based on acuity, prevalence, risk, practice standards, and 
available resources described on the annual QMI Work Plan. 


• Indicator Development – Indicators are selected to monitor important aspects 
of care and service. An indicator may be utilized to monitor more than one 
aspect of care or service. Performance goals are established for each indicator 
or study. 


• Data Sources – Data analyzed in QMI activities may include membership data, 
utilization and claims data, referral patterns, survey data, complaint and 
grievance data. 


• Data Collection, Analysis, and Reporting – For each QMI activity, the most 
representative data is selected, information is compiled, results analyzed and 
reported. QMI staff interfaces with other involved departments to coordinate 
and collaborate on study design and analysis. 


• Development of Improvement Plans – Following analysis of collected results, the 
QMI Committee performs barrier analysis to identify opportunities for 
improvement. Individuals or teams affiliated with the specific process being 
evaluated are assigned responsibility for development and implementation of 
improvement plans. 


• Evaluation of Improvement Plans – Monitors are built into all improvement 
plans and are tracked through the QMI Work Plan to assess effectiveness. 


• Provider Feedback/Performance Assessment – Following the completion of QMI 
Program activities, results are disseminated to dental care providers, along with 
expectations for improvement, and opportunities for assistance from LIBERTY 
Dental in formulating improvement plans. 


• Disciplinary Action – When LIBERTY identifies a quality issue or trend that is 
severe enough to be reportable, the QMI Committee acts in accordance with 
the Corrective Action Policy and Procedures (see Appendix A). This includes the 
judicial review procedure, if requested by the provider. Corrective action will be 
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reported to the State Board of State Examiners and the National Practitioner 
Data Bank. 
 


3.9.7.7 The vendor must have its own evaluation of the impact and effectiveness of its 
quality assessment and IQAP; 


LIBERTY Annual QMI Program Evaluation 
LIBERTY reviews, evaluates, and documents the effectiveness of our QMI  program on an 
annual basis. Results of the evaluation are used to formulate corrective actions needed 
for the next year’s program and are the basis of the programs work plan. The annual 
evaluation, revised program, and work plan activities are submitted to LIBERTY’s QMI 
Committee for review, input, and reporting to the board of directors for approval. The 
evaluation is available, upon request in any required format and timeframe specified 
by DHCFP. 


The Dental Director and Quality Assurance staff evaluates the QMI Plan annually to 
appraise the effectiveness of the previous year’s clinical and non-clinical initiatives, 
including but not limited to the following: 


• Adherence to QMI standards, policies and procedures 
• Development of quality initiatives that support data-driven decision-making and 


support continuous ongoing measurement and re-measurement of clinical and 
non-clinical effectiveness 


• Member and Provider satisfaction; 
• Development and implementation of programmatic improvements to clinical and 


non-clinical processes, based on results from ongoing measurement; 
• Results of focused quality of care studies and other quality initiatives 
• Effectiveness of corrective action plans. 


 
Approximately three months prior to the end of each contract year, LIBERTY reviews the 
Plan to identify issues and potential revisions, incorporating the concerns and feedback 
from staff, customers, members and providers. The Quality Management and 
Improvement Committee (QMI) is presented with the evaluation report, which is 
reviewed to formulate recommendations for continuous process improvement revisions. 
After the revisions have been approved, they are formally presented to the Board of 
Directors for review and approval. All approved revisions are incorporated into the Work 
Plan, and distributed to employees and plan partners, as appropriate. 


The QA Department also prepares an annual report that summarizes the previous year’s 
quality activities. The Dental Director and QA Coordinator will prepare the first draft of 
the annual report. The report will summarize the overall effectiveness of the previous 
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year’s Work Plan. Once finalized, it is reviewed by the dental director and presented to 
the QMI for first-level review and approval. The 


Annual QMI Evaluation and Report includes but is not limited to the following: 


 Results and outcomes of internal performance 
 Focused quality of care studies 
 On-Site visits 
 Effectiveness of provider reviews 
 Potential Quality of Care Issues 
 Grievances 
 Member/Provider Satisfaction Survey results 


 


3.9.7.8 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP 
must also monitor and evaluate other important aspects of care and service; and 


We actively monitor and evaluate various aspects of care and service that intersect 
with and have an impact on delivering high quality dental services. Our QMI Program is 
an integrated effort across multiple departments and includes the following:  


• Dental management 
• Credentialing 
• Standards of care 
• Dental records 
• Utilization review  
• Peer review 
• Environmental health and safety/infection control  
• Member and provider grievances 


 
Our QMI Program structure and activities focus on the following components of quality 
that are included in established definitions of high-quality dental care services: 


• Accessibility of care: the ease and timeliness with which patients can obtain the 
care that they need when they need it. 


• Appropriateness of care: the degree to which the correct care is provided, given 
the current standard of the community. 


• Continuity of care: the degree to which the care needed by patients is 
coordinated among practitioners and is provided without unnecessary delay. 


• Effectiveness of care: the degree to which the dental care provided achieves the 
expected improvement in dental health consistent with the current standard of 
the community. 
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• Safety of the care environment: the degree to which the environment is free from 
hazard and danger to the patient. 


 


3.9.7.9 A statistically significant decline in one PIP will result in a quality penalty fee until 
the measure increases above original measure or matches previous measure prior to 
decline. 


We understand the quality penalty fee as outlined in 3.9.7.9. We proactively assess the 
effectiveness of a given PIP, allowing us to implement any corrective actions, 
adjustments or improvements to the PIP to address a decline in performance.  


 


3.9.8 Use of Quality Indicators  


Quality indicators are measurable variables relating to a specified clinical or health 
services delivery area, which are reviewed over a period of time to monitor the process 
or outcomes of care delivered in that area.  


3.9.8.1 The vendor is required to: 


A. Identify and use quality indicators that are objective, measurable, and based on 
current knowledge and clinical experience;   


B. Monitor and evaluate quality of care through studies which include, but are not 
limited to, the quality indicators also specified by the CMS, with respect to the 
priority areas selected by the DHCFP; 


C. Ensure methods and frequency of data collection; ensure data accuracy; and 
ensure data is effective and sufficient to detect the need for program change; and 


D. Have mechanisms to detect under and over utilization and to follow up 
appropriately. If fraud and abuse is suspected, a referral must be made to the 
vendor’s PIU and the DHCFP SUR Unit for appropriate action. 


We assess clinical and non-clinical aspects of quality activities and performance 
improvement by monitoring and evaluating objective quality indicators. The quality 
indicators are used in the development, assessment and modification of the Quality 
Management Improvement (QMI) Program. LIBERTY complies with standards developed 
by NCQA and the American Dental Association to ensure that measures reflect best 
practices of dental health care.  


 
Experience using Performance Measures 
We have experience monitoring and reporting on various types of performance 
measures. We currently generate HEDIS, CHIP Core Set and CMS-416 measures and 
reports, specifically measuring 12-A through 12-E for dental utilization. We monitor these 
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reports to develop comprehensive action plans to increase utilization of services, 
especially preventive dental services for beneficiaries.   
 
We have the necessary systems and resources in place to collect clinical indicator 
data to implement deliberate strategies to improve outcomes and performance 
measures.  Once clinical and non-clinical areas of measurement have been identified, 
we will analyze the data collected by geographic location and demographic 
composition and develop programs, initiatives, and or campaigns targeted at 
improving performance measures and overall dental services for recipients.   
 
We have extensive experience and quantifiable success with HEDIS data collection and 
related activities designed to improve dental health care for Medicaid and CHIP 
programs. 
 
Table 3.9.8-1 is a report for a Florida health plan with which we are contracted to 
provide dental services for Medicaid enrollees. This health plan has specific utilization 
goals to reach year-by-year starting in 2017. The table shows that LIBERTY, acting on 
behalf of the FL health plan, has already reached the 2019 goal for the preventive 
measure, the 2018 goal for dental treatment measure and the 2020 goal for Annual 
Dental Visit measure. 


 
TABLE 3.9.8-1. FLORIDA MEDICAID PERFORMANCE MEASURE GOALS VS.2015 ACTUAL 
PERFORMANCE 


 


  2017 2018 2019 2020 2021 
LIBERTY FL Plan 


2015 
Preventive 30% 32% 35% 38% 42% 36.0% 
Dental Treatment Services 14% 16% 18% 20% 22% 16.4% 
Annual Dental Visit (ADV) 45% 46% 47% 48% 49% 48.2% 


 
We also have extensive experience monitoring and reporting CMS performance 
measures. Below are results for a Medicaid health plan in Illinois with whom we are 
contracted to provide dental services to Medicaid enrollees (Figure 3.9.8-2). For 
reporting period July 2015 - June 2016, the Illinois plan is running between 15% and 86% 
higher than the overall State of Illinois CMS-416 calendar year 2015 results. The largest 
variance is in sealants, with our Illinois plan showing a 26.4% usage rate compared to the 
overall State of Illinois' result of 14.2%.  
 
 







 
SECTION 3: SCOPE OF WORK  


3.9 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


       


Dental Benefits Administrator RFP # 3290  Page 296  


 
 
FIGURE 3.9.8-2. LIBERTY ILLINOIS PLAN PERFORMANCE OUTCOMES 


 


CMS-416 Measure 2015 Illinois State 7/15 - 6/16 IL Plan 
IL Plan Higher 


than Statewide  
12a - Any Dental Service 37.4% 48.0% 28.5% 
12b - Preventive 33.9% 45.4% 33.9% 
12c - Dental Treatment Services 13.1% 15.2% 15.8% 
12d - Sealants 14.2% 26.4% 86.1% 
12e - Dental Diagnostic Services 35.7% 46.9% 31.5% 


 
 
 
 
We generate automated reports, along with satisfaction survey results, to evaluate 
appropriate dental measures. As directed by the Dental Director, the Quality Assurance 
(QA) Coordinator ensures that all aspects of monitoring and evaluation meet 
applicable state and federal privacy/confidentiality laws and that reports of such 
activities are delivered to the QMI Committee, health plan partners (where applicable), 
and regulatory agencies, as required. 


 
Monitoring and Addressing Over- and Under-Utilization 
LIBERTY relies on utilization data to monitor trends in member utilization, as well as 
provider prescribing patterns, to ensure beneficiaries are accessing appropriate 
services and providers are emphasizing preventive and restorative services when 
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appropriate. In the past year, we have developed a proprietary UM analysis tool that 
allows us to establish network normative patterns for every dental service category. 
LIBERTY’s core MIS application is a single source application that houses all data in a 
single platform, creating a flexible, integrated system that provides both functionality 
and customization capabilities. We use various methods to identify and track Utilization 
Data from our core application. Our system houses Claims, Estimate, Check, 
Provider/Office, Group, Billing, Member communications, and all other supporting data. 
Our reporting tools enable us to pull data from the core system on a regular basis, using 
the existing datasets, which can then be exported and referenced for a variety of 
reporting needs. These include test and reporting environments, data warehouse, and 
custom applications that share data from the core system.  
 
In addition, our UM analysis tool automatically analyzes every network dental office 
against the established patterns of utilization and identifies both over and under-utilizing 
providers in each dental service category. The UM Tool (Figure 3.9.8-3) allows us to 
develop customized corrective actions and counseling for every provider identified.   
 
FIGURE 3.9.8-3. UM TOOL AUTOMATED OUTPUT CHART – INDIVIDUAL OFFICE 
COMPARED TO NORMS BY SERVICE 


 
 
Our system can also add custom logic to the claims adjudication process (Transforms), 
which allows us to identify unique pre-authorization and/or claim elements (e.g., at the 
procedure code, category of service and/or provider level) on claims for Nevada 
Medicaid.  Custom logic provides the opportunity to evaluate for fraud, waste, and 
abuse (FWA) and other outliers. Through our automated custom evaluation logic, we 
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can rapidly identify potential over- and under-utilization patterns to ensure beneficiaries 
are seeking the appropriate care. 
 
Our UM analysis tool automatically analyzes every network dental office against the 
established patterns of utilization and identifies both over and under-utilizing providers 
in each dental service category.  The Dental Director or designee assesses over- and 
under-utilization and reports findings and recommended actions to the Utilization 
Management Committee. The UM Committee reviews, analyzes, and assesses trends of 
providers. Annual utilization trends occur in the month of January and involve review of 
the previous year. Assessment trends include, but are not limited to the following:   
 


• Analysis of the utilization data (members eligible, members utilized, annual 
utilization rate, procedures per visit, procedures per member, average UCR per 
member, fees per member, capitation difference, etc.). 


• Analysis of utilization trends (diagnostic, preventive, restorative, endodontic, 
periodontic, oral surgery, etc.). 


• Analysis of procedure ratios (i.e.: crowns/fillings, root canals/extractions, etc.). 
• Analysis of provider trends. 
• Evaluation of member access and availability to service. 
• Evaluation of utilization related grievances. 
• Monitoring under-/adequate-/over-utilization. 
• Member satisfaction survey results. 
• Provider satisfaction survey results. 
• Denial and appeal rates. 
• Provider referral and specialist care patterns of practice. 
• Access to Specialty care, ancillary services and appropriate preventive dental 


services. 
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FIGURE 3.9.8-4. SAMPLE UTILIZATION MANAGEMENT REPORT FOR UNDER-UTILIZATION


 
 
The UM Tool allows us to develop customized corrective actions and counseling for 
every provider identified. Analysis and determination of corrective action is scheduled 
at least quarterly or more often as needed. The results of the UM analysis and identified 
over and under-utilizing providers are forwarded with our Dental Care Management 
(DCM) team where custom corrective action plans and counseling are created. DCM 
also determines the severity of the corrective action and determines if immediate, more 
invasive action is required by our clinical staff. DCM also uses the UM analysis to make 
determinations about potential fraud, waste and abuse cases that are forwarded to our 
Special Investigations Unit (SIU) for further investigation and development to appropriate 
internal actions as well as fulfilling our regulatory reporting requirements to appropriate 
authorities as necessary. 
 


3.9.8.2 Use of Clinical Care Standards/Practice Guidelines  


A. The IQAP studies and other activities monitor quality of care against clinical care or 
health service delivery standards or practice guidelines specified in the Quality 
Strategy;  


B. The standards/guidelines are based on reasonable scientific evidence and 
developed or reviewed by vendor providers;  
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C. The standards/guidelines must focus on the process and outcomes of dental care 
delivery, as well as access to care;   


D. The vendor must ensure a mechanism is in place for continuously updating the 
standards/guidelines;  


E. The standards/guidelines must be included in provider manuals developed for use 
by the vendor’s providers, or otherwise disseminated, including but not limited to, on 
the provider website, in writing to all affected providers as they are adopted and to 
all recipients and potential recipients upon request;   


F. The standard/guidelines must address preventive dental services; 


G. The standards/guidelines must be developed for the full spectrum of populations 
enrolled in the plan; and   


H. The IQAP shall use these standards/guidelines to evaluate the quality of care 
provided by the vendor’s providers, whether the providers are organized in groups, 
as individuals, or in combinations thereof.   


 
Clinical Dentistry Criteria and Practice Guidelines 
LIBERTY’s Clinical Criteria Guidelines and Practice Parameters (CCGs) were developed 
in 2005 and are subject to periodic revisions and an annual review by our Peer Review 
Committee.  The CCGs were developed internally by our Dental Director with input from 
participating panel general dentist and specialists to ensure sound dental clinical 
principles, processes and evidence to consistently evaluate the appropriateness of 
preventive and restorative dental services.    


LIBERTY understands that unlike in medicine, there are multiple treatment alternatives for 
many dental conditions and therefore, single source clinical guidelines aren’t readily 
available.  LIBERTY’s CCGs are derived from publications of organized dentistry and 
education from United States based dental schools.  References Include: 


4. Knox-Keene Dental Guidelines. Department of Corporations Health Care Service 
Plan Division, Sacramento, Calif; December 1985:26. 


5. ADA Clinical Practice Guidelines Handbook – a guide to creating clinical 
guidelines 
(http://ebd.ada.org/~/media/EBD/Files/ADA_Clinical_Practice_Guidelines_Hand
book-2013.pdf?la=en). 


6. California Dental Association Guidelines for the Assessment of Clinical Quality & 
Professional Performance; 1995-2010 (http://www.cda.org). 
 


Our CCGs are an essential component of Utilization Management and Dental Care 
Management programs.  The CCG and Practice Parameters, and are based on sound 
clinical dentistry and the professionally recognized standards of care. Clinical staff, 
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including, but not limited to, members of the Peer Review Committee and the QMI 
Committee, conduct an annual review of the CCGs and perform periodic revisions as 
appropriate; such revisions are reported to the Board of Directors on a quarterly basis. 
The CCG document was developed internally by our Dental Directors with input from 
participating panel general dentists and specialists. LIBERTY utilized NCQA standards, 
the American Dental Association’s “Dental Practice Parameters,” and “Guidelines for 
the Assessment of Clinical Quality and Professional Performance,” sound dental clinical 
principles, processes and evidence to consistently evaluate the appropriateness of 
dental services.  


Our CCGs are currently undergoing an evaluation and upgrade, and we anticipate the 
new criteria will be finalized in early 2017. 


Informing Providers and Recipients about Clinical Criteria Guidelines 
We understand that implementing new and existing clinical guidelines is a multifaceted 
approach. The CCGs are available to providers through, the provider manual, our 
exclusive web-based provider portal and through fax blasts. The Guidelines are 
consistently reinforced by our Provider Relations team and on-site visits and service 
calls. Additionally, our CCGs are reinforced through pre-authorization and claim 
decisions.   


Recipients can request a copy of the CCG document at any time through our Member 
Services department. 


Monitoring Implementation 
LIBERTY has significant experience in monitoring dental office compliance with our 
CCGs in dental programs in 27 states. Monitoring of guidelines is done through a 
combination of utilization management, review of member complaints/grievances, 
provider and member satisfaction surveys, and on-site visits from Provider Relations 
staff. Section 3.9.8 contains Figure 3.9.8-3 which depicts a sample UM reports we utilize 
to determine whether providers are performing procedures in compliance with the 
CCGs.  


Additionally, on an annual basis, we select a random sampling of general dentist to 
conduct a review of member’s dental records. In this exercise we evaluate the 
provider’s performance and patient care against our Clinical Criteria Guidelines and 
the professionally recognized standards of dental care. All results and any corrective 
actions plans are shared with our QMI Committee and if necessary our Peer Review 
Committee. 
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In 2016 there were over 600 provider offices selected for 
routine dental chart reviews in California to ensure 
compliance with state and program regulations and 
guidelines consistent with the CCGs. The chart audit tool 
included in Attachment 12 is used to monitor adherence to 
the CCGs. Provider offices that are identified with 3 or more 
occurrences of elements which LIBERTY considers critical are 
issued a Notice of Corrective Action. 


Chart Review Critical Deficiencies:  
 Missing or inadequate soft tissue/oral cancer exams.  
 Missing, inadequate or unsigned Informed Consent for Treatment Plan.  
 Clinically unacceptable Overall Patient Care (to the extent possibly determined 


by x-rays and available information).  
 
The average chart audit score at the end of Q2 2016 was 91%. There were 37 offices 
with one or more critical procedural deficiency identified during our review of dental 
charts. Those 37 offices were added to the Potential Quality Issues log for tracking and 
trending.  Interventions based on the findings of each review may include: 


 A Dental Director call to educate the provider on adherence to the CCGs.  
 A Notice of Corrective Action Letter requiring acknowledgement and attestation 


to correct deficiency. 
 A Desktop focused claims review to substantiate potential quality issues. 
 A follow up shortened audit to confirm continued compliance with CCGs. 


 


3.9.8.3 Analysis of Clinical Care and Related Services  


A. Qualified clinicians monitor and evaluate quality through the review of individual 
cases where there are questions about care, and through studies analyzing patterns 
of clinical care and related service.  For issues identified in the IQAPs targeted 
clinical areas, the analysis must include the identified quality indicators and use 
clinical care standards or practice guidelines;   


B. Multi-disciplinary teams are required, when appropriate, to analyze and address 
systems issues. The Vendor must have mechanisms in effect to assess quality and 
appropriateness of care furnished to recipients with special health care needs; 


C. Clinical and related service areas requiring improvement are identified; 


D. The vendor will work collaboratively with the DHCFP to determine recipient race and 
ethnicity. The vendor will organize interventions specifically designed to reduce or 
eliminate disparities in health care; and 


In our California Plan, a total 
of 618 provider offices were 


selected for dental chart 
reviews in 2016. 


Corrective Action Plans 
(CAPs) were issued for 99 
offices as of the end of Q2 
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E. The vendor shall allow the DHCFP access to clinical studies, when available and 
appropriate.  


We conduct focused quality of care studies on a regular basis to evaluate clinical 
outcomes of dental service delivery. Our proactive approach to quality of care benefits 
everyone and focused quality of care studies plays an integral role in improving the 
oral health outcomes. The Dental Director and the QA Coordinator are actively involved 
in each study’s development, analysis and interpretation. LIBERTY performs such studies 
in accordance with the Centers for Medicare & Medicaid Services’. 
We assess clinical aspects of quality activities and performance improvement by 
monitoring and evaluating objective quality indicators. The quality indicators are used 
in the development, assessment and modification of the Quality Management 
Improvement (QMI) Program. LIBERTY complies with standards developed by NCQA 
and the American Dental Association to ensure that measures reflect best practices of 
dental health care. 
We maintain a specific focus on the quality of clinical care and related services 
delivered by our network providers. Our goals are to: 


 Ensure the provision of quality dental services that focus on patient needs, 
comfort and function, in an environment that emphasizes safety and appropriate 
dental improvement by competent staff 


 Ensure diagnostic evaluation and treatment is based on professionally 
recognized standards of care 


 Provide a structure for provider education that promotes preventive services and 
appropriate treatment of dental conditions using dental practice guidelines that 
optimize outcome and reduce morbidity 


 Develop population-based quality indicators for assessment of dental service 
that are objective, measurable, and in accord with current standards of care 
and clinical experience 


We have the necessary systems and resources in place to collect clinical indicator 
data to implement deliberate strategies to improve outcomes and performance 
measures.  Once clinical and related service areas of measurement have been 
identified, we will analyze the data collected by geographic location and 
demographic composition (including race and ethnicity) and develop programs, 
initiatives, and or campaigns targeted at improving performance measures and overall 
dental services for program Members.  
LIBERTY analyzes the quality of clinical services through the following mechanisms:  


 Evaluating performance using objective quality indicator data; 
 Fostering data-driven decision making; 
 Recognizing that opportunities for improvement are limitless; 
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Provider Corrective 
Action Plans include 


discussion and 
counseling calls, as 
well as routine and 


focused desk and on-
site reviews, which are 


accomplished 
professionally, 
effectively and 


efficiently. 
 


 Soliciting Member and network provider input on performance and QMI 
activities; 


 Supporting continuous ongoing measurement of clinical and non-clinical 
effectiveness and Member satisfaction; 


 Supporting programmatic improvements of clinical and non-clinical processes 
based on findings from ongoing measurements; and 


 Supporting re-measurement of effectiveness and member satisfaction, and 
continued development and implementation interventions as appropriate. 


 


3.9.8.4 Implementation of Corrective Actions  


The IQAP must include written procedures for taking corrective action, as determined 
under the IQAP, whenever inappropriate or substandard services are furnished, or 
services that should have been furnished were not.  


3.9.8.5 These written corrective action procedures must include: 


A. Specification of the types of problems requiring corrective action; 


B. Specification of the person(s) or body responsible for making the final 
determinations regarding quality problems; 


C. Specific actions to be taken; provision of feedback to appropriate health 
professionals, providers and staff; 


D. The schedule and accountability for implementing corrective actions;  


E. The approach to modifying the corrective action if improvements do not occur; and 


F. Procedures for terminating the affiliation with the dental provider.   


3.9.8.6 Assessment of Effectiveness of Plans of Correction (POC)  


A. As actions are taken to improve care, the vendor must monitor and evaluate the 
POC to assure required changes have been made.  In addition, changes in 
practice patterns must be monitored.  


B. The vendor must assure timely follow-up on identified issues to ensure actions for 
improvement have been effective. 


Corrective Action Plans 


Our Dental Director can recommend remedial action in 
the form of corrective action plans and follow-up 
whenever inappropriate dental care is identified, over-
utilization of services that unfavorably affect patient care, 
under-utilization of needed services, insufficient 
accessibility or availability of services, inappropriate 
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referral practices or breaches in our policy regarding benefit applications and charges.  


We review various tools to identify opportunities for improvement and the need to 
enforce a corrective action plan. We monitor the following sources for evidence that a 
provider is delivering substandard services or not meeting goals for utilization: 


 Utilization data 
 Quality metrics 
 Access and availability data 
 Recipient surveys 
 Grievance and appeals data 


 
Implementing Corrective Action  
Upon approval, corrective action begins with notifying the provider of the observed 
deficiencies and providing an explanation of actions required or recommended to 
correct the deficiencies. Corrective measures may include one or more of the 
following: 


• Clinical peer review 


• Special claims review 


• Referral to the applicable state dental board 


• More on-site assessments 


• Mandatory prior authorization 


• Member enrollment restrictions 


• Termination of the provider agreement. 


If a provider is identified as having any aberrant utilization pattern or concern for 
potential quality issue, the Network Manager is notified. The Network Manager will 
schedule a counseling session with the provider, the Care Management staff, and our 
Dental Director to review the occurrence in question, discuss patterns identified, 
evaluate standards of care, and determine next steps. A summary of the meeting is 
documented using our Provider Service Report (PSR). We also take this opportunity to 
educate providers and review our general standards of care, reminding them of our 
policies and procedures.  


A follow up meeting is scheduled within 60 or 90 days (depending on the severity of the 
concern) to evaluate if there was improvement.  If no improvement is made, we may 
take a variety of actions including but not limited to: (a) conduct an additional 
counseling session, (b) request a formal corrective action plan from the provider, (c) 
restrict the provider to new beneficiaries and (d) ultimately proceed in terminating the 
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In our California 
business, there were 
84 verified potential 
quality issues (PQI) 


resolved in just the 1st 
quarter of 2016. 


provider from the network. LIBERTY will not consider a corrective action plan closed from 
a dental office until we are certain our members are receiving excellent dental care.   


 


3.9.8.7 Evaluation of Continuity and Effectiveness of the IQAP  


A. The vendor must conduct regular and periodic examination of the scope and 
content of the IQAP to ensure that it covers all types of services in all settings; 


B. At the end of each calendar year, a written report on the IQAP must be prepared 
and submitted to the DHCFP which addresses:  quality assurance studies and other 
activities completed; trending of clinical and service indicators and other 
performance data; demonstrated improvements in quality; areas of deficiency and 
recommendations for corrective action; and an evaluation of the overall 
effectiveness of the IQAP; and  


C. The report should include evidence that quality assurance activities have 
contributed to significant improvements in the care delivered to recipients. 


LIBERTY’s Quality Management and Improvement (QMI) Work Plan is designed to 
provide a formal ongoing process by which LIBERTY, and participating providers utilize 
objective measures to monitor and evaluate the quality of 
services, clinical and administrative, provided to members. The 
work plan addresses services, defines and facilitates a 
systematic approach to identify and pursue opportunities to 
improve services and resolve identified problems. The Work 
Plan is updated, reviewed and approved by LIBERTY Dental 
Plan’s Board of Directors on an annual basis. 


The QMI Work Plan is developed under the direction of the Chief Dental Officer/Dental 
Director to assist with the following tasks: 


• Documentation of the next year’s goals and objectives for planned projects and 
activities, including clinical and non-clinical programs, initiatives and 
measurement activities. 


• Required effort to accomplish stated goals and objectives. 
• Identification of tasks and subtasks according to a work breakdown structure. 
• Allocation of resources, task planning and scheduling. 
• Monitoring and control of task progression. 
• Preparation of the Annual QMI Evaluation and Report. 


 
We document all QMI improvement initiatives, process and procedures, defines goals, 
objectives, specific activities, responsible parties and targeted timeframes for 
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completion or resolution of activities. The Work Plan is developed annually with National 
Committee for Quality Assurance (NCQA best practice standards simulated for dental 
services and built upon the evaluation, recommendations and findings of the previous 
year’s Work Plan. 


Our Work Plan focuses on the accessibility, availability, appropriateness, continuity, 
effectiveness, and timeliness of dental care as well as the safety of service delivery 
environment. The Work Plan encompasses distinct functions that mirror applicable 
NCQA components for the delivery of care. An excerpt of our QMI Work Plan can be 
found in section 3.9.6.4 – Table 3.9.6.4-1. 
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3.9.9 Accountability to the Governing Body  


The Governing Body of the vendor is the Board of Directors or, where the Board’s 
participation with quality improvement issues is not direct, a designated committee of 
the senior management of the vendor that is responsible for the vendor IQAP review.  
Responsibilities of the Governing Body for monitoring, evaluating and making 
improvements to care include: 


3.9.9.1 Oversight of IQAP 


There is documentation that the Governing Body has approved the overall IQAP and 
the annual IQAP. 


Our quality improvement resources are designed to meet its enrollees’ needs and to 
effectively carry out all designated QMI Program functions including the development, 
implementation, and evaluation of quality improvement program activities. The senior 
leadership of LIBERTY Dental Plan consists of experienced, well-qualified administrative 
and clinical leaders with a commitment to the delivery of quality care and service. 


The LIBERTY Dental Plan Board of Directors has ultimate responsibility for the quality of 
care and service delivered to the members and retains overall responsibility for the 
Quality Management and Improvement Program. The Board of Director’s authority is 
delineated in LIBERTY’s Quality Program Description. 


 


3.9.9.2 Oversight Entity 


The Governing Body has formally designated an entity or entities within the vendor to 
provide oversight of the IQAP and is accountable to the Governing Body, or has 
formally decided to provide such oversight as a committee of the whole. 


The LIBERTY Board of Directors delegates oversight of the Program to LIBERTY’s Dental 
Director. The Dental Director delegates specific responsibilities to the QMI Committee 
and its Sub-Committees. Figure 3.9.9.2-1 below illustrates our QMI Program Structure. 
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FIGURE 3.9.9.2-1 LIBERTY DENTAL PLAN QMI PROGRAM ORGANIZATIONAL STRUCTURE 
 


 
 
 


3.9.9.3 IQAP Progress Reports 


The Governing Body routinely receives written reports from the IQAP describing actions 
taken, progress in meeting quality assurance objectives, and improvements made.  


The LIBERTY Quality Management and Improvement (QMI) Committee meets quarterly, 
where the delegated entities report findings and actions taken, and if deficiencies and 
issues exist, identify the specific providers or dental care process issues that present 
new or chronic quality of care issues, as appropriate. 


A quarterly report summarizing the QMI Committee activity is prepared by the LIBERTY 
Dental Director and submitted to the QMI Committee of LIBERTY Dental. An example 
from our California program is included in TABLE 3.9.9.3-1 below. Annually, a summary 
of the data reported for the year’s work plan objectives is presented to the QMI 
Committee and forwarded to the Board of Directors. This report indicates trending of 
clinical services, quality indicators and other relevant performance data. It measures 
improvements in accessibility, availability and quality of care. It cites evidence that 
supports the goal of the QMI Program to contribute to improvement in care and 
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services. LIBERTY conducts additional performance measurements and performance 
improvement projects as appropriate to meet federal and state program requirements, 
including CMS. 


 
TABLE 3.9.9.3-1. Q1 2016 CALIFORNIA QUALITY MANAGEMENT AND IMPROVEMENT (QMI) 
REPORT SUMMARY 


 
 


QMI Committee Reporting Status 


I. California Public Policy Committee  
II. Peer Review Committee  


A. Professional Appeal Activity COMPLIANT – TIMELY 
B. Independent Quality of Care Assessments MINOR DEFICIENCIES – ACTIONS PENDING 
C. Inter-Rater Reliability COMPLIANT – TIMELY 
D. Potential Quality Issues COMPLIANT – TIMELY 


III. Grievance and Appeals  
A. Grievance Activity COMPLIANT – TIMELY 
B. Grievances Pertaining to Access and Availability COMPLIANT – TIMELY 
C. Exempt Grievances COMPLIANT – TIMELY 
D. Exempt Grievances Pertaining to Access and Availability COMPLIANT – TIMELY 
E. Appeals Activity COMPLIANT – TIMELY 
F. Grievance and Appeals Ratios COMPLIANT – TIMELY 
G. National Provider Dispute Report COMPLIANT – TIMELY 


IV. Network Management Committee  
A. Network Accessibility Report COMPLIANT – TIMELY 
B. Specialist Accessibility Report COMPLIANT – TIMELY 
C. Appointment Availability Report COMPLIANT – TIMELY 
D. Network Management Activity COMPLIANT – TIMELY 


V. Credentialing Committee  
A. Initial and Re-Credentialing Activity COMPLIANT – TIMELY 
B. Adverse Credentialing Determinations COMPLIANT – TIMELY 


VI. Cultural and Linguistics Committee  
A. Cultural and Linguistics Report COMPLIANT – TIMELY 


VII. Utilization Management Committee   
A. Utilization Report COMPLIANT – TIMELY 
B. Utilization Review Report COMPLIANT – TIMELY 
C. Under-Utilization/Non-Reporting COMPLIANT – TIMELY 
D. Referral Track and Trend COMPLIANT – TIMELY 


VIII. Special Investigations Unit  
IX. Call Center   


A. Call Center Metrics  MINOR DEFICIENCIES – ACTIONS PENDING 
X. Health Education and Outreach Work Group  


A. Member Education/Outreach COMPLIANT – TIMELY 
B. Member Satisfaction Surveys MINOR DEFICIENCIES – ACTIONS PENDING 
C. Provider Education/Outreach COMPLIANT – TIMELY 
D. Provider Satisfaction Surveys N/A 


XI. Policy, Procedures and Program Evaluations  
A. Program Management Policy & Procedures COMPLIANT – TIMELY 
B. Quality Program Evaluations N/A 


XII. Annual Reporting  
XIII. Regulatory and Client Reporting Compliance  


A. Client Delegated Audits COMPLIANT – TIMELY 
B. Regulatory or Client Deliverables COMPLIANT – TIMELY 


XIV. Quality Improvement Projects and Activities  
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3.9.9.4 Annual IQAP Review 


3.9.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently 
than annually, a written report on the IQAP.  This annual quality program evaluation 
report shall be submitted to the DHCFP in the second calendar quarter and at minimum 
must include: 


A. Studies undertaken;  


B. Results; 


C. Subsequent actions and aggregate data on utilization and quality of services 
rendered; and  


D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


3.9.9.6 Program Modification 


Upon receipt of regular written reports delineating actions taken and improvements 
made, the Governing Body must take action when appropriate, and direct that the 
operational IQAP be modified on an ongoing basis to accommodate review findings 
and issues of concern with the vendor.  This activity is documented in the minutes of the 
meetings of the Governing Board in sufficient detail to demonstrate that it has directed 
and followed up on necessary actions pertaining to quality assurance.   


Annual QMI Program Evaluation 
The Quality Management and Improvement Program document and the effectiveness 
of the program are reviewed, evaluated and revised on an annual basis. Results of the 
evaluation are used to formulate corrective actions needed for the next year’s program 
and are the basis of the programs work plan. The annual evaluation, revised program 
and work plan activities are submitted to the QMI Committee of LIBERTY Dental for 
review, input and reporting to the Board of Directors for approval. The Evaluation, as 
provided in Attachment 13, is available upon request in any required format and 
timeframe specified by any Health Plan Partner or Government Agency. 


The QMI Committee appraises the effectiveness of the previous year’s clinical and non-
clinical initiatives, including but not limited to the following: 


• Adherence to QMI standards, policies and procedures 


• Development of quality initiatives that support data-driven decision-making and 
support continuous ongoing measurement and re-measurement of clinical and 
non-clinical effectiveness 


• Member and Provider satisfaction; 


• Development and implementation of programmatic improvements to clinical and 
non-clinical processes, based on results from ongoing measurement; 
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• Results of focused quality of care studies and other quality initiatives 


• Effectiveness of corrective action plans. 


Approximately three months prior to the end of each contract year, LIBERTY reviews the 
Plan to identify issues and potential revisions, incorporating the concerns and feedback 
from staff, customers, members and providers. The QMI Committee is presented with the 
evaluation report, which is reviewed to formulate recommendations for continuous 
process improvement revisions. After the revisions have been approved, they are 
formally presented to the Board of Directors for review and approval. All approved 
revisions are incorporated into the Work Plan, and distributed to employees and plan 
partners, as appropriate. 


The QA Department also prepares an annual report that summarizes the previous year’s 
quality activities. The Dental Director and QA Coordinator will prepare the first draft of 
the annual report. The report will summarize the overall effectiveness of the previous 
year’s Work Plan. Once finalized, it is reviewed by the dental director and presented to 
the QMI for first-level review and approval. The Annual QMI Evaluation and Report 
includes but is not limited to the following: 


 Results and outcomes of internal performance 
 Focused quality of care studies 
 On-Site visits 
 Effectiveness of provider reviews 
 Potential Quality of Care Issues 
 Grievances 
 Member/Provider Satisfaction Survey results 


 


3.9.10 Active QA Committee  


The IQAP must delineate an identifiable structure responsible for performing quality 
assurance functions within the vendor.   


This committee or other structure must have: 


3.9.10.1 Regular Meetings 


The structure/committee must meet on a regular basis with a specified frequency, no 
less than quarterly to oversee IQAP activities.  This frequency must be sufficient to 
demonstrate that the structure/committee is following up on all findings and required 
actions.  


3.9.10.2 Established Parameters for Operating 


The role, structure and function of the structure/committee must be specified.  
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3.9.10.3 Documentation 


There must be records documenting the structure and committee’s activities, findings, 
recommendations and actions.   


3.9.10.4 Accountability 


IQAP subcommittees must be accountable to the Governing Body and must report to it 
(or its designee) on a scheduled basis on activities, findings, recommendations and 
actions.  


3.9.10.5 Membership 


There must be active participation in the IQAP committee from vendor providers, who 
are representative of the composition of the vendor’s providers.   


Proposed QAPI committee membership and committee responsibilities. 
The QMI Committee is responsible for annual review of the Quality Management and 
Improvement Program. The Chief Dental Officer/Dental Director, who is the senior dental 
executive with responsibility for our Quality Management and Improvement Program, 
delivers the annual written report on the status of QMI activities to LIBERTY Dental Plan’s 
Board of Directors. The results of the annual reviews are noted in the minutes of QMI 
Committee meetings, which are available for inspection by governmental and 
independent auditors. 


Our QMI Committee and any delegated entities to which QMI responsibilities have 
been delegated shall meet quarterly or more frequently if problems have been 
identified, to oversee their respective QMI program responsibilities. At the quarterly 
meeting, the delegated entities will report findings and actions taken, and if 
deficiencies and issues exist, identify the specific providers or dental care process 
issues that present new or chronic quality of care issues, as appropriate.  


The QMI Committee incorporates into its assessment any information it receives on the 
results of LIBERTY’s Peer Review Committee and various regulatory agencies, and 
ensures that any identified issues are addressed with LIBERTY’s Dental Director, with 
recommendations for appropriate Quality Management and Improvement Program 
modifications. This process is designed to facilitate a rapid response to identified 
concerns, in order to maintain a program that effectively and efficiently monitors the 
quality of dental care. 


QMI Committee Representatives 
Our QMI Program enlists the expertise and guidance of various quality-related 
departments throughout our Dental Plan. Membership of the QMI Committee consists of 
representatives from quality departments that support our operations and are listed 
below: 
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 LIBERTY Dental Director. 
 Utilization Management Dental Director. 
 Chief Operating Officer. 
 Vice President Provider Relations. 
 Director of Claims. 
 QM/UM Director. 
 Credentialing Supervisor. 
 Contract/Network Manager. 
 Director, Member Services. 
 Compliance Director. 
 Grievance and Appeals Director. 
 Dental Consultants. 
 A general dentist(s) representative provider from each of LIBERTY’s network. 
 Specialty Dentist active with LIBERTY. 


 
QMI Committee Responsibilities 
The Quality Management and Improvement Committee is responsible for the 
development and implementation of policies and procedures that establish processes 
and monitoring mechanisms for: 


• Member grievances. 
• Member accessibility of services. 
• Confidentiality of patient information. 
• Assessment of patient satisfaction. 
• Audit standards. 
• Linkage between utilization management, administrative and QMI functions. 
• Assessment of provider satisfaction. 
• Utilization analysis. 
• Evaluation of clinical issues. 
• Program guidelines. 
• QMI Processes and Studies (audit results, quality and outcome studies/results 


and studies overtime). 
• Panel Recruitment and Retention Summaries. 
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• Health promotion activities targeting the enrolled population. 
 
The committee meets a minimum of four times per year. Contemporaneous minutes are 
taken and maintained by designated dental staff. Voting rights are limited to dentists. 
Each member of the QMI Committee abides by a Confidentiality and Conflict of Interest 
agreement. 


 


3.9.11 IQAP Supervision  


There must be a designated senior executive who is responsible for IQAP 
implementation.  The vendor’s Dental Director has involvement in quality assurance 
activities.  


The LIBERTY Board of Directors delegates oversight of the Program to LIBERTY’s Chief 
Dental Officer/Dental Director. The Chief Dental Officer/Dental Director is the senior 
dental executive with responsibility for LIBERTY Dental Plan’s Quality Management and 
Improvement Program and delivers the annual written report on the status of QMI 
activities to LIBERTY Dental Plan’s Board of Directors. 


 


3.9.12 Adequate Resources  


The IQAP must have sufficient material resources and staff with the necessary 
education, experience, or training to effectively carry out its specified activities.   


LIBERTY Dental has provided staff resources and a structure required to provide quality 
management continuity of care, utilization management, grievance and appeal 
systems, and access and availability of services. The qualifications and educational 
requirements for LIBERTY Dental Plans key staff, committees, and bodies responsible for 
quality improvement activities include the following key roles: 


Dental Director 
The Dental Director is instrumental in driving how to develop and manage programs, 
centered on continuously evaluating and improving our clinical model and how 
participation in the delivery of dental benefits solutions. The Dental Director collaborates 
with other health care providers in reviewing actual and proposed dental care and 
services against established criteria guidelines. This position also supervises and 
coordinates activities under the Utilization Management (UM) Program including prior 
authorizations, dental review and review under the guidance of the criteria established 
by the UM committee. Qualifications for this position include A current, valid state 
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license to practice dentistry, At least five years’ experience in the active practice of 
dentistry, and a thorough understanding of the delivery of dental managed care. 


Dental Consultant 
The Dental Consultant is responsible for the determination of Quality Management (QM) 
cases (i.e. enrollee, grievances, second opinion request, pre-determination of benefits, 
provider disputes, regulatory complaints, and related appeals). The Dental Consultant 
collaborates with other health care givers in reviewing actual and proposed dental 
care and services against established criteria guidelines. Qualifications for this position 
include A current valid state license to practice dentistry, At least five years’ as a 
practicing dentist, and knowledge of current dental terminology, practices, materials, 
and generally accepted standards. 


Compliance Director 
The Compliance Manager is responsible for all phases of project management for 
regulatory and client contract compliance audits. The Compliance Manager creates 
and implements internal controls to ensure compliance with federal and state laws and 
regulations. Responsibilities include planning, directing, and completing compliance 
audits. Qualifications for this position include a JD, MBA or other advanced degree; 5-7 
years of progressive experience delivering and managing compliance audit services 
with experience in a healthcare setting; Experience with Medicare programs; Familiar 
with HIPAA regulations and other federal and state laws that pertain to healthcare. In 
addition, Experience performing healthcare audits and managing corrective action 
plans is required. 


• Excellent Computer Skills mainly with Microsoft Applications. 
• Project Management experience. 


 
Director, Quality and Utilization Management 
The Manager of Quality and Utilization Management is responsible for managing 
Quality, Utilization, and Case Management operations in accordance with LIBERTY 
Dental Plan’s policies, procedures, and processes. Qualifications for this position 
include: 


• Bachelor’s Degree, in a Healthcare related field., a thorough understanding of 
dental benefit plan administration including federal CMS, managed care, a 
minimum of 3-5 years in UM/QM or case management experience. 


Director of Member Services 
The Director of Member Services has an overall strategic and operational responsibility 
for Member Services and Fulfillment. This position provides direction and leadership 
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toward the achievement of the organization’s philosophy, mission, strategy and its goals 
and objectives. Manages daily activities of Member Services and Fulfillment 
departments while ensures the highest level of customer satisfaction, accuracy and 
compliance with all reporting benchmarks. Also oversees long-term planning, 
technology strategies and continuous improvement of operational efficiencies. Keeps 
current on State and Federal regulatory issues and industry activities and trends and is 
responsible for regulatory reporting. Diligently works to foster a positive and cohesive 
work environment, while ensures exemplary service is provided to all customers. 
Qualifications for this position include A BA/BS or 10 years of Management Experience 
in Dental Insurance, and at least 7 years of experience in a managerial capacity with a 
minimum of 5 years in healthcare administrations/operations role 


Director of Professional Relations 
The Director of Professional Relations directs the recruitment and retention of all LIBERTY 
proprietary provider networks in the assigned region(s), develops provider 
reimbursement schedules by product and region and maintains mandated regulatory 
requirements. Qualifications for this position include a BA/BS degree and/or preferably 
an RDA or RDH license or equivalent; a minimum seven years in healthcare or dental 
insurance experience, and previous management and network development 
experience Director of Claims 


• The Director of Claims directs the Claims Department, to ensure quality standards 
are met and the best possible service is provided to our customers. Provides 
strategic leadership to operations including; long-term planning, technology 
strategy, and continuous improvement of operational efficiency. Qualifications for 
this position include a BA/BS required, with an MBA of other advanced degree in 
Healthcare preferred; a minimum of 7 years of experience in a managerial 
capacity with a minimum of 5 years in health plan/operations role, and Claims 
experience in healthcare environment. 


Manager, Grievance, Appeals and Quality Management 
The Manager of Grievance, Appeals and Quality Management (G&A, QM) manages all 
aspects of the Plan’s grievance system, which consists of member grievances and 
appeal, as well as provider disputes. The Manager, G&A, QM ensures that cases are 
resolved in compliance with all applicable state and federal regulations and in 
accordance with client-specific requirements across all lines of business. This position 
also supports the Plan’s Quality Improvement Program and functions by managing staff 
contributing to multiple QM Committees and Functions. Qualifications for this position 
include BA/BS Degree preferred; a minimum seven years in healthcare insurance, 
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(dental preferred.), and Quality Management and/or Compliance background 
preferred. 


 


3.9.13 Provider Participation in IQAP  


3.9.13.1 Participating dentists and other providers must be kept informed about the 
written IQAP through provider newsletters and updates to the provider manual.    


3.9.13.2 The vendor must include in its provider contracts and employment agreements, 
for dentists and non- dental providers, a requirement securing cooperation with the 
IQAP.   


3.9.13.3 Contracts must specify that hospitals and other vendors will allow the vendor 
access to the Dental records of its recipients.  


LIBERTY works with our providers to actively improve the quality of care provided to 
members. LIBERTY contracted providers are contractually required to cooperate with 
ongoing QMI goals. LIBERTY’s Provider Relations staff is responsible for the ongoing 
communications of quality assurance activities through the following means: 


• Initial and continuing training programs. 


• Provider newsletters and Fax Blasts. 


• Online notices. 


• Local and Regional meetings to discuss and identify issues relating to claims, e 
enrollment and any other issues that the provider can identify. 


• Provider Satisfaction Surveys. 


• Onsite office visits. 


LIBERTY’s Provider Contract and Provider Manual require that Recipient dental records 
be kept and maintained in compliance with applicable state and federal regulations. 
Complete dental records of active or inactive patients must be accessible for a 
minimum of 10 years, even if the facility is no longer under contract with a LIBERTY 
network. Dental records for children should be maintained up to 10 years beyond the 
age of majority.  Below in Figure 3.9.13-1 is an excerpt from our Provider Contract.  Upon 
award of contract, we can update our Provider Contract to include additional elements 
to meet DHCFP requirements.   
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FIGURE 3.9.13-1. PROVIDER MANUAL EXCERPT 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


3.9.14 Delegation of IQAP Activities  


3.9.14.1 The vendor remains accountable for all IQAP functions, even if certain functions 
are delegated to other entities.  If the vendor delegates any quality assurance activities 
to subcontractors or providers, it must: 


A. Have a written description of the delegated activities, the delegate’s accountability 
for these activities, and the frequency of reporting to the vendor;   


B. Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided; 
and 


C. Maintain evidence of continuous monitoring and evaluation, completed at least 
quarterly of delegated activities, including approval of quality improvement plans 
and regular specified reports.  


2.6 Inspection, Evaluation, Audit; Document Retention.  


(a) Access to Records. Dental Office shall permit LIBERTY, upon advance written 
notice, and all applicable governmental agencies or divisions (and/or the designees 
of LIBERTY or such governmental agency/division) to inspect, evaluate and audit any 
physical facilities and equipment, books, contracts, documents, papers, records, 
including dental records and documentation of the Dental Office that pertain to 
Members, any aspect of Covered Services performed, reconciliation of benefits and 
determination of amounts payable (the “Records”). Dental Office shall cooperate 
and assist with, and provide the Records to, LIBERTY and any applicable 
governmental agency/division (and/or their designees) for purposes of the above 
inspections, evaluations, and/or audits, or as otherwise requested by LIBERTY from 
time to time. Dental Office shall notify LIBERTY of any disclosure of Records it is 
required to make to a governmental agency or division. Dental Office may not make 
the access or the provision of Records described in this Section 2.6(a) contingent 
upon a confidentiality statement or agreement. The above-described rights to 
inspect evaluate and audit will extend through the period during which Dental Office 
is required to maintain the Records as set forth in Section 2.6(b) below.  


(b) Retention Period. Dental Office shall maintain the Records for ten (10) years from 
the termination or expiration of the Agreement or the completion date of any audit 
conducted pursuant to Section 2.6(a) (whichever is later), unless otherwise required 
by law.  
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Coordination with Delegated Entities 
There is a written, executed agreement between the plan and each delegate that 
includes the delegated entities specific responsibilities to monitor the quality of care 
and services rendered. The responsibilities of the delegated entities include, but are not 
limited to: 


• Compliance with LIBERTY Dental Plan Policies and Procedures when performing 
delegated responsibilities. 


• Participation in QMI and Peer Review Committees. 
• Providing quarterly, or more frequently if appropriate, reports to the committees 


to facilitate the issues. 
• Plan’s evaluation of complaints, assessing trends, and implementing action to 


correct identified problems. 
• Identifying and presenting to the Committees opportunities for improvement and 


to monitor interventions assuring that the improvement activities are 
implemented and effective. 


 


3.9.15 Credentialing and Recredentialing  


The IQAP must contain provisions to determine whether dentists and other health care 
professionals, who are licensed by the State of Nevada and who are under contract to 
the vendor, are qualified to perform their services.  These provisions are: 


3.9.15.1 Written Policies and Procedures 


The vendor will have written policies and procedures that include a uniform 
documented process for credentialing, which include the vendor’s initial credentialing 
of practitioners, as well as its subsequent recredentialing, recertifying and/or 
reappointment of practitioners. The vendor will comply with NAC 679B.0405 which 
requires the use of Form NDOI-901 for use in credentialing providers. 


The DHCFP reserves the right to request and inspect the credentialing process and 
supporting documentation. The vendor agrees to allow the DHCFP and/or its 
contracted EQRO to inspect its credentialing process and supporting documentation.  


3.9.15.2 Oversight by Governing Body 


The Governing Body, or the group or individual to which the Governing Body has 
formally delegated the credentialing function, will review and approve the 
credentialing policies and procedures.   


3.9.15.3 Credentialing Entity 


The vendor will designate a credentialing committee, or other peer review body, which 
makes recommendations regarding credentialing decisions. 
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3.9.15.4 Scope 


The vendor will identify those practitioners who fall under its scope of authority and 
action. This must include, at a minimum, all dentists and other licensed independent 
practitioners included in the vendor’s provider network.  


3.9.15.5 Process 
The initial credentialing process obtains and reviews primary source verification of the 
following information, at a minimum: 


A. The practitioner holds a current valid license to practice in Nevada or a current 
valid license to practice in the state where the practitioner practices. 


B. A Valid Drug Enforcement Administration (DEA) certificate for all practitioners 
authorized by the scope of their license to prescribe drugs. 


C. Graduation from Dental school and completion of a residency, or other post-
graduate training, as applicable. 


D. Work history. 


E. Professional liability claims history. 


F. The practitioner holds current, adequate malpractice insurance according to 
the vendor’s policy. 


G. Any revocation or suspension of a State license or DEA number. 


H. Any curtailment or suspension of medical staff privileges (other than for 
incomplete Dental records). 


I. Any sanctions imposed by the OIG or the DHCFP. 


J. Any censure by any state or county Dental Association or any other applicable 
licensing or credentialing entity. 


K. The vendor obtains information from the National Practitioner Data Bank, the 
Nevada State Board of Dental Examiners, any equivalent licensing boards for 
out- of-state providers, and any other applicable licensing entities for all other 
practitioners in the plan. 


L. The application process includes a statement by the applicant regarding: 


1. Any physical or mental health problems that may affect current ability to 
provide dental care; 


2. Any history of chemical dependency/ substance abuse; 


3. History of loss of license and/or felony convictions; 


4. History of loss or limitation of privileges or disciplinary activity; and 
5. An attestation to correctness/ completeness of the application.  


 
This information should be used to evaluate the practitioner’s current ability to 
practice. 
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A. There is an initial visit to each potential primary dental care practitioner’s office, 


including documentation of a structured review of the site and Dental record 
keeping practices to ensure conformance with the vendor’s standards.   


B. If the vendor has denied credentialing or enrollment to a provider where the 
denial is due to vendor concerns about provider fraud, integrity, or quality the 
vendor is required to report this to the DHCFP Provider Enrollment Unit within 
fifteen (15) calendar days. 


Written Policies and Procedures 
We have written credentialing and re-credentialing policies and procedures in place in 
order to provide a fair, consistent, and non‐discriminatory process in the initial 
credentialing and re-credentialing of all applicant and network dentists. The 
credentialing/re-credentialing of LIBERTY’s network dentists is in adherence with 
National Committee for Quality Assurance (NCQA) standards and complies with state 
and federal requirements, including CMS and state mandated credentialing 
applications where required. A provider is not authorized to treat any of our recipients 
until the Credentialing Committee approves the provider’s admittance to the network. 
Routine re-credentialing is conducted every three years for all providers in the network, 
or more frequently if indicated, on a case by case basis. 


We have extensive experience in credentialing and re-credentialing dental providers 
and we conduct these activities on a large scale on an ongoing basis. From January of 
2016 through August, for example, we have performed initial credentialing for 3,229 
providers and have re-credentialed 4,729 providers. Our comprehensive and robust 
processes ensure that we are able to maintain a quality network of providers to ensure 
the best care for our recipients. The process used to assess and validate the provider’s 
qualifications and credentials to provide dental treatment to recipients and participate 
in our networks is described below. 


LIBERTY acknowledges the DHCFP’s right to request and inspect our credentialing 
process.  We have extensive experience working directly with other states, including 
the state of California and various government health plans, as they assess our 
processes and policies. In 2016, our credentialing program has been audited by 16 
government health plans that serve Medicare and Medicaid recipients with audit 
scores consistently above 98%. 
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“LIBERTY Dental Plan is 
great at being 
accessible for us with 
whatever needs we 
have had. I appreciate 
how quickly you get 
doctors credentialed 
since this is imperative 
for us. We have a huge 
multi-doctor/ multi-
specialty facility and 
making sure all our 
doctors are in network 
is critical to us being 
able to provide 
comprehensive patient 
care.”  --Brian 
Sakakida, Manager 
 


Credentialing Committee 
Our Credentialing Committee is a sub-committee under the Quality Management and 
Improvement Program that oversees credentialing for our provider network. Chaired by 
LIBERTY’s Dental Director, the Committee consists of both clinical and non-clinical (i.e., 
administrative) staff responsible for reviewing, accepting, and/or rejecting the 
professional credentials of each applicant dentist or contracted dental provider.  The 
Committee abides by approved policies and procedures of the Quality Management 
Improvement (QMI) Committee to determine whether a provider will be approved as a 
member of our provider network. The Credentialing Committee is responsible for 
reviewing and updating the credentialing policies and procedures on an annual basis. 
Proposed updates are formally submitted to the QMI Committee for approval. 


The Credentialing Committee utilizes online resources and VerifPoint, a contracted 
NCQA and URAC accredited credentials verification organization (CVO), to obtain and 
verify information on dental providers (more information on the delegation of 
credentialing activities is found below). The Credentialing Coordinators are responsible 
for maintaining the credentialing files and updating the credentialing database in order 
to provide our recipients with the utmost professional oral health care network available 
through the verification of provider information. The Committee convenes on a monthly 
basis, or more frequently when applicable. 


Initial Credentialing 
Prospective network providers must submit a completed 
application to the Network Management Department, 
which will then review the application materials and 
forward to the Credentialing Department to be 
considered for participation. Prospective provider 
applications will be processed and a decision rendered 
within 30 days, unless additional information is needed or 
verification of credentials is not possible (e.g., verification 
of dental education at a dental school that is no longer in 
operation, or a foreign dental school). If credentialing or 
enrollment is denied due to potential concerns about 
provider fraud, integrity, or quality, LIBERTY will report this 
to the DHCFP Provider Enrollment Unit within 15 calendar 
days. To be considered for participation in the network, a 
provider must complete a credentialing application and 
submit the following: 


 Practice name, address, phone and fax numbers. 
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 TIN and SSN for processing and collecting the required individual background 
history checks. 


 Provider NPI (Type I) and billing entities NPI (Type II), as applicable. 
 Education and training information as appropriate to practice specialty(ies). 
 Specify if Board Certified and Hospital Privileges, as applicable. 
 The most recent five (5) years of work history. 
 Signed and dated Credentialing Attestation, Authorization and Release Forms. 
 A current professional Dental License(s), including  
 A current DEA Certificate or State Controlled Substance certificate, if applicable. 
 Any revocation or suspension of a State license or DEA number 
 Any censure by any state or county Dental Association or any other applicable 


licensing or credentialing entity. 
 A current Malpractice Insurance Certificate showing ‘Professional Liability’ 


coverage with coverage of at least $1,000,000 per occurrence and $3,000,000 
aggregate, unless different limits are required under state or federal regulations 


 A Specialty Certification from the educational facility attended (if applicable). 
 Any curtailment or suspension of medical staff privileges (other than for 


incomplete Dental records). 
 Any sanctions imposed by the OIG or the DHCFP. 
 Any physical or mental health problems that may affect current ability to provide 


dental care. 
 Any history of chemical dependency/ substance abuse. 
 History of loss of license and/or felony convictions. 
 History of loss or limitation of privileges or disciplinary activity. 
 An attestation to correctness/ completeness of the application. 


Credentialing and re-credentialing requirements are shown below in Figure 3.9.15-1. 
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FIGURE 3.9.15-1: CREDENTIALING/RE-CREDENTIALING ELEMENTS 


VerifPoint (CVO) Primary Source Verification 
Items Requiring Verification for 


Credentialing &  
Re-credentialing Sources of Verification Methods of Verification 


Current State Dental License State Dental Board Performed by 
contracted 
credentialing 
verification organization 
(CVO) or by LIBERTY staff 


State board status check for 
validation of license and report 
of sanction, restriction, and/or 
limitation on scope of practice 
from any state in which the 
applicant is licensed 


Verification from state 
dental board in writing or by 
telephone 


Performed by 
contracted CVO or by 
LIBERTY staff 


DEA Copy of DEA certificate OR 
verification through National 
Technical Information 
Service (NTIS) database 


Performed by 
contracted CVO or by 
LIBERTY staff 


Current Malpractice Liability 
Insurance Coverage 


Malpractice liability carrier 
in writing or by telephone 
OR copy of certificate of 
insurance from practitioner 


Performed by 
contracted CVO or by 
LIBERTY staff 


Board Certification (when 
applicable) 


American Board of Dental 
Specialties 


Appropriate specialty board 
in writing or by telephone 


Performed by 
contracted CVO or by 
LIBERTY staff 


Education Dental school and 
residency institution in 
writing or by telephone 


Performed by 
contracted CVO or by 
LIBERTY staff 


Professional Liability Claims 
History 


National Practitioner Data 
Bank (NPDB) report 


Performed by 
contracted CVO or by 
LIBERTY staff 
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VerifPoint (CVO) Primary Source Verification 
Items Requiring Verification for 


Credentialing &  
Re-credentialing Sources of Verification Methods of Verification 


Hospital Privileges, if applicable Hospital medical staff office 
in writing or by telephone 


Performed by 
contracted CVO or by 
LIBERTY staff 


Medicare/ Sanction Activity NPDB Report 


Department of Health & 
Human Services (DHHS) 
Cumulative Sanction Report 


Performed by 
contracted CVO or by 
LIBERTY staff 


 


Furthermore, Network Managers are responsible for obtaining all necessary 
applications and required contracting information and credentialing documents from 
the dental providers during the contracting process. Network Managers will work with 
the dental offices if they have not yet enrolled in the Nevada Medicaid program to 
provide enrollment instructions, contact information, and education to help them 
register with Medicaid. We will begin the initial credentialing documents gathering 
process as providers are enrolling in Medicaid. LIBERTY’s contracting process requires 
that each dentist is registered with Medicaid and has a valid Medicaid identification 
number. 


Identifying excluded providers and persons convicted of crimes searches. 
During the initial credentialing process, we identify excluded providers and persons 
convicted of crimes. VerifPoint reviews sanctions and exclusions for Medicare and 
Medicaid, using State Medicaid Agency websites, the Office of Inspector General 
Medicare Exclusion Database, and the National Practitioners Data Bank. Each applicant 
must meet verification requirements prior to acceptance by the Credentialing 
Committee. An applicant provider that is identified as having a Medicare/Medicaid 
Sanction, or has a conviction for fraudulent billing and/or misrepresentation of 
credentials, will be notified in writing that the Credentialing Committee has denied 
his/her credentialing application. 


The Credentialing department will also identify, investigate, and review information 
concerning a participating provider’s performance and any potential adverse issues 
reported from the Nevada State Board of Dental Examiners, National Practitioner Data 
Bank, Office of the Inspector General, System for Award Management, or other 
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regulatory agencies on a monthly basis. Participating providers that are identified on 
sanction or exclusion lists or found to have been convicted of defrauding Medicare and 
Medicaid are notified that continued network participation is denied. Please see our 
YTD Provider Sanction Ongoing Monitoring Log in Attachment 14. 


Facility Site Review 
LIBERTY reviews the offices of contracting primary care dentists prior to finalizing the 
credentialing/contracting process and on an on-going, calendar basis. We attempt to 
conduct a review on the first anniversary of the date on which the contracting dentist 
was authorized to provide dental services to beneficiaries in that office and semi-
annually thereafter. If necessary, and if there are quality assurance concerns, the 
Dental Director may require additional reviews at any time. 


As part of each review, LIBERTY verifies: 


 Office staffing (e.g., the number of dentists, dental auxiliaries, hygienists 
available to recipient in the office). 


 Office hours (including after-hours availability and availability for emergencies). 
 Appointment availability (for initial appointments, routine appointments, and 


preventive dental care appointments). 
 Waiting time for scheduled appointments. 
 Patient capacity. 
 Foreign languages spoken by the office staff. 
 Office’s physical accessibility (e.g., location, handicap accessibility). 


At the end of the review, LIBERTY will conduct an exit interview with the primary care 
dentist to discuss the findings made by our Dental Director during the review. 


After the exit interview, the Dental Director reviews the summary findings and will 
determine whether the office meets all required standards and norms. The Dental 
Director then sends a letter to the primary care dentist stating one of three results: 


 The office met or exceeded all LIBERTY guidelines; 
 The overall review was acceptable, but the office did not meet certain 


guidelines; or, 
 The office failed to sufficiently meet the LIBERTY’s guidelines. 


In situations involving either of the latter two items above, the Dental Director’s letter 
specifies any corrective actions the contracting dentist must take. The letter also 
includes a time frame for the completion of any corrective actions. If necessary, the 
Dental Director may schedule a follow-up review to determine whether a primary care 
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dentist has successfully implemented the corrective actions required. The 
documentation of each structured review of the site and Dental record keeping 
practices are maintained to ensure conformance with LIBERTY’s standards. 


 


3.9.15.6 Recredentialing  


A process for the periodic re-verification of clinical credentials (recredentialing, 
reappointment, or recertification) will be described in the vendor’s policies and 
procedures, including:  


A. Evidence that the procedure is implemented at least every sixty (60) months.  


B. The vendor conducts periodic review of information from the National Practitioner 
Data Bank and all other applicable licensing entities, along with performance data, 
on all practitioners, to decide whether to renew the participating practitioner 
agreement.  At a minimum, the recredentialing, recertification or reappointment 
process is organized to verify current standing in required areas. 


C. The recredentialing, recertification or reappointment process also includes review of 
data from: 


1. Recipient grievances and appeals; 


2. Results of quality reviews; 


3. Utilization management; 


4. Recipient satisfaction surveys; and 


5. Re-verification of current licensure, if applicable. 


D. If the vendor decredentials, terminates or disenrolls a provider the vendor must 
inform the State within 15 calendar days.  If the decredentialing, termination or 
disenrollment of a provider is due to suspected criminal actions, or disciplinary actions 
related to fraud or abuse the DHCFP will notify HHS-OIG. 


Recredentialing 
LIBERTY has established policies and procedures for re-credentialing providers and is 
dedicated to assessing and verifying the credentials of all applicants and participating 
dentists. We strive to assure that the LIBERTY network consists of quality providers who 
meet clearly defined criteria and standards. These guidelines ensure that the providers 
approved to remain in our network and see our recipients will meet appropriate 
standards of education, specific training and experience, current competence, and 
ability to perform the oral health care services that recipients need. 


The re-credentialing process includes an appraisal of the provider’s overall 
performance, which is considered during the Credentialing Committee review.  We rely 
on a variety of quality and utilization measures including the following: 
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• Detection of a pattern of recipient complaints against a particular facility or 
provider. 


• Deficiencies identified through ongoing monitoring of each provider’s 
compliance with established accessibility and availability standards. 


• Deficiencies identified through the routine or non-routine queries of the NPDB, 
OIG, State Board of Dental Examiners, and CMS Medicaid/Medicare Exclusion 
lists allow for the review of malpractice settlements, Medicaid or Medicare fraud, 
state board license sanctions, etc. 


• Recipient satisfaction surveys which may indicate poor quality service by a 
provider or dental office. 


• Utilization management review of encounter or claims data which may indicate 
a pattern of over/under utilization of services. 


Our provider re-credentialing cycle is consistent with NCQA standards and occurs 
every three years (or more frequently should an issue be identified).  Sixty days before 
the re-credentialing date, the dentist will receive a written request to submit required 
documents to our designated CVO.  If a provider fails to forward any required 
information to the CVO, the CVO will notify LIBERTY and our Credentialing Coordinator 
will assist in obtaining the missing or expired information. The Credentialing Committee 
reviews any contracted provider who has generated an adverse report. Explanations 
are then assessed and determined to be either inadequate or satisfactory. Failure to 
comply with requests for information can result in provider termination from the network. 


Although oversight responsibility remains within LIBERTY's purview, LIBERTY may delegate 
all or a portion of its credentialing activities to VerifPoint.  Prior to delegation of any 
activity, LIBERTY’s Credentialing Committee will perform an assessment of the delegate's 
programs and capabilities during an annual delegation audit.  No credentialing activity 
is considered delegated until a signed delegation agreement is on file. 


Providers are credentialed and re-credentialed according to NCQA standards, which 
meet current LIBERTY regulatory and NCQA guidelines.  All providers must maintain 
good standing with state and federal regulatory bodies. 


Ongoing Compliance 
Our Credentialing program includes a systematic process for the ongoing review and 
evaluation of an individual network provider’s performance.  Provider performance is 
assessed through the review of recipient satisfaction survey results, complaints and 
grievance tracking reports, utilization patterns, and desktop audits to identify quality 
and/or potential quality issues. 
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On an ongoing basis, information on sanctions, limitations on licensure, and complaints 
are reviewed. These sanctions and disciplinary reports are addressed within 30 days of 
their release. Information from the State Board of Dental Examiners and other pertinent 
provider sanction and licensure reports are reviewed at Credentialing Committee 
meetings. Complaints and adverse events (e.g., injury to a recipient that happened 
while receiving health care services from a provider) are tracked and reported to the 
QMI Committee at least quarterly, or as areas for improvement are identified. 


 


3.9.15.7 Delegation of Credentialing Activities  


If the vendor delegates credentialing and recredentialing, recertification, or 
reappointment activities, there must be a written description of the delegated 
activities, and the delegate’s accountability for these activities.  There must also be 
evidence that the delegate accomplished the credentialing activities.  The vendor 
must monitor the effectiveness of the delegate’s credentialing and reappointment or 
recertification process.   


Delegation of Credentialing Activities 
We have maintained a successful relationship with VerifPoint, a leading NCQA certified 
and URAC accredited Credentials Verification Organization (CVO), since 2007. 
VerifPoint provides primary source verification of provider information for LIBERTY 
including: dental school education, residency training completion, board certification, 
work history, current adequate malpractice insurance, malpractice history, licensure 
information, and sanctions. VerifPoint will be contracted to conduct the primary source 
verification of credentials for new and existing providers for the DHCFP program. Our 
longstanding working relationship with VerifPoint has allowed us to improve and 
expedite the credentialing process of our dental care providers, which has expanded 
to 23 states in 2016.  VerifPoint also reviews provider licensure information on a daily 
basis and generates reports on providers who nearing the expiration of their license. 


Our Credentialing Committee is ultimately accountable for all functions performed 
within its purview, whether those functions are performed directly or indirectly by the 
CVO. We conduct delegation oversight of VerifPoint annually to evaluate the structures, 
functions and processes necessary to achieve/maintain program compliance and 
ensure consistent performance across the network. VerifPoint has consistently scored 
above our 90% benchmark during their delegation reviews. Most recently, VerifPoint 
scored 100% during the 2016 delegation audit, which was conducted on May 25, 2016, 
and approved by our Credentialing Committee for continued delegation. 
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3.9.15.8 Retention of Credentialing Authority 


The vendor retains the right to approve new practitioners and sites, and to terminate or 
suspend individual practitioners.  The vendor has policies and procedures for the 
suspension, reduction or termination of practitioner privileges.  


3.9.15.9 Reporting Requirement 


The vendor must ensure there is a mechanism for, and evidence of implementation of, 
the reporting of serious quality deficiencies resulting in suspension or termination of a 
practitioner, to the appropriate authorities. 


3.9.15.10 Provider Dispute Process 


The vendor must have a provider appeal process for instances wherein the vendor 
chooses to deny, reduce, suspend or terminate a practitioner’s privileges with the 
vendor. 


Suspension, Reduction, or Termination of Provider Privileges 
A provider’s network status may be reduced, suspended or terminated for any lawful 
reason, including, but not limited to: 


• A lapse in basic qualifications, such as licensure, insurance, board certification, 
required dental staffing, or privileges at a specified hospital/healthcare facility 


• A determination that the provider does not deliver appropriate quality or 
efficiency of recipient care 


• A determination that the provider does not follow our established clinical and/or 
administrative guidelines 


Issues raised about a provider’s performance shall be presented to the Credentialing 
Committee, who shall have the broad discretion to determine how to proceed as 
delegated by our Board of Directors. The Committee’s options include, but are not 
limited to: maintaining a record of the matter without further investigation or action; 
investigating the matter and making a report and recommendation to the QMI 
Committee as warranted; or referring the matter for further investigation and corrective 
action. If, for any reason, a provider is terminated and is brought before the 
Credentialing Committee for reinstatement, the provider must go through the initial 
credentialing process again if the break in service is 30 days or more. 


The DHCFP will be notified if LIBERTY denies a provider credentialing application, 
disenrolls a provider for program integrity-related reasons, or otherwise limits the ability 
of a provider to participate in the program for program integrity reasons. When 
awarded a contract, LIBERTY will establish processes to inform the DHCFP within 15 days 
of a decision to decredential, terminate, or disenroll a provider. 
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Provider Dispute Process 
LIBERTY has established policies and procedures in place to provide a mechanism for 
providers to appeal actions, including a denial, reduction, suspension, or termination of 
provider privileges. Our policies assure that all providers have the right to appeal the 
decision of the Credentialing Committee. Providers are required to request any such 
appeal in writing within 60 days of a receipt of a notice of Adverse Determination. 


Reconsideration of initial recommendation 
If a provider does not agree with the Credentialing Committee's initial 
recommendation, he or she may request Reconsideration by submitting a signed letter 
explaining why he or she believes the decision was incorrect. Providers should also 
include any new or additional information the Credentialing Committee should 
consider. The Credentialing Committee then discuss all Reconsiderations, review all 
information, and vote to sustain, modify, or overturn its original decision. 


If the provider does not agree with the Credentialing Committee's initial 
recommendation or Reconsideration decision, he or she may request an appeal 
hearing before the Appeals Advisory Committee following a similar process as the initial 
Reconsideration request. Upon receiving a request for a formal hearing, the 
representative of the QM Committee, in consultation with the Dental Director and 
President, schedules and arranges for the hearing. The provider is notified of the time, 
place, and date of the hearing, which our policies require to occur between 30 and 60 
days from the date the representative of the QM Committee received the request for a 
hearing. 


The Appeals Advisory Committee is comprised of three independent professionals who 
did not participate in the initial decision. They are appointed by LIBERTY’s Advisory 
Committee. One of these professionals will be in the same or like specialty as the 
disputing provider. The Appeals Advisory Committee will make a formal 
recommendation to the Credentialing Committee about the decision to accept or 
reject the provider's application, suspension, or termination. If the Appeals Advisory 
Committee's findings do not result in a recommendation to reverse the Credentialing 
Committee's initial decision, the Credentialing Committee's decision will be final. 
Disputing providers will be notified within 5 business days of the Credentialing 
Committee's final decision. 
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3.9.16 Recipient Rights and Responsibilities  
The vendor must demonstrate a commitment to treating recipients in a manner that 
acknowledges their rights and responsibilities.   


3.9.16.1 Written Policy on Recipient Rights 


The vendor must have a written policy that recognizes the following rights of recipients: 


A. To be treated with respect, and recognition of their dignity and need for privacy; 


B. To be provided with information about the vendor, its services, the practitioners 
providing care, and recipients’ rights and responsibilities; 


C. To be able to choose their primary Dental care practitioner; 


D. To participate in decision-making regarding their dental care, including the right to 
refuse treatment; 


E. To pursue resolution of grievances and appeals about the vendor or care 
provided; 


F. To formulate advance directives; 


G. To have access to his/her Dental records in accordance with applicable federal 
and state laws and to request that they be amended or corrected as specified in 
45 CFR Part 164;  


H. To guarantee the recipient’s right to be free from any form of restraint or seclusion 
used as a means of coercion, discipline, convenience, or retaliation; and 


I. To receive information on available treatment options and alternatives, presented 
in a manner appropriate to the recipient’s condition and ability to understand. 


3.9.16.2 Written Policy on Recipient Responsibilities 


The vendor must have a written policy that addresses recipients’ responsibility for 
cooperating with those providing dental services.  This written policy must address 
recipients’ responsibility for: 


A. Providing, to the extent possible, accurate and updated information needed by 
professional staff in caring for the recipient;  


B. Following instructions and oral health care recommendations/ guidelines given by 
those providing dental services;  


C. Recipient obligation to participate in their health care decisions; and 


D. Recipient conduct and communication with a dental office including recipient’s 
responsibility to be on time for scheduled appointments, cancel appointments in a 
timely manner i.e. 24-48 hrs ahead of scheduled appointment, report provider 
fraud/abuse, provide feedback on recipient needs and expectations, etc. 


3.9.16.3 Communication of Recipient Policies to Providers 


A copy of the vendor’s policies on recipients’ rights and responsibilities is provided to 
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all participating providers upon initial credentialing and when significant changes are 
made.  


3.9.16.4 Communication of Policies to Recipients 


Upon enrollment, recipients are provided a written statement that includes information 
on their rights and responsibilities. 


3.9.16.5 Recipient Grievance and Appeals Procedures  


The vendor must have a system(s) linked to the IQAP for addressing recipients’ 
grievances and providing recipient appeals.  This system must include: 


A. Procedures for registering and responding to grievances and appeals within thirty 
(30) calendar days. Vendors must establish and monitor standards for timeliness; 


B. Documentation of the substance of grievances, appeals, and actions taken; 


C. Procedures ensuring a resolution of the grievance and providing the recipient 
access to the State Fair Hearing process for appeals;  


D. Aggregation and analysis of grievance and appeal data and use of the data for 
quality improvement; 


E. Compliance with DHCFP due process and fair hearing policies and procedures 
specific to Nevada Medicaid and Nevada Check Up recipients; and 


F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


3.9.16.6 Recipient Suggestions 


An opportunity must be provided for recipients to offer suggestions for changes in 
policies and procedures.   


3.9.16.7 Steps to Assure Accessibility of Services  


The vendor must take steps to promote accessibility of services offered to recipients.  
These steps include: 


A. The points of access to primary dental care, specialty care, are identified for 
recipients; and 
 


B. At a minimum, recipients are given information about: 
1. How to obtain services during regular hours of operations; 
2. How to obtain urgent, emergency and after-hour care;  


3. How to obtain emergency out-of-service area care;  


4. How to obtain the names, qualifications and titles of the professionals who 
provide and are accepting Dental patients and/or are responsible for their 
care; and 


5. How to access concierge services and assistance from the vendor when 
needed to gain access to care. 
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3.9.16.8 Information Requirements  


A. Recipient information (for example, subscriber brochures, announcements, and 
handbooks) must be written at an eighth (8th) grade level that is readable and 
easily understood. 


B. Written information must be available in the prevalent languages of the population 
groups served.   


3.9.16.9 Confidentiality of Patient Information 


The vendor must act to ensure that the confidentiality of specified patient information 
and records is protected.  The vendor must: 


A. Establish in writing, and enforce, policies and procedures on confidentiality, 
including confidentiality of Dental records; 


B. Ensure patient care offices/sites have implemented mechanisms to guard against 
the unauthorized or inadvertent disclosure of confidential information to persons 
outside of the vendor;  


C. Hold confidential all information obtained by its personnel about recipients related 
to their examination, care and treatment and shall not divulge it without the 
recipient’s authorization, unless: 
1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 
2. It is necessary to coordinate the recipient’s care with other dental care 


providers, physicians, hospitals, or other health care entities, or to coordinate 
insurance or other matters pertaining to payment; or 


3. It is necessary in compelling circumstances to protect the health or safety of an 
individual. 


D. Must report any release of information in response to a court order to the recipient 
in a timely manner; and 


E. May disclose recipient records whether or not authorized by the recipient, to 
qualified personnel, defined as persons or agency representatives who are subject 
to standards of confidentiality that are comparable to those of the State agency.  


3.9.16.10 Treatment of Minors 
The vendor must have written policies regarding the treatment of minors.  
3.9.16.11 Assessment of Recipient Satisfaction  
The vendor must conduct periodic surveys of recipient satisfaction annually with its 
services: 
A. The survey(s) must include content on perceived problems in the quality, availability 


and accessibility of care. 
B. The survey(s) assess at least a sample of: 


1. All recipients; 
2. Recipient requests to change practitioners and/or facilities; and 
3. Disenrollment by recipients. 


C. As a result of the survey(s), the vendor must: 
1. Identify and investigate sources of dissatisfaction; 
2. Outline action steps to follow up on the findings; and 
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3. Inform practitioners and providers of assessment results. 
D. The vendor must re-evaluate the effects of the above activities. 


We understand and agree to comply with section 3.9.16 through 3.9.16.11. 


Written Policy on Recipient Rights and Responsibilities and Their Communication to 
Recipients and Providers 
LIBERTY has established written policies and procedures, clearly defining the ways and 
means by which member rights and responsibilities are addressed, communicated, 
monitored, and delivered. Understanding the vulnerability and unique requirements of 
the Nevada Medicaid population, LIBERTY is committed to providing recipients with a 
systematic approach to understanding member rights and responsibilities.  To facilitate 
this approach, LIBERTY’s Nevada Medicaid membership will be serviced by our Internal 
Response Unit (IRU), a specialized business unit staffed with subject matter experts in 
each operational department, including Member Services. 


Training activities for existing and new Member Services Representatives emphasize 
benefits of the plan, member rights and responsibilities, member’s privacy, importance 
of confidentiality, right to be treated respectfully, cultural diversity, process for provider 
selection and transfers, referrals and the grievance process. 


Communication of Policies 
We understand that the more we educate members, the higher the utilization rate of 
preventive services—and that this lowers the overall and long term cost of dental care.  
LIBERTY makes all our written communication materials available either in print or in 
electronic form for convenient distribution to our members and providers. Our materials 
are designed to provide valuable information to our general adult, pregnant women, 
and child target markets, as well as persons with special needs (e.g., within those 
eligible for Medicaid due to a disabling condition), through a number of tools as 
described within this section. 


Upon notification of enrollment, we send the member a Welcome Packet within 10 
business days. Additionally, we will make these materials available online to all Nevada 
members. A sample of our Welcome Packet for Nevada has been included as 
Attachment 5. The complete Welcome Packet includes: 


 Welcome letter highlighting program features.  
 A dental provider directory and information on how members can access cared 


and locate dentists online, telephonically or via our smart phone application. This 
directory will identify the languages spoken by each provider, whether or not the 
provider is accepting new patients, and will also identify each provider’s 
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specialty type. We will also ensure the most current directory is available to 
members upon request are sent within five (5) business days of the request. 


 An ID Card for each eligible members in full compliance with the DHCFP 
requirements. 


 A detailed explanation of dental benefit services. 
 LIBERTY’s contact information, including our address, telephone number, web 


site, fax number and email address. 
 LIBERTY call center hours. 
 A description of any restrictions on the member’s freedom of choice among 


network providers. 
 Member rights and protections, including at minimum: 


o Treatment with respect and due consideration for his or her dignity and 
privacy. 


o Receipt of information on available treatment options and alternatives. 
o Participation in decisions regarding his or her health care including the 


right to refuse treatment. 
 A detailed explanation of the amount, duration and scope of services available 


under the contract sufficient to ensure members are fully informed of the services 
to which they are entitled, including service authorization requirements. 


 Information on urgent dental care, including at minimum: 
o Information noting that prior authorization is not required to obtain dental 


services from a network dental provider. 
o The fact that providers must inform their patients the extent to which, and 


how, after hours and urgent dental care is provided, including how to 
contact a network dental provider twenty-four (24) hours a day, seven (7) 
days a week for urgent dental care. 


o The locations where providers and hospitals furnish urgent dental services 
covered under the MCO contract. 


o The member’s right to use any network dental provider for urgent dental 
care. 


 Information on alternative methods or formats for communicating with visually 
and hearing-impaired members and non-English speaking members, and how 
those members can access those alternative formats and methods. 


 An explanation of how LIBERTY will cover services with out-of-network providers 
for as long as the services are unable to be provided within the network. 
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Distribution of Communications 
All member-facing materials that are mass distributed to new members will be 
submitted to the DHCFP for review and approval prior to distribution. Our Nevada staff 
will be involved in the creation of these materials to ensure that we reflect the regional 
culture in our communications. We will work to create an efficient process to work with 
the DHCFP to expedite submission and approval. We commit that any and all costs 
associated with developing, printing and distributing materials are our responsibility. 
Our Director of Fulfilment will ensure that any and all member-facing materials receive 
approval prior to printing and/or releasing materials for mass distribution, whether 
printed or electronic. 


Member rights are communicated through numerous avenues to multiple audiences.  
LIBERTY's policies regarding member rights and responsibilities include the right to be 
treated with respect, dignity, and recognition of their need for privacy and 
confidentiality, access to care, to be informed of provider assignments and how to 
transfer, how to request a second opinion, to have access to benefit information and 
the specialty referral process, to participate in making informed decisions regarding 
their course of treatment and how to submit grievances and be informed of the 
grievance and appeal process. Recipients are informed of LIBERTY’s policies on their 
rights and responsibilities via the following communication channels:  


 Evidence of Coverage Booklets  
 LIBERTY Website 
 Via LIBERTY’s Member Service Representatives 
 Educational brochures 


 
Providers are also informed of LIBERTY’s policies regarding recipients’ rights and 
responsibilities via: 


 Provider orientations that include cover to cover review of the Provider Reference 
Guide with emphasis on policies and procedures, specialty care referrals, 
access and availability standards, quality management expectations and 
LIBERTY’s language assistance program 


 Provider campaigns and sweeps 
 Quarterly newsletters   


LIBERTY addresses all member rights and responsibilities, including those of minors, in 
Company Policies and Procedures and the member’s Evidence of Coverage booklet. 
Below is a general summary of some of those procedures, which protect the rights of 
recipients of all ages. 
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RECIPIENT RIGHTS 


Plan Information and Services 
LIBERTY's policies regarding member rights and responsibilities state that a member has 
the right to receive information regarding LIBERTY's services, benefits, specialty referral 
process and available treatment options and alternatives. LIBERTY’s policies for 
communicating plan information and services include providing each member with a 
detailed Evidence of Coverage booklet and access to LIBERTY’s experienced MSRs who 
can assist with all aspects of their inquiry.  Members preferring a self-service option can 
access LIBERTY’s website for plan benefits, eligibility, and provider information. 


Evidence of Coverage booklets are made available in threshold languages.  Other 
languages can be accommodated upon request from the member and will be 
completed within the cultural and linguistic guidelines and timeframes. 


Covered Services  
LIBERTY's policies regarding member rights and responsibilities state that a member has 
the right to access and availability to care. LIBERTY’s policy is to ensure that all members 
have access to covered services whenever needed.  LIBERTY details all covered 
services within the member’s EOC and ensures our Member Service Representatives 
(MSRs) are able to communicate member benefits and covered services clearly and 
concisely.  MSRs receive in-depth training related to covered services, enabling them 
to effectively communicate with the members.  When a MSR receives an inquiry 
regarding benefits, they access the member’s record where they have immediate 
access to the member’s calling history and an outline of the member’s dental benefits.   
It is the MSR’s responsibility to assist members in receiving all benefits they are entitled 
to within acceptable timeframes and to discuss services available under this program.  
MSRs encourage the members to use their Evidence of Coverage booklets as a guide 
and to contact LIBERTY’s Member Services department for questions and requests for 
assistance with accessing their dental benefits. 


Choosing a Primary Care Dentist  
LIBERTY’s policy is to ensure all members fully understand their right to select the Primary 
Care Dentist (PCD) of their choice within LIBERTY’s provider network. LIBERTY will assign 
members who do not make a selection to a PCD based on distance, provider 
availability, age, and language requirements. LIBERTY explains, through our MSRs and 
member EOC, that all members have the right to request a transfer to another network 
provider at any time by contacting LIBERTY’s Member Services department.  Members 
can access LIBERTY’s website to search for network providers.  Search results provide 
the member with pertinent information, such as the office /provider name, address, 
phone number, ID, languages spoken in the office and hours of operation. 
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Federally Qualified Health Centers, Rural Health Clinics and Indian Health Service 
Facilities  
LIBERTY’s policy is to contract with Federally Qualified Health Centers and Rural Health 
Clinics and that the member has the right to choose to seek services at this type of 
facility.  These offices are included in the provider listings and on LIBERTY’s website. 


LIBERTY’s Member Handbook outlines the procedures members should follow when 
exercising their right to receive services from an Indian Health Center or American 
Indian Health Clinic. 


Services for Pregnant Women & Federally Required Adult Dental Services (FRADS) 
LIBERTY’s policy states that all pregnant women and adults under this program are 
entitled to receive their FRADS benefits and additional benefits for pregnant women.    It 
ensures that pregnant women and all adults are aware of the benefits available to them 
through the communication methods noted above, and how to obtain them when 
needed.   LIBERTY’s MSRs are trained specifically in the FRADS and pregnant women 
benefits to ensure they are able to explain them to the members clearly and concisely. 


Emergency Services 
LIBERTY’s policy is to ensure that all members have access to emergency dental care.  
This is accomplished by requiring that all LIBERTY affiliated dental offices make 
Emergency Dental Care available 24 hours per day, seven days per week. In the event 
a member requires Emergency Dental Care, they will contact their selected dentist to 
schedule an immediate appointment. 


If a member is unable to connect with their dental office after-hours, they can contact 
LIBERTY and they will be referred to an emergency answering service that has 
immediate access to a licensed Dentist.  The Dentist will assist the enrollee in receiving 
appropriate treatment for their individual circumstance. 


Should the after-hours call not be an actual emergency, the caller has the ability to 
request a return call the next business day.  These requests are automatically routed to 
MSRs for follow-up when the call center is open. 


LIBERTY recognizes that emergency dental services provided on an emergency basis in 
a hospital, emergency room or ambulatory surgery center are provided as part of the 
medical MCO benefit and will educate recipients and providers about availability of, 
and how to access emergency dental services. 


Treatment Options and Alternatives 
LIBERTY's policy is that members have the right to participate in decision making 
regarding their own dental care, including the right to refuse treatment and the 
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formulation of advance directives. LIBERTY’s policy requires all contracted Dental 
providers to present each member with a treatment plan indicating the covered 
benefits and options or upgrades available to the member and in a manner that is 
appropriate to the member's condition and ability to understand.  LIBERTY encourages 
members to contact Member Services to review the treatment plan prior to having 
services rendered.  This helps prevent members from agreeing to optional or upgraded 
treatment without being fully aware of what is covered, not covered, and any 
associated fees. 


Interpretation Services for their Language 
LIBERTY’s policy for interpretive services ensures that members have access to 
communicate in their preferred language. Member Service Representatives are able to 
assist members in 11 languages.  Immediate assistance is provided by a third party 
language vendor for all languages not supported by the Member Services department.  
LIBERTY initiates a three-way call to the language vendor and the representative 
remains on the line through the duration of the call.  LIBERTY also provides TTY/TDD for 
those in need. 


LIBERTY's policy is that face-to-face interpretive services are available to members upon 
request through LIBERTY’s Member Services department.  Member Services 
Representatives will make arrangements for the interpreter to be present at the time of 
the member’s dental appointment.  These services require a minimum of 24-48 (sign 
language) hour advance notice. 


LIBERTY's policy is to translate qualifying documents into threshold languages for 
distribution.  All other languages can be accommodated upon request and sent to the 
member within 21 days. 


Dental Records 
Members are guaranteed the right obtain access to and, where legally appropriate, 
receive copies of, amend, or correct their dental records. 


Freedom From Restraint 
LIBERTY’s policies guarantee Members the right to be free from any form of restraint or 
seclusion used as a means of coercion, discipline, convenience, or retaliation. 


Disenrollment Information 
LIBERTY’s policies regarding disenrollment fall in line with member rights and 
responsibilities.  LIBERTY's policy is that members have the right to disenroll at any time. 
LIBERTY's policies indicate that the following triggers will cause a member to be dis-
enrolled from LIBERTY: 
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 Member initiates a request for disenrollment through LIBERTY or through the formal 
Recipient Dental Exception (BDE) process 


 An American Indian elects to receive services at an Indian Health Service facility 
 Member eligibility is terminated, including death of a member 
 Member changes residence outside of LIBERTY’s service area 
 A child receives services under the Foster Care or Adoption Assistance Program 
 Member is enrolled in another Medicare or commercial managed care plan 


Grievance Reporting 
LIBERTY's policy is that members have the right to grievances and to be informed of the 
grievance and appeal process (described below). LIBERTY's policies also indicate that 
members have the right to request a DHCFP fair hearing, including information on the 
circumstances under which an expedited fair hearing is possible. Members are made 
aware of their right to file a grievance directly through LIBERTY Dental Plan in their 
Evidence of Coverage (EOC) booklet as well as the LIBERTY Dental Plan website. 
Additionally, instructions on how to file a grievance and/or appeal, including 
Independent Medical Review (IMR), are included in every notice of denial or 
modification of services. 


Member complaints or grievances may be made in person at LIBERTY’s office, 6385 S. 
Rainbow Blvd., Suite 200, Las Vegas, NV 89118, from 8:00 a.m. to 5:00 p.m. Monday 
through Friday (holidays excluded), by telephone, in writing, by fax or through LIBERTY’s 
website at www.Libertydentalplan.com. 


Health Education Programs 
Dental health education is one of LIBERTY’s top priorities.  Education is a necessary step 
toward prevention and building good oral health for a better quality of life. 


LIBERTY's policy is to provide dental health education and prevention to all members 
and that members have access to its health education programs and outreach 
services. Outreach programs are designed to actively raise awareness about the 
importance of oral health and its impact on systemic health; increase the availability of 
dental health care services to members regardless of income or ethnicity; and increase 
the public's understanding of the importance of dental health care---particularly for 
young children---and a dental home. 


Education and outreach resources are developed to meet the cultural and linguistic 
needs of the members and are presented at an eighth grade level. 
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LIBERTY also requires the network providers to assist with this endeavor.  Providers 
communicate the importance of maintaining proper nutrition and good oral hygiene, 
including tooth brushing and dental flossing, the use of sealants and topical fluoride 
solutions for teeth, as well as the advantages of water fluoridation.  Members are 
encouraged to incorporate these practices into their daily health regimens in order to 
reduce the incidence of dental diseases. 


Specialty Referrals 
LIBERTY addresses specialty referrals through policies defining emergency and non-
emergency situations.  LIBERTY's policy is that all non-emergency specialty referrals 
require prior authorization. However, emergency referrals do not require prior 
determination of benefits via review of diagnostic records such as radiographs.  


LIBERTY's policy indicates that members will receive an evaluation from their Primary 
Care Dentist (PCD).  The PCD will determine if the member requires the care of a 
Specialist and will determine if the situation requires an emergency or routine referral. 


The PCD will initiate the emergency referral by contacting LIBERTY by phone, facsimile, 
on-line submission or email. For all emergency calls, LIBERTY will immediately begin 
coordinating an appointment for the member with the specialist’s office. 


Routine referrals can be mailed or faxed to LIBERTY and will be processed within five 
calendar days of receipt.  All referrals are reviewed for completeness. Additional 
documentation is requested, if necessary.  Referral requests are evaluated to determine 
covered benefits based on submitted documentation, established criteria and benefits 
as outlined in the evidence of coverage booklet. 


All specialty referral requests are reviewed by the Dental Director or a licensed dentist 
to determine dental necessity.  LIBERTY will address any referral affecting care where 
the member faces an imminent and serious threat to their health within 72 hours of the 
receipt of the necessary documentation. 


Upon approval, a copy of the specialty referral letter is sent to the specialist, the 
member, and the PCD.  


Members are encouraged to contact their PCD to schedule a follow-up appointment 
after the completion of the treatment by the Specialist. 


If the referral request is denied, the member and PCD are notified in accordance with 
Plan guidelines for denial of referrals. 
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Referral requests to non-contracted dentists are approved if there is no available 
contracted specialist within 50 miles of the member’s residence. 


RECIPIENT RESPONSIBILITIES  


Respect Staff 
Recipients are expected to respect and be courteous to LIBERTY’s contracted dentists, 
dental office staff and LIBERTY administrative staff. 


Conduct and Communication 
Recipients are expected to keep scheduled appointments or contact the dental office 
twenty-four (24) hours in advance to cancel an appointment. Further, it is expected of 
recipients that they will report provider fraud/abuse and provide feedback on their 
needs and expectations. 


Cooperate with Treatment Plans 
It is a recipient’s responsibility to cooperate with LIBERTY’s contracted dentists in 
following a prescribed course of treatment and to otherwise participate in their health 
care decisions. This includes following instructions and oral health care 
recommendations/guidelines given by those providing dental services. 


Provide Updated Information 
Recipients are expected to notify LIBERTY Member Services of changes in family status 
and other information needed by professional staff to care for the recipient. 


Be aware of and follow LIBERTY’s guidelines in seeking dental care. 


Recipient Grievances and Appeals 
LIBERTY appreciates the importance of advocating for our Medicaid members and 
ensuring their member rights are enforced, including the right to file grievances and 
submit appeals. LIBERTY’s current grievances and appeals processes and timelines align 
with the DHCFP due process and fair hearings policies and procedures specific to 
Nevada Medicaid and Nevada Check Up recipients, as well as 42 CFR 438 Subpart F. In 
general, however, LIBERTY’s grievances and appeals process is highly customizable and 
we would have no trouble adopting any new turnaround times or other provisions as 
necessary. 


LIBERTY has established a robust grievance system to research and respond to 
grievances, appeals, and provider disputes in a prompt and fair manner. Through this 
grievance system, LIBERTY also ensures that our members are “made whole” if it is found 
that they were inappropriately charged from a contracted provider by reinstating the 
member’s benefit or financially reimbursing the member. We provide a letter that 
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explains the outcome and payment to our members. If a member files a grievance 
regarding receiving substandard treatment, we work with the member to ensure the 
member received the appropriate care and investigate what further action needs to 
take place with the provider. The grievance system addresses provider disputes as well, 
and through manual review, referrals to committee and reporting, it serves as a major 
contributor to projects and initiatives designed to improve service.   


LIBERTY’s grievance and appeals process is a documented set of rules that 
encompasses researching, resolving and responding to member grievances and 
appeals, including expedited review of urgent grievances and facilitation of the state 
fair hearing process for members wishing to escalate their grievances. On a national 
level, LIBERTY’s Grievance and Appeals Department collaborates with health plans and 
states on member grievances and appeals, providing research, investigation, and 
ultimately, a written recommended resolution on every dental case. These partnerships 
have allowed LIBERTY to select the best practices from across the country and 
implement efficient, streamlined processes that apply the quick standard turnaround 
times to the various deadlines associated with grievances, appeals, and provider 
disputes. In 2016, we had approximately X beneficiaries in the CA Medicaid program 
and resolved an average of 28 cases per month with an average resolution time of 27 
days. Further, LIBERTY has built a reliable and thorough member grievance processing 
and tracking system using customized tracking software and processes to ensure that 
grievances, appeals, and requests for hearings are triaged to the appropriate staff, that 
staff are properly trained and supervised, that all members receive written 
acknowledgements, grievance resolution timelines are met, and grievance resolution 
letters meet the requirements of the RFP. 


Our flowchart in Figure 3.9.16-1 below depicts the high-level steps involved in 
addressing grievances and appeals.   
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FIGURE 3.9.16-1. GRIEVANCE AND APPEAL FLOWCHART 


   







 
SECTION 3: SCOPE OF WORK  


3.9 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


       


Dental Benefits Administrator RFP # 3290  Page 347  


 


Members, and providers on behalf of members, may submit grievances or appeals 
orally or in writing. Written grievances and appeals are acceptable whether 
communicated via a complaint form, letter, email, fax, or online submission.  


When a grievance and/or appeal is received orally by our call center, a Member 
Services Representative first ensures that any urgent needs are appropriately 
addressed. Next, the MSR documents the member’s concerns in our core MIS system—a 
common, “single-source” system that houses data accessed by multiple departments 
and serves as an electronic repository to hold all scanned documentation relating to 
grievance and appeals cases. The core system is highly customizable, and the Member 
Complaint Workflow within the MIS contains drop-down lists and custom fields to 
promote accurate, consistent data entry. After the MSR finishes documenting the 
member’s concerns, the documentation is instantly routed to a special queue in the 
Grievance and Appeals Department. If a grievance is received by mail, the member’s 
grievance is routed directly to the Grievance and Appeals Department and bypasses 
the MSR process. 


As soon as a grievance is received in the Grievance and Appeals Department, an 
Intake Analyst logs it in the grievances and appeals log (our current grievance and 
grievance log), and the Grievance and Appeals log assigns the grievance a system-
generated tracking number, marking the creation of an electronic case file. At this time, 
the system also automatically generates a written acknowledgement of receipt of the 
grievance to the complainant. During this process, the Intake Analyst will identify any 
requests for fair hearings, as well as expedited appeals, even if not specifically 
requested as such. Analysts are trained to identify when, based on the documentation 
provided by the member, taking the time for a standard resolution could seriously 
jeopardize the member’s life or health or ability to attain, maintain or regain maximum 
function. Such requests are immediately routed to a Dental Director (or licensed dentist 
designee) for review and to determine if it meets the criteria required to approve 
expedited review. If approved by the Dental Director (or licensed dentist designee), the 
case proceeds with the expedited timeframe for disposition, which will not exceed 72 
hours for review and resolution. Upon resolution of an expedited grievance or appeal, 
the member is contacted by phone and advised of the resolution. If it is identified that 
the appeal request does not meet the criteria described above, the member will be 
immediately contacted and advised that the appeal will be converted to a standard 
appeal, with a resolution to be issued within 30 calendar days from the day of receipt of 
the initial request. This verbal notification will be followed with a written determination 
within 2 calendar days. 
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At the time a grievance is logged, LIBERTY automatically generates records request 
letters, which are then faxed and/or mailed to all dental providers named in the 
grievance. Once the records request has been generated, the case is assigned to a 
Grievance Analyst. LIBERTY ensures that all individuals who make decisions grievances 
and appeals are not involved in any previous review or decision about the action.  All 
dentist reviewers who decide an appeal of a denial based on dental necessity (or lack 
thereof), or render any determination that involves review of a clinical nature, have the 
appropriate expertise in treating the member’s condition or disease, and will also have 
not contributed to any previous plan decisions or grievances relating to the subject of 
the member’s dissatisfaction.   


Our team of 11 Grievance Analysts collectively possesses over 60 years of qualifying 
experience in the review and resolution of complaints, healthcare administration, 
and/or dental office experience. Several of LIBERTY’s Grievance Analysts are RDAs 
(Registered Dental Assistants), possess specialty (orthodontic) certification for dental 
assisting, and as a minimum requirement for the role, have worked in dental office 
management, front office administration and/or as treatment coordinators. LIBERTY’s 
Dental Directors and Dental Consultants are all licensed dentists in good standing, 
maintaining their licensure with regular continuing education and recredentialing.  


If a grievance, or a member appeal, involves anything clinical in nature, or a 
determination based wholly or in part on dental necessity, the Grievance Analyst will 
route the case to a Dental Director or Dental Consultant to issue a determination on the 
clinical matter. Once this clinical determination is returned, the Grievance Analyst will 
compose a thorough resolution letter in language that is easily understandable. As an 
opportunity to standardize processes, LIBERTY will aim to resolve all Nevada Medicaid 
member grievances and appeals as expeditiously as the member’s condition requires, 
or within 30 calendar days, meeting the requirement of the DHCFP. 


Using data from the grievance and appeals system to improve operational 
performance.  
Grievances and appeals are reported internally to various Quality Management (QM) 
Committees and, ultimately, to our Board of Directors. The most common types of 
grievances involve the situation when a provider does not administer the member’s 
plan correctly, charges in excess of allowed amounts, or incorrectly advise members 
on their covered benefits. In these cases, we may impose a corrective action, such as 
requiring the provider to issue a refund to the member or to LIBERTY. We also will engage 
the Provider Relations staff to educate the provider on the issue identified. If we 
recognize a grievance trend within our provider network, we will work with Provider 
Relations to develop educational materials, such as provider bulletins or newsletters. In 
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the case that a grievance is filed against a LIBERTY staff member, we will conduct one-
on-one focused education with the staff member to improve the quality of interaction 
they are having with the member and to resolve member grievances. When grievance 
data is linked to communicating the wrong information to our members, we use it as an 
educational opportunity to better train our staff.  


Member grievances that are resolved against a provider are referred to our Potential 
Quality Issues (“PQI”) Committee. The PQI Committee consists of representatives from 
our Quality Management (“QM”) and Provider Relations Departments, as well as clinical 
staff. The PQI Committee reviews cases in detail on a monthly basis and determines 
whether the case represents a quality issue with the treatment provided to the member. 
In these instances, LIBERTY will take corrective action, which may include holding the 
provider responsible for the full amount of the cost to have the member’s treatment 
completed by another provider. Providers receiving multiple PQI’s are subject to 
additional corrective action, including suspension of new enrollments and potentially, 
termination. All PQIs are tracked and trended and are reviewed by the Committee 
quarterly. 


Recipient Suggestions and Assessment of Recipient Satisfaction 
It is LIBERTY’s charge to improve our members’ overall oral health through various 
education, outreach and follow up initiatives.  We solicit feedback and 
recommendations from members through multiple different approaches.  


Member Feedback 
We utilize member satisfaction surveys to help evaluate our policies and processes. Our 
Member Satisfaction Surveys are adapted from the CAHPS survey. LIBERTY will 
administer the CAHPS survey in Nevada to a statistically random sample of members to 
capture the following measures: Getting Needed Care, Getting Care Quickly, How Well 
Providers Communicate, Customer Service and Global Ratings. We will use the CAHPS 
results to determine whether members have access to needed care and if they are 
happy with the care and the coordination we provide. We utilize data collected from 
the CAHPS surveys to augment our internal processes, including care coordination and 
member services, as well as to develop educational material that is distributed to our 
network providers through provider newsletters. Please see the example of a member 
satisfaction survey tool that we currently use in Attachment 9. We have found outbound 
call campaigns for member satisfaction to be more successful than mailings; therefore, 
we routinely conduct satisfaction surveys following a member call. The importance in 
gathering and analyzing member satisfaction is demonstrated through our outbound 
call outreach unit. We believe there is value in contacting the members by phone 
allowing the Member Services Representatives to ask questions regarding the member’s 
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In the 1st quarter 
of 2016, our 


California plan 
made 1,121 


outgoing calls to 
complete 


experience at the dental office and to verify that services were rendered in 
accordance with the treatment plan presented and approved by the member.  
Members are selected based on utilization records. This avenue allows for discussion 
with the member to pinpoint areas of satisfaction and concern. The telephone survey 
also includes an assessment of our customer service. Unfavorable results are shared 
with the management team for immediate action. Negative 
survey results regarding a provider are forwarded to our Provider 
Relations Department to initiate corrective action. In 2015, 93% of 
those surveyed said they were satisfied with our Member Services 
Department, and 92% of them would refer family or friends to 
LIBERTY.  


Utilizing Member Surveys for Quality Improvement 
Daily survey results are tracked in in the MIS system for trending and reporting purposes.  
Internal changes are identified and applied to improve member experience and 
satisfaction.  Quarterly survey results, are reported to the Quality Management and 
Improvement (QMI) Committee for analysis and corrective action when results are 
unfavorable. We conduct a focused review and analysis of offices identified with less 
than adequate member satisfaction scores, and implement strategies to outreach and 
counsel providers in how to improve. For example, in office wait times has been an area 
of concern in recent surveys; results have not met the established member satisfaction 
survey goals of 85% or greater. We have conducted a barrier analysis, and have 
reviewed relevant data including grievances. If the concerns with wait times are 
substantiated through data analysis, combined with the member feedback, the 
Network Manager is notified to conduct counseling with the provider in question. We 
often receive positive comments from our members about our network providers and 
our own staff. Satisfaction surveys with positive results and comments about a particular 
office are forwarded to our Dental Care Management team for potential consideration 
for the Center of Excellence program or other incentives to help recognize outstanding 
dental offices and positive feedback.  


We will continue to explore new avenues for generating feedback and discussion.  We 
will develop direct lines of communication, including a team dedicated solely to 
ensuring coordination is handled as quickly and efficiently as possible, with all entities 
that hold a stake in serving members and identifying and responding to members’ oral 
health needs. We will develop close working relationships with Heritage Health MCOs 
and other state agencies, contractors, tribes, etc., establishing singular points of contact 
and ensuring effective and efficient communication lines, to resolve any and all 
coordination of care issues as they arise.  
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Our QMI Committee, will continue to serve as a forum for discussion and evaluation of 
the Member Satisfaction Survey.  Key representatives from almost every department 
attend these meetings.  Committee members engage in lively discussions that result in 
collaborative projects and initiatives that are initiated, validated or driven by member 
feedback. Other opportunities to review member input include, but are not limited to, 
member call center communications. 


Confidentiality of Patient Information 
With the advent of new, faster, and more efficient means of communications between 
health plans, hospitals, and doctors through Electronic Data Interchange (EDI), LIBERTY 
recognizes that there are concerns about ensuring that member information remains 
confidential and the member’s privacy is protected. LIBERTY is committed to ensuring 
that member-identifiable information or data are only reviewed by the professionals 
who treat members, review and study the quality of care members receive, and those 
who pay for and administer the services received. LIBERTY is always striving to meet the 
latest standards and improve the security of confidentiality-protection systems. In 
addition to adhering to state and federal laws and regulations pertaining to 
confidentiality of individually identifiable information, LIBERTY utilizes the National 
Committee on Quality Assurance standards throughout the organization. 


In order to ensure the protection of confidential information, LIBERTY has established a 
Confidentiality and Privacy Global Policy for staff members, contracted providers and 
personnel, and agents of LIBERTY to adhere to when handling individually-identifiable 
member material, data, or information. This document not only outlines the 
organization’s policies and procedures for ensuring the confidentiality of patient 
information and records, but it details how these policies and procedures will be 
enforced. The Confidentiality and Privacy Global Policy covers a number of topics in 
detail, but a few are summarized below. 


Patient Care Offices/Sites 
LIBERTY ensures patient care offices/sites implement mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside the 
vendor via provider contracts, which explicitly state expectations about the 
confidentiality of member information and records. Confidentiality and release of 
information policies are also contained in the Provider Manual. 


Participating Providers are required to maintain the confidentiality of all Member dental 
records and related treatment information in accordance with State and Federal Law. 
Providers must also establish procedures and safeguards so that no confidential 
information pertaining to LIBERTY Members are used or disclosed, other than for 
purposes directly connected with the administration of the LIBERTY Dental Plan. 
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In the treatment setting, all dental records and other personal health information must 
be kept in a secure place. Measures will be taken to ensure that all documents are 
covered (i.e., have coversheets, file folders containing medical records will be kept 
closed when document is not in use) to prevent access to confidential materials. 


Finally, LIBERTY requires any internal or external participants in any organization business 
endeavors or community initiatives to sign a confidentiality Agreement Statement that 
documents: 


1. The user’s understanding of data confidentiality. 


2. The user’s commitment to assume responsibility for the data they access. 


3. The user’s commitment to report any security violations. 


4. The user’s commitment to use data only as permitted for the proper performance of 
his or her job, subject to sanctions or dismissal. 


Data Shared with Personnel 
All LIBERTY employees are required to attend a structured Orientation Program (upon 
hire), which includes all aspects of maintaining confidentiality of all sensitive information 
along with specific instructions on the use and importance of Computer Password 
Security. This information is further reinforced via periodic additional associate training 
sessions, newsletter features, and the Employee Handbook, which is provided when 
hired and is subsequently updated as needed. 


All personnel are instructed to treat identifiable health care data as confidential upon 
employment. In addition, they are required to sign a confidentiality statement 
acknowledging their understanding and commitment to data confidentiality. The 
exceptions to this commitment are in instances in which: 


1. It is required by law, or pursuant to a hearing request or on the recipient’s behalf 


2. It is necessary to coordinate the recipient’s care with other dental care providers, 
physicians, hospitals, or other health care entities, or to coordinate insurance or other 
matters pertaining to payment 


3. It is necessary to protect the health or safety of an individual 


On an annual basis, LIBERTY Dental Plan managers and/or supervisors provide 
employees with continuing education on data confidentiality through the employee 
appraisal process. Employees are required to renew their confidentiality statement at 
this time. This is accomplished through a signature acknowledgment on the employee’s 
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annual performance appraisal form. LIBERTY Dental Plan managers are accountable for 
compliance with these standards. 


Disclosure of Recipient Records 
Dental information regarding a member may only be released after LIBERTY has 
obtained appropriate prior written authorization from the member or the member’s 
parent/legal guardian/conservator, or a valid court order or court-authorized subpoena 
requesting such records has been received by the company. ‘Appropriate written 
authorization’ means permission granted in accordance with Section 56.11 or 56.21 of 
the Confidentiality of Medical Information Act. 


Current law allows release of dental records to the following parties without specific 
member/parent/legal guardian/conservator authorization. Written request must be 
received by the Corporate Dental Records Department, who will process such records 
and perform the release of records to the following parties: 


A. Peer review organization reviewers (may be released) 


B. Public Health Departments (may be released) 


C. Licensing or accreditation surveyors (may be released) 


D. County coroner (may be released) 


E. Claims payers, only as is sufficient to verify that the billed services were in fact 
provided. (may be released) 


F. To law enforcement agencies pursuant to a lawfully issued search warrant, and only 
upon advice and consent of the LIBERTY Dental Plan Legal Affairs or Risk Management 
Departments. (MUST be released) 


G. Subpoena duces tecum, only upon advice and consent of the LIBERTY Dental Plan 
Legal Affairs or Risk Management Departments. (MUST be released) 


H. Arbitration order, only upon advice and consent of the LIBERTY Dental Plan Legal 
Affairs or Risk Management Departments. (MUST be released) 


I. When otherwise specifically required by law. 
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3.9.17  Standards for Availability and Accessibility  


The vendor must establish standards for access (e.g., to routine, urgent and emergency 
care; telephone appointments; advice; and recipient service lines) that complies with 
this RFP.  Performance on these dimensions of access is assessed against the standards. 


To ensure all Nevada Medicaid recipients have the highest level of access and 
availability, LIBERTY has established standards that meet or exceed current State access 
and availability requirements (see the results in Table 3.9.17-1 below from our 
commercial network in Nevada). Our provider agreement requires the contracting 
provider to abide by standards that include procedures designed to monitor and 
evaluate access, availability, and continuity of care. In order to achieve these 
standards, all LIBERTY providers agree to comply with the policies and procedures 
outlined in our Provider Agreement and Provider Manual, which include standards for 
availability, accessibility, and timeliness of care. 


TABLE 3.9.17-1. NEVADA COMMERCIAL NETWORK STANDARDS 


LIBERTY Nevada Commercial Network Standards 


Category Benchmark Standards % within standards 


Hygiene Appointment 98% 30 days 99.2% 
Initial Appointment 98% 30 days 100.0% 
Routine Appointment 98% 30 days 100.0% 
24 Hour Emergency 98% 24 hours 100.0% 
In-Office Wait  98% 30 minutes 100.0% 
 
 
Standards of Accessibility And availability 
We are committed to ensuring our recipients receive timely access to care. Providers 
are required to schedule appointments for eligible recipients in compliance with 
standards of accessibility and availability as defined in the applicable program 
orientation brochure. 


Additionally, LIBERTY has established the dedicated, internal position of Access & 
Availability (A&A) Coordinators within our Quality Management (QM) department.  The 
A&A Coordinators work intimately with our internal operational departments to 
communicate, monitor, and enforce LIBERTY’s access and availability standards.  The 
A&A Coordinators also work closely to monitor the performance of a designated 
Member Services team that is trained specifically to perform our “secret shopper” call 
surveys as described below.  
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The A&A Coordinators track and trend provider compliance and report their findings 
directly to our Dental Director as well as our QM committee. 


The following standards in Table 3.9.17-2 have been established for appointment 
availability for general dentists and specialists.  All of the standards below either meet 
or exceed the current Nevada DHCFP dental requirements. 


 


TABLE 3.9.17-2.  APPOINTMENT AVAILABILITY STANDARDS 


Appointment Type Appointment Standards 


Initial, Preventive, 
and Routine Care: 


Dental examinations and prophylaxis shall be scheduled at the 
earliest appointment available or within six weeks. 


Specialists Initial 
Consultations: 


Initial consultations for specialty services shall be scheduled for a 
period of 15-20 minutes, not to exceed 4 per hour. Consultations 
shall include a review and assessment of the patient including 
radiographs, study models, periodontal pocket measure chart, 
orthodontic records or other dental documentation, as 
appropriate. Specialist appointments shall be scheduled at the 
earliest appointment available or within 30 business days. 


Follow-up care: 


Follow-up appointments shall be made immediately after the 
patient has been seen. For routine appointments, where no further 
service is required, the recall appointments shall be noted in the 
dental office automated system for a 6-month post-card 
notification of the appointment, for review. Emergency follow-up 
appointments shall be scheduled within one week’s time from the 
date of intervention to assess the patient’s progress and/or, in 
case of emergency surgery, removal of sutures. 


Urgent/Emergency 
Care: 


Urgent and/or emergency dental services shall be performed 
within a 24-hour period. If there is a requirement for specialty 
referred, a verbal request for authorization is made of the Dental 
Director or his/her assignee, followed by a written request faxed 
from the general dentist to the Dental Director to support the 
approval. This documentation is integrated into the patient file 
once the Dental Director signs the document and returns it to the 
provider. 
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Appointment Type Appointment Standards 


Standards for 
Waiting Time: 


Patients are to be seen as scheduled, however, should delays 
occur, the in-office wait-time is not to exceed 30 minutes. 


Exceptions to this practice requires that the clinic staff notify the 
patient of any delay, give an approximate timeframe for the 
resolution of the delay and give the patient an option as to 
whether or not he/she would care to wait further or re-schedule 
the appointment. 


 


We require that each contracting dentist offer an appointment to recipients in a prompt 
and compliant manner with the goal of maintaining and improving our recipient’s 
dental health. If an appointment needs to be re-scheduled, the LIBERTY provider shall 
ensure that it is promptly rescheduled in a manner that is appropriate with recipients’ 
needs. Under normal circumstances, LIBERTY’s objective is that each contracting dentist 
will schedule the first available appointment for a recipient. While we have established 
requirements and standards, all of which meet or exceed the current Nevada DHCFP 
dental requirements, we also have established goals that are communicated to each 
provider. Table 3.9.17-3 below is a table which compares LIBERTY’s access and 
availability standards to our goals: 


TABLE 3.9.17-3. APPOINTMENT AVAILABILITY GOALS 


Type of Care Standard Performance Goal 


Initial Appointment Within 6 weeks First available appointment within 
standard 


Routine Appointment 
(non-emergency) 


Within 6 weeks First available appointment within 
standard 


Preventive Dental Care 
Appointment 


Within 6 weeks First available appointment within 
standard 


Specialist Appointment Within 30 Business 
Days 


First available appointment within 
standard 


Emergency 
Appointment 


24 hours a day/7 
days a Week 


First available appointment within 
standard 
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In addition to appointment availability standards, LIBERTY maintains access standards 
by implementing policies and procedures for maintaining an adequate network of 
providers in accordance with applicable state and federal standards and guidelines. 
For example, Table 3.9.17-4 shows LIBERTY’s provider network standards in three of the 
other state Medicaid programs in which it administers the benefits. The access 
standards in these states are similar to Nevada’s requirements and when awarded a 
contract, LIBERTY will update these standards to accommodate Nevada. 


TABLE 3.9.17-4. PROVIDER NETWORK STANDARDS 


State Standard 


CA 
One (1) FT provider per 1,500 enrollees (including Medicaid, commercial, and fee-for-
service). 


FL One (1) FT provider per 1,500 enrollees (including Medicaid, commercial, and fee-for-
service). The ratio may be increased by 500 enrollees for each FT licensed dental hygienist 
up to a maximum of two (2) per FT dentist. 


NJ At least two (2) physicians eligible as PCPs are within 10 miles or 30 minutes driving time 
or public transit time (if available), whichever is less, of 90 percent of the carrier's covered 
persons. 


 


We have been successful in maintaining our required ratio of providers to recipients in 
States that we administer the Medicaid program.  In the event that we have a need to 
increase capacity of our network providers to exceed the requirement of one FTE per 
1,500 recipients, we will submit a detailed explanation to the DHCFP for approval. We 
will include our detailed plan to ensure that recipients are still receiving the standard 
access, quality of care, and not impacted by the increase capacity request. 


We contract with Endodontists, Oral Surgeons, Periodontists, Pediatric Dentists, 
Orthodontists, and Prosthodontists. We are largely focused on contracting with 
additional pediatric dentists with expanded hours to ensure access to care for young 
children that may have difficulty in receiving treatment at a PCP. 


We continually develops and initiates specialty recruitment strategies to ensure we 
have coverage for all specialty types whenever we have membership growth in a 
region or city, changes in our PCP network, needed improvements in accessibility and 
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appointment times are identified, or our specialty referral staff has identified specific 
needs in our specialty network. 


Standards Monitoring 
Understanding the critical role that oral health plays in concert with one’s general 
health, and thus overall quality of life, LIBERTY takes accessibility to care very seriously.  
We require that each contracting dentist offer an appointment to each recipient as 
promptly as is appropriate and required to maintain and improve our recipient’s dental 
health. To ensure that our recipients have the required access to care, we monitor 
offices through numerous methods, including but not limited to the following (each is 
described in detail below the bulleted list): 


 GeoAccess Reports 
 Review of Input from Internal Response Unit 
 Member Utilization Trends and Out-of-Network Utilization Trends 
 Facility Site Review/Audit Calls 
 Recipient Complaints/Grievance Trending 
 Recipient Dental Exception (BDE) Tracking/Trending 
 “Secret Shopper” Call Tracking 
 Timely Access Reports 
 Provider Utilization Report Enforcement 
 Review of Quality Improvement Activities Related to Appointment Standards 
 Provider Relations Meetings 


GeoAccess Reports 
LIBERTY produces GeoAccess reports monthly to ensure that our network is adequate for 
the recipients and meets the DHCFP requirements. We plot the member census against 
existing provider locations and analyze the impact of changes. This enables us to 
identify where additional contracting is needed to keep the network compliant with the 
DHCFP requirements. Using our strategies to identify additional providers for dental 
provider recruitment (such as competitors’ networks, out of network providers, 
nomination requests, and the State’s website), we continuously recruit providers to 
ensure that we continue to maintain our access standards, appointment standards, ratio 
of members to providers, and changes in cultural and linguistic needs of the population. 


Review of input from of Internal Response Unit (IRU): LIBERTY created our Internal 
Response Unit (IRU) within the Member Services Department for the purpose of 
supporting our providers and members in resolving escalated cases and ensuring 
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continuity of care. The IRU is staffed by Customer Care Specialists who are trained in all 
aspects of the call center, and possess the skills required to perform case coordination 
activities. Our IRU team is on the front line of recipient and provider issues and able to 
quickly recognize when we have an issue in our network. If an issue is identified, the IRU 
will immediately contact the Provider Relations staff with the network concern. The IRU 
will also assist the recipient with finding an immediate solution for the network issue. 
Additionally, the IRU will meet with the Provider Relations monthly to discuss any other 
access, availability, and capacity trends they recognize.  


Member utilization trends and out-of-network utilization trends 
LIBERTY reviews any changes in member utilization trends for a particular specialty or an 
increase in out-of-network utilization, which can indicate that there is an access issue 
for our members. 


Facility Site Review/Audit Calls 
Initially, during new provider orientations and service calls, the Network Manager will 
ask the offices their standard appointment wait times and in-office wait times. If there 
are discrepancies with LIBERTY standards or State requirements, our Network Managers 
use these discussions as education opportunities to train them on what is expected and 
required. During our annual audit calls, as well as during the orientations and service 
calls/visits, the office staff is asked the average wait time for patients. Our Network 
Manager will use the average wait time given and update the provider file within our 
MIS system, using our Provider Service Report (PSR). We run quarterly reports outlining all 
offices that were surveyed on their in-office wait time. 


Additionally, our Network Managers survey the entire network annually. We use a 
random selection process and provide quarterly reports to track and monitor the 
network’s compliance with these standards. Examples of the audit call script for urgent 
care calls and routine calls are below:  


 For urgent care calls, the audit caller will tell the provider staff that they have a 
broken tooth that hurts, and their face is swollen; or their filling came out and the 
tooth hurts. 


 For routine calls, the audit caller will tell the provider staff that they need to make 
an appointment for their child who has never been to a dentist or last went to the 
dentist 3 years ago. 


 During all calls, the audit callers will verify which dental providers are providing 
treatment in the office.  


If the appointment is provided within the appropriate time frame, the staff will be 
congratulated and notified that they passed the audit. If an appointment is not provided 
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within the timeframe, the staff will be notified that they did not pass the audit and an 
education plan will be initiated to educate the provider and staff on the appointment 
availability guidelines. Further Actions with these offices may include: 


 Verbal re-education. 
 Halt referrals to office, resurvey in X time frame (e.g. 1 month, 3 months, 6 


months). 
 Corrective Action Plan (CAP) requested. A CAP letter to be sent to office and 


written response requested. Corrective action plans can include such items as: 
o Staff education on appointment availability requirements,  
o Posting the requirements in the office,  
o Modifying emergency protocols of office,  
o Hiring additional staff/hygienist, etc.  


We also use our appointment audits to identify issues in our network. For example, if a 
provide office phone number is disconnected or the phone is not answered, this may 
indicate the provider changed office hours or providers may have changed. After some 
investigation into these matters, the Network Manager may visit the office, mail a letter, 
or terminate a provider if necessary. We will provider quarterly provider availability 
audit reports to the DHCFP.  


LIBERTY reviews the offices of contracting primary care dentists prior to finalizing the 
credentialing/contracting process, and on an on-going, calendared basis. We attempt 
to conduct a review on the first anniversary of the date on which the contracting dentist 
was authorized to provide dental services to recipients in that office and semi-annually 
thereafter. If necessary, and if there are quality assurance concerns, the Dental Director 
may require additional reviews at any time. 


As part of each review, the Plan verifies office staffing (e.g., the number of dentists, 
dental auxiliaries, hygienists available to recipient in the office), office hours (including 
after-hours availability and availability for emergencies), appointment availability (for 
initial appointments, routine appointments, and preventive dental care appointments), 
waiting time for scheduled appointments, patient capacity, as well as foreign 
languages spoken by recipients of the office staff and the office’s physical accessibility 
(e.g., location, handicap accessibility). At the end of the review, LIBERTY will conduct an 
exit interview with the primary care dentist to discuss the findings made by our Dental 
Director during the review. 







 
SECTION 3: SCOPE OF WORK  


3.9 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


       


Dental Benefits Administrator RFP # 3290  Page 361  


After the exit interview, the Dental Director reviews the summary findings and will 
determine whether the office meets all required standards and norms. The Dental 
Director then sends a letter to the primary care dentist stating one of three results: 


a) The office met or exceeded all LIBERTY guidelines; 
b) The overall review was acceptable, but the office did not meet certain 


guidelines; or, 
c) The office failed to sufficiently meet the LIBERTY’s guidelines. 


In situations involving either item (b) or (c), above, the Dental Director’s letter specifies 
any corrective actions the contracting dentist must take. The letter also includes a time 
frame for the completion of any corrective actions. If necessary, the Dental Director 
may schedule a follow-up review to determine whether a primary care dentist has 
successfully implemented the corrective actions required. 


Recipient Complaints/Grievances Trending  
Under our grievance procedures, LIBERTY tracks complaints made by recipients 
regarding access. Our A&A coordinator receives monthly reports describing the 
number of complaints/grievances received for each dental office by category (e.g., 
appointment wait; quality of care), and reviews them to identify specific and systemic 
problems and for trending purposes. The findings are communicated to the Dental 
Director, who then determines any necessary corrective actions. 


We also monitor complaints from recipients to assess whether network providers are 
meeting availability and wait time standards. If we find a consistent trend from 
recipients about a specific provider, our Grievance and Appeals or Member Service 
Department notifies the provider’s assigned Network Manager. The Network Manager 
then schedules a counseling session with the provider to discuss the specific complaint. 
During the counseling, the Network Manager asks the provider to verify the issue, 
provides education on the importance of meeting those standards, and describes the 
consequences if the provider continues to be non-compliant. A summary of the 
meeting is documented in our PSR. 


A follow-up service call or visit is scheduled with the provider within 60 or 90 days after 
the counseling session (depending on the severity of the concern) to evaluate whether 
the provider has improved their performance. If the provider has made little or no 
improvement in meeting the access standards, we may suspend assignment of new 
recipients to the provider. If our monitoring shows that the provider continues to violate 
our access standards, our next step is to begin the process to terminate our relationship 
with the provider.   
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Recipient Dental Exception (RDE) Tracking/Trending  
LIBERTY has established a new policy and procedure to ensure all (if any) Recipient 
Dental Exception requests are tracked and trended once received. LIBERTY will track 
the information gathered from each request, including specific demographic 
information of the recipient (e.g., zip code and language spoken) as well as the office 
information from each request. Analysis of the trending of this data will allow us to 
quickly identify barriers to access due to regional issues or cultural/linguistic reasons. It 
will also allow LIBERTY to identify office specific barriers and/or access and availability 
issues.  


“Secret Shopper” Call Tracking  
As a method of reviewing actual times recipients wait to get an appointment, LIBERTY 
conducts “secret shopper” calls to our primary care dentist offices. LIBERTY utilizes a 
subset of our Member Services department, trained specifically in the soft skills 
necessary to accomplish successful “blind” call surveys.  Calls are made during 
different times of the day, including after hours to ensure the entire scope of services 
are surveyed.  


Acting as a recipient’s parent/guardian who is requesting an appointment, the caller 
inquires as to appointment accessibility for initial examinations, preventive dental care 
appointments, hygiene treatment, routine care, and emergency care. The caller also 
inquires as to appointment wait times for both general dentistry and specialist 
appointments.  A report summarizing the results of the calls are prepared under the 
direction of the A&A coordinator and are reviewed by the Dental Director, who then 
determines any necessary corrective actions.  If the need for corrective actions is 
identified, the Dental Director forwards the information to our Provider Relations 
department for immediate feedback to the office. 


Timely Access Report 
On a monthly basis, either during our established facility site reviews or standard service 
calls, LIBERTY collects timely access information from our providers.  Timely access 
reports are provider specific reports which detail the actual amount of time recipients 
waited to get an appointment. The information gathered in these reports is verified using 
the above methods, including recipient complaint/grievance trending and “secret 
shopper” call tracking.   


Provider Utilization Report 
As a means of tracking access through data submitted by the providers, LIBERTY 
generates a Provider Utilization report monthly. This report instantly displays the 
utilization percentage for every office in the program. Offices with a utilization 
percentage below five percent (annualized, this equates to a utilization percentage 
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below 60 percent) receives a letter and a phone call from our Provider Relations team 
reminding them to submit all encounters and of their obligation to provide timely 
access and availability to all recipients. 


Quality Improvement Activities for Access and Availability 
On a monthly basis, the Quality Management department reviews reports identifying 
any Primary Care Dentists or Specialists that are not meeting appointment standards as 
a result of initial onsite facility reviews, provider service calls and recipient grievances.  
In addition to these reports, office transfer and exempt grievance logs are analyzed to 
identify and access and availability issues resulting from cultural or linguistic issues.  All 
identified issues are forwarded to the Provider Relations department to address with the 
providers and appropriate action is taken according to the severity of the issue. 
Corrective Action Plans are determined by the Dental Director for offices that have 
been identified with potential barriers to care. 


Along with the above mentioned methods, LIBERTY monitors the progress and success of 
any and all Quality Improvement activities that relate directly to access and 
availability. The combination of these monitoring methods allows LIBERTY to quickly 
identify any barriers to access and availability that might exist within our contracted 
provider network. When barriers are identified with any of our general or specialty 
providers, LIBERTY immediately begins the recruitment process of additional providers to 
improve access. 


Provider Relations Meetings 
LIBERTY conducts regional monthly Provider Relations meetings, which reviews input 
from all of the above sources. The meeting is joined by all operations areas including 
the Member Services Department, the Claims Department, the Grievance and Appeals 
Department, Provider Relations Department, Network Managers, Dental Directors, and 
Dental Consultants. During these monthly meetings, we collaborate to review 
information from all of the departments to identify where appointment availability and 
wait times may be an issue and determine a strategy to improve on those issues. We will 
provide appointment availability and wait time reports to the DHCFP on a regular basis. 


Enforcement 
Provider compliance of access and availability standards is monitored through the Peer 
Review Committee. Offices with Corrective Action Plans (CAPs) generated from facility 
site reviews are placed on a shortened audit schedule and are visited by Quality 
Assurance Consultants to evaluate compliance with access and availability standards. 
The shortened audit schedule can vary from thirty to ninety days, depending on the 
severity of the issue identified. The Committee monitors the offices that have been 
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issued a CAP and gathers any additional reporting elements applicable to ensure a 
provider has maintained compliance with access and availability standards. The 
provider offices that have not shown improvement are then escalated to the Quality 
Management and Improvement Committee for further action. If it is determined that an 
office is not meeting and/or exceeding our access and availability standards, the 
following actions may be taken as appropriate:  


 Counseling  
 Office placed on track and trend report  
 Office closed to new enrollment 
 Recruitment of alternate office  
 Move part of or all enrollment to an alternate location 


 Reduced reimbursement 
 Termination  


If the contracting dentist fails to implement any corrective actions or continues to fail to 
meet LIBERTY’s guidelines with regard to any of the matters discussed above, the Dental 
Director may close the contracting dentist office to new enrollment, place the 
contracting dentist on probation, and/or terminate the dentist’s participation in LIBERTY’s 
network. 


 


3.9.18 Dental Record Standards  


3.9.18.1 Accessibility and Availability of Dental Records 


A. The vendor must include provisions in all provider contracts for HIPAA compliance 
with regard to access to Dental records for purposes of quality reviews conducted 
by the Secretary of the United States Department of Health and Human Services 
(the Secretary), DHCFP, or agents thereof.   


B. Records are available to dental practitioners at each encounter. 


LIBERTY’s Provider Contract requires that providers comply with HIPAA regulations in 
regard to Dental Records and Confidentiality. The Provider Contract also outlines 
requirements with respect to the availability of Dental Records. These standards are 
further reiterated in the Provider Manual. Upon award of the contract in Nevada, we will 
update our Provider Contract and Provider Manual to include language specific to the 
DHCFP requirements, where applicable. LIBERTY’s Provider Contract and Provider 
Manual are comprehensive and have been written to ensure HIPAA compliance and 
adequate dental record availability for purposes of quality reviews conducted by the 
Secretary of the United States Department of Health and Human Services (the 
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Secretary), DHCFP, or agents thereof.  We are committed to ensuring that network 
providers comply with all the requirements as set forth in this RFP. 


Ensuring HIPAA Compliance 
LIBERTY takes pride in administering our dental plan in an effective and innovative 
manner while safeguarding our recipients' Protected Health Information (PHI). As such, 
we are committed to complying with HIPAA requirements and standards as they relate 
to accessing dental records. 


LIBERTY requires all dental providers to comply with HIPAA laws, rules, and regulations 
and reminds network providers that, by virtue of the signed Provider Contract, providers 
agree to abide by all HIPAA and Quality Management Program requirements. Providers 
must further agree that recipient PHI may be shared with LIBERTY per the requirement in 
the HIPAA laws which enables sharing of such information for treatment, payment, and 
health care operations, as well as for peer review and quality management and 
improvement requirements of health plans. There is no need for special recipient 
authorizations when submitting recipient PHI for these purposes. 


LIBERTY has appointed a Privacy Officer to develop, implement, maintain, and provide 
oversight of our HIPAA Compliance Program, as well as assist with the education and 
training of our employees on the requirements and implications of HIPAA. As a health 
care provider and covered entity, providers and their staff must follow HIPAA guidelines 
regarding PHI. 


Dental Records Availability 
LIBERTY’s Provider Contract also requires that recipient dental records be kept and 
maintained in compliance with applicable state and federal regulations. Complete 
dental records of active or inactive patients must be accessible for a minimum of 10 
years, even if the facility is no longer under contract with a LIBERTY network. Dental 
records for children should be maintained up to 10 years beyond the age of majority. 


In addition to availability, our Provider Contract requires that dental records be 
comprehensive, organized, and legible. All entries should be in ink, signed, and dated 
by the treating dentist or other licensed health care professional who performed 
services. Patient records should be available to dental practitioners at each encounter. 


Finally, contracted dentists must make available copies of all patient records to the 
Plan upon request. Records may be requested for grievance resolutions, second 
opinions, or for state and/or federal compliance. The dentist must make records 
available at no cost to the Plan or the patient, and non-compliance may result in 
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disciplinary actions, up to and including transfer of current enrollment and/or closure to 
new enrollment. Continued non-compliance may result in termination by the Plan. 


3.9.18.2 Record Keeping 


Dental records may be on paper or electronic.  The vendor must take steps to 
promote maintenance of Dental records in a legible, current, detailed, organized and 
comprehensive manner that permits effective patient care and quality review.  Dental 
records must be maintained as follows: 


A. Dental Record Standards – The vendor sets standards for Dental records.  The 
records reflect all aspects of patient care, including ancillary services.  These 
standards shall, at a minimum, include requirements for: 
1. Patient Identification Information – Each page on electronic file in the record 


contains the patient’s name or patient ID number;  
2. Personal/Demographic Data – Personal/biographical data includes: age, sex, 


race, ethnicity, primary language, disability status, address, employer, home 
and work telephone numbers, and marital status; 


3. Allergies – Medication allergies and adverse reactions are prominently noted on 
the record.  Absence of allergies (no known allergies – NKA) is noted in an easily 
recognizable location;   


4. Past Dental History [for patients seen three (3) or more times] – Past Dental 
history is easily identified including serious accidents, operations, and illnesses.  
For children, past Dental history relates to prenatal care and birth and 
preventive services; 


5. Diagnostic information; 
6. Medication information; 
7. Identification of Current Problems – Significant illnesses, Dental conditions and 


health maintenance concerns are identified in the Dental record; 
8. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol 


and substance abuse is present for patients twelve (12) years and over and 
seen three (3) or more times; 


9. Consultations, Referrals, and Specialist Reports – Notes from any consultations 
are in the record.  Consultation, lab, and x-ray reports filed in the chart have the 
ordering dentist/physician’s initials or other documentation signifying review. 
Consultation and significantly abnormal lab and imaging study results have an 
explicit notation in the record of follow-up plans;  


10. Emergency care; and 
11. Patient Visit Data – Documentation of individual encounters must provide at a 


minimum adequate evidence of. 
a. History and Physical Examination – Comprehensive subjective and objective 
information obtained for the presenting complaints; 


b. Plan of treatment; 


c. Diagnostic tests; 
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d. Therapies and other prescribed regimens; 


e. Follow-up – Encounter forms or notes have a notation, when indicated, 
concerning follow-up care, call or visit.  A specific time to return is noted in 
weeks, months, or as needed.  Unresolved problems from previous visits are 
addressed in subsequent visits; 


f. Referrals and results thereof;  
g. All other aspects of patient care, including ancillary services; 
 


12. Entry Date – All entries must have date and time noted;  
13. Provider Identification – All entries are identified as to author; and 
14. Legibility – The record is legible to someone other than the writer.  A second 


reviewer should evaluate any record judged illegible by one physician reviewer. 
LIBERTY expects contracted dentists to adhere to recognized standards of dental 
record-keeping including, maintaining accurate and legible treatment records which 
are consistent with generally accepted clinical guidelines and requirements, American 
Dental Association guidelines and state and/or federal law. As mentioned above, the 
Provider Contract requires that all dental records be comprehensive, organized, and 
legible. All entries should be in ink, signed, and dated by the treating dentist or other 
licensed health care professional that performed services. 


All dental services, including those proposed, recommended, and/or performed, must 
be documented and consistent with professionally recognized standards of dental 
practice. In addition, patient information is collected and recorded, including a system-
generated patient identification number. The following information is included in 
LIBERTY’s standards for dental record-keeping. 


Patient Information  
Along with a patient ID number, all dental records must include: 


 Personal information: name, sex, birth date, race, ethnicity, primary 
language, and marital status 


 Contact information: address, telephone number, cell phone number, e-mail 
address, name of employer, work address and telephone number, and other 
contact information such as social media addresses 


 Name and telephone number of person(s) to contact in an emergency 
 For minors, name of parent(s) or guardian(s) and telephone numbers, if 


different from above 
 Pertinent information relative to the patient’s chief complaint and dental 


history, including problems or complications with previous dental treatment 
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Medical History 
There should be a detailed medical history form, signed and dated by the patient or 
patient’s parent or guardian, comprised of questions which require a “yes” or “no” 
responses, minimally including: 


 Patient’s current health (and disability) status 
 Name and telephone number of physician and date of last visit 
 History of hospitalizations and/or surgeries 
 Emergency care 
 Patient visit data documenting individual encounters (i.e., plan of treatment, 


diagnostic tests, therapies and other prescribed regimens, referrals and 
results thereof, and all other aspects of patient care, including ancillary 
services) 


 For children, history related to prenatal care and birth and preventive 
services 


 History of abnormal (high or low) blood pressure 
 Smoking, alcohol, and substance abuse 
 Current medications, including dosages and indications 
 History of drug and medication use (including Fen-Phen/Redux and 


bisphosfonates) 
 Allergies and sensitivity to medications or materials (including latex) 
 Adverse reaction to local anesthetics 
 History of diseases: 


o Cardio-vascular disease, including heart attack, stroke, history of 
rheumatic fever, existence of pacemakers, valve replacements 
and/or stents and bleeding problems, etc. 


o Pulmonary disorders including tuberculosis, asthma and emphysema 
o Nervous disorders 
o Diabetes, endocrine disorders, and thyroid abnormalities 
o Liver or kidney disease, including hepatitis and kidney dialysis 
o Sexually transmitted diseases 
o Disorders of the immune system, including HIV status/AIDS 
o Other viral diseases 


 Musculoskeletal conditions, including the location and date of placement of 
any prosthetic joints 


 Pregnancy 
o Document the name of the patient’s obstetrician and estimated due 


date. 
o Follow current guidelines in the ADA publication, Women’s Oral Health 


Issues. 
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 History of cancer, including radiation or chemotherapy 


Dental records must also include the dentist’s notes following up on patient comments, 
significant medical issues, consultations, referrals, and specialist reports on the medical 
history form or in the progress notes. 


Medical alerts for significant medical conditions are required to be uniform and 
conspicuously located on a portion of the chart used and visible during treatment and 
should reflect current conditions. The medical history should be updated at appropriate 
intervals, dictated by the patient’s history and risk factors, and must be done at least 
annually and signed by the patient and dentist. 


Finally, LIBERTY requires that dental records contain a dental history, distinct from 
medical history, which includes the following information: 


 Reason for seeking current dental care (Chief Complaint) 
 History of previous oral surgery, orthodontics, periodontics, etc. 
 Problems with previous dental treatment 
 Complications from local anesthesia 
 Previous Risk Assessments 
 Recipient’s dental goals 


 


3.9.18.3 Record Review Process 


A. The vendor must have a system (record review process) to assess the content of 
Dental records for legibility, organization, completion and conformance to its 
standards; and 


B. The record assessment system must address documentation of the items listed in 
Dental Records requirements above. 


LIBERTY Dental Plan has established guidelines and processes in place for reviewing 
dental records to assess the content for legibility, organization, completion, and 
conformance to the standards outlined above. 


Upon acceptance to LIBERTY’s network, offices will be added onto the Quality 
Assurance Review Program Schedule. The program is identified and determined by 
querying LIBERTY’s network of general providers. Offices are identified and selected by 
an internal average benchmark set of dollars paid per provider. The remainders of 
offices who have met the set standards are then compared to the previous year’s 
review schedule to ensure each office has a passing score of an on-site review 
performed within the last 12-month period. The offices that have not been reviewed or 
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have failed scores by LIBERTY within those 12 months are then added to the current 
year’s schedule. 


If the provider office is also a provider for another managed care plan and has had a 
review conducted by an accredited reviewer using the common review tool, LIBERTY 
may accept a copy of that review with an acceptable score performed within the 
previous 12 months in lieu of the initial review. Variance from the defined levels of 
acceptable performance determines both the frequency of subsequent quality reviews 
and the necessity for current corrective actions to remediate deficiencies. 


The threshold criteria for the initial review of a contracted provider office is based on a 
combination of either the number of members and encounters the office experiences 
or the number of members and grievances reported. An initial review of a provider 
office is performed if the office has 50 assigned members and at least ten unique 
encounters or 150 assigned members within a 36-month period and two or more 
grievances in a consecutive 12-month period. 


LIBERTY uses the Association of Dental Plans common review tool to assess the content 
of dental records. The tool will be used and performed by a calibrated reviewer 
applicable to each state. The review tool is designed to measure both attributes and 
deficiencies noted during the dental chart review. A licensed dentist, who is qualified 
by training and experience and is certified as a reviewer shall review patient charts to 
ensure completeness, comprehensiveness, and acceptable care. 


When it is time for a review, LIBERTY will contact providers a month in advance to set a 
mutually agreeable date and time for the review to be conducted. The advance 
schedule notice may be disregarded if a site visit needs to be done due to a significant 
amount of concern of access or risk towards member’s dental care or a number of 
complaints received. 


Provider offices that have demonstrated review scores of 95% or above with no critical 
deficiencies on the Dental Chart Review will be reviewed every three years. However, 
offices with low review scores or for whom deficiencies are found, the period between 
reviews will be reduced as follows: 


 74%-84% - one year reassess by Dental Consultant 
 85%-94% - two years reassess by Dental Consultant 


A chart review with a score below 84 % is a failed chart review and requires immediate 
correction of deficiencies in order to continue as a provider. The provider must 
demonstrate that corrective action to remediate deficiencies has been taken. 
Compliance shall be verified with a follow-up review of all deficient categories within 
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one year or less at the discretion of the Dental Director, and a re-review within that one 
year to verify continued compliance. 


 


3.9.19 Utilization Review  


3.9.19.1 Written Program Description 


The vendor must have a written utilization review management program description, 
which includes, at a minimum, policies and procedures to evaluate medical necessity, 
criteria used, information sources and the process used to review and approve the 
provision of Dental services.  


LIBERTY Dental Plan (LIBERTY) maintains a Utilization Management Program description 
and associated policies and procedures, currently in use with our existing Nevada 
groups that have been developed over several years and through involvement with our 
Dental Directors, Peer Review Committees and regional, state, and nationwide 
standards of dental care. 


Our UM Program Description outlines the structure, accountability, scope and process 
used to make determinations based on benefit coverage and dental appropriateness 
of care.  Our complete UM Program description can be found in Attachment 18. 


 


3.9.19.2 Scope 


The program has mechanisms to detect under-utilization as well as over-utilization.   


LIBERTY’s comprehensive Utilization Management (UM) program is designed to: ensure 
that dental services are delivered at the appropriate level of care, in a timely, effective 
and cost-effective manner; examine and improve the quality of dental care; and 
enhance the evaluation of practice patterns of oral healthcare delivery. Our UM 
program complies with applicable state and federal regulations, and incorporates 
National Committee of Quality Assurance (NCQA) guidelines American Dental 
Association (ADA) standards. To deliver the highest quality dental care for all members, 
LIBERTY’s UM program methodology focuses on ensuring: 


• Appropriate utilization of dental services. 
• Access to specialty care. 
• Availability of care. 
• Coordination of dental care. 
• Over and under-utilization 
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Mechanisms to detect and document over- and under-utilization of dental services. 
In the past year, we have developed a proprietary UM analysis tool that allows us to 
establish network normative patterns for every dental service category. LIBERTY’s core 
MIS application is a single source application that houses all data in a single platform, 
creating a flexible, integrated system that provides both functionality and customization 
capabilities. We use various methods to identify and track Utilization Data from our core 
application. Our system houses Claims, Pre-Estimate, Check, Provider\Office, Group, 
Billing, Member communications, and all other supporting data. Our reporting tools 
enable us to pull data from the core system on a regular basis, using the existing 
datasets, which can then be exported and referenced for a variety of reporting needs. 
These include test and reporting environments, data warehouse, and custom 
applications that share data from the core system.  


 
Our UM analysis tool automatically analyzes every network dental office against the 
established patterns of utilization and identifies both over and under-utilizing providers 
in each dental service category.  The Dental Director or designee assesses over- and 
under-utilization and reports findings and recommended actions to the UM Committee. 
The UM committee reviews, analyzes, and assesses trends of providers. An analysis of 
annual utilization trends occurs in the month of January and involves review of the 
previous year. Assessment trends include, but are not limited to the following:   


• Analysis of the utilization data (members eligible, members utilized, annual 
utilization rate, procedures per visit, procedures per member, average UCR per 
member, fees per member, capitation difference, etc.). 


• Analysis of utilization trends (diagnostic, preventive, restorative, endodontic, 
periodontic, oral surgery, etc.). 


• Analysis of procedure ratios (i.e.: crowns/fillings, root canals/extractions, etc.). 
• Analysis of provider trends. 
• Evaluation of member access and availability to service. 
• Evaluation of utilization related grievances. 
• Monitoring under-/adequate-/over-utilization. 
• Member satisfaction survey results. 
• Provider satisfaction survey results. 
• Denial and appeal rates. 
• Provider referral and specialist care patterns of practice. 
• Access to specialty care, ancillary services and appropriate preventive dental 


services. 
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We generate encounter data tracking reports, such as individual provider report cards, 
as well as overall network procedure and prescribing patterns, on a quarterly basis. 
Reports are analyzed to: 


 Evaluate accessibility to care. 
 Evaluate over- and under-utilization. 
 Evaluate appropriateness of treatment patterns. 
 Evaluate and identify trends. 
 Evaluate deviations from established criteria, policies and procedures, and 


current industry standards. 
 
Figure 3.9.19.2-1 contains a sample UM report from our Illinois plan on an individual 
provider’s treatment and billing patterns as compared to the average for the 
population. 
 
FIGURE 3.9.19.2-1. SAMPLE ILLINOIS UM REPORT 
 


 
 
 
 
The UM Tool allows us to develop customized corrective actions and counseling for 
every provider identified. Analysis and determination of corrective action is scheduled 
at least quarterly or more often as needed. The results of the UM analysis and identified 
over and under-utilizing providers are forwarded to our Dental Care Management 
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(DCM) team where custom corrective action plans and counseling are created. DCM 
also determines the severity of the corrective action and determines if immediate, more 
invasive action is required by our clinical staff. DCM also uses the UM analysis to make 
determinations about potential fraud, waste and abuse cases that are forwarded to our 
Special Investigations Unit (SIU) for further investigation and development of appropriate 
internal actions as well as fulfilling our regulatory reporting requirements to appropriate 
authorities as necessary. 


In addition, our UM analysis tool automatically analyzes every network dental office 
against the established patterns of utilization and identifies both over and under-utilizing 
providers in each dental service category. The UM Tool allows us to develop customized 
corrective actions and counseling for every provider identified.  See Figure 3.9.19.2-1 for 
an example. 


FIGURE 3.9.19.2-1. UM TOOL AUTOMATED OUTPUT CHART – INDIVIDUAL OFFICE 
COMPARED TO NORMS BY SERVICE 
 


 
 
Our system also can add custom logic to the claims adjudication process (Transforms), 
which allows us to identify unique pre-authorization and/or claim elements (e.g., at the 
procedure code, category of service and/or provider level) on claims for Nevada 
Medicaid.  Custom logic provides the opportunity to evaluate for Fraud, Waste and 
Abuse (FWA) and other outliers. Through our automated custom evaluation logic, we 
can rapidly identify potential over- and under-utilization patterns. 
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To support the UM program, the pre-authorization and claims adjudication processes 
include automatic routing of flagged pre-authorization and claims for dental consultant 
review, and\or stamped with action codes or explanations for reporting purposes. The 
UM program uses automated and custom reports that are generated based on 
established data elements and criteria. 


Innovative Approach to Provider Profiling 
To assure that our providers are performing high quality services, LIBERTY engages in a 
comprehensive and unique utilization management model that incorporates extensive 
provider profiling. Utilizing our extensive claims history data base, each individual 
provider’s performance is measured against average patterns and numerous 
benchmarks. We utilize a proprietary Provider Profiling tool which combines tracking 
and trending of data from numerous quality indicators to compare providers to their 
peers. When identifying utilization patterns and trends, we include multiple aspects of a 
member’s experience to analyze provider patterns in a more meaningful way.  The 
quality indicators include, but are not limited to, utilization, grievances and appeals, 
access, availability and member satisfaction data, for different categories of service 
and patient demographics.   


The providers’ grievance and appeal trends and any member service issues are also 
evaluated. Providers whose performance deviates over or under our statistically 
expected utilization are readily identified and reviewed. Corrective action plans are 
developed for the outlier providers including counseling by our dental directors and 
possibly desk audits and onsite reviews. Counseling and education normally results in 
providers changing their behaviors. Deviations can result in corrective action plans 
including office closure to new patients, limitation of referrals, implement more 
extensive pre-authorization, compensation restructure or termination if necessary. This 
effectively combines the process of evaluating medical necessity with the 
appropriateness of care and leads to better health outcomes. The over/under-utilization 
of services is reduced and members remain more engaged in the continuum of care. 
Assuring that the right care is provided not only results in the most appropriate and 
efficient care, but also the most cost effective care. As a result, we not only improve the 
health of our members, we also assure the most effective use of the funding. 
Attachment 11 illustrates the improvement in provider patterns and reduction in overall 
costs before and after LIBERTY counseling and education, and Figure 3.9.19.2-2 below 
provides a sample case study.   


 
FIGURE 3.9.19.2-2. COUNSELING CASE STUDY 
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3.9.19.3 Pre-Authorization Review Requirements 


A. Pre-authorization decisions must be supervised by qualified Dental professionals; 


B. Efforts must be made to obtain all necessary information, including pertinent clinical 
information, and consult with the treating dentist, as necessary; 


C. The reasons for decisions must be clearly documented and available to the 
recipient; 


D. The vendor’s prior authorization policies and procedures must be consistent with 
provision of covered medically necessary dental care in accordance with 
community standards of practice; 


E. There must be well-publicized and readily available mechanisms for recipient 
appeals and grievances as well as provider disputes.  Providers may pursue an 
appeal on the recipient’s behalf with the recipient’s written authorization.  The 
Notice of Action must include a description of how to file an appeal; 


F. Appeal and grievance decisions are made in a timely manner as warranted by the 
health of the enrolled recipient; 


G. There are mechanisms to evaluate the effects of the program using data on 
recipient satisfaction, provider satisfaction or other measures; 


H. Consistent with 42 CFR 438.210, vendors must ensure that compensation to 
individuals or entities that conduct utilization management activities is not structured 
so as to provide incentives for the individual or entity to deny, limit, or discontinue 
medically necessary dental services to any recipient; and 


I. If the vendor delegates responsibility for utilization management, it has mechanisms 
to ensure that the delegate meets these standards.   


LIBERTY has long-established and effective policies, processes and procedures for 
conducting pre-authorizations for dental services.  LIBERTY conducts all Utilization 
Review in-house by our Dental Director or by appropriately licensed, experienced 
dental professional LIBERTY staff members. Neither our Dental Director nor staff Dental 


Case Example 
A provider was identified as being an outlier due to higher than normal cost per member and 
aberrant patterns with fillings (mainly one surface “B” fillings) for adults which triggered a 
“red” flag”. The provider did not do any crowns which is suspicious as crowns are a covered 
benefit – but unlike fillings, require pre-authorization. The provider would need to send an x-
ray so the Dental Consultant could review for medical necessity. A counseling call was 
made with the provider and the Dental Director to discuss patterns on 6/1/2016 which 
resulted in a change of behavior in overall treatment patterns and a reduction in costs by 
18%. This office will be re-evaluated in October to confirm provider’s behavior has remained 
changed.  
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Consultants are compensated or incentivized additionally based on clinical review 
decision making. LIBERTY does not delegate any utilization management responsibility. 


LIBERTY’s Dental Director is responsible for all UM decisions, including those made by 
staff dental consultants. LIBERTY is committed ensuring that only qualified licensed 
dentists make utilization review determinations. Our pre-authorization team has an 
average tenure with LIBERTY of 5 years, and is experienced in reviewing high volumes of 
pre-authorizations. Table 3.9.19.3-1 below illustrates the volume of pre-authorizations 
which we process across all markets on a monthly and annual basis. 


TABLE 3.9.19.3-1. VOLUME OF PRE-AUTHORIZATIONS PROCESSED MONTHLY AND 
ANNUALLY 


Year Monthly Average Prior Auths Annual Total Prior Auths 
2014 14,510 174,121 
2015 20,202 242,426 
2016 21,985 197,866 (YTD, on track to hit 265,000) 


 


We tailor our pre-authorization policies where appropriate to each State Medicaid 
program, meeting all state and federal requirements for services. LIBERTY’s pre-
authorization policies and procedures are currently used with our existing Nevada 
groups and member. Thus, our prior authorization policies and procedures are written 
consistent with provision of medically necessary dental care with respect to community 
standards of practice. In addition, we stay connected to community standards of 
practice through our Provider Relations team and our Peer Review Committee 
comprised of providers throughout our Nevada Network. The following response 
conveys our approach to pre-authorizations.  


LIBERTY determines which dental services require pre-authorization based on: 
1) State requirements/federal guidance: We will honor state requirements regarding 


which procedures must be prior authorized. In addition, LIBERTY will consider any 
guidance from government regulators such as CMS. 


2) Clinical Standards of Practice: LIBERTY also applies clinical standards of practice 
from the ADA Clinical Practice Guidelines handbook, and utilizes our own clinical 
experts and market research to help make determinations on which services 
require pre-authorization. 


3) Utilization Review: We also factor in ongoing results of our own utilization review 
process to determine which services should be reconsidered for pre-
authorization (either as an addition or subtraction to the list). On a quarterly basis, 
LIBERTY will perform a utilization review of all services for our Nevada plan. In 
situations where particular services might seem to be excessive or abused 
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without pre-authorization occurring, we will consider changing the requirements 
for that procedure for the following plan year. When doing so, provider 
notification would occur prior to the effective date of the new plan year. We will 
re-evaluate this annually upon the release of the certified dental terminology 
(CDT) code updates. In reviewing utilization patterns LIBERTY also adjusts their 
claim system to identify and control PFWA billing patterns. The claims system is 
flexible and PFWA controls are able to be customized at the provider, office, 
group, plan and code levels. These types of system rules include but are not 
limited to considering members claims history for especially for procedures that 
do not have frequency limitations such an appropriate count of Periapical x-rays 
(PA’s). 


LIBERTY utilizes an electronic pre-authorization application to process all requests. Figure 
3.9.19.3-2 below includes a screenshot of our application. 
 
 


 
We monitor UM and encounter data to identify trends in utilization and/or prescribing 
patterns, and to monitor services that may need reevaluation of pre-authorization 
requirements. The example below in Figure 3.9.19.3-3 illustrates how we monitor and 
adapt our pre-authorization requirements based on consistent utilization data 
monitoring.  
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FIGURE 3.9.19.3-3. EXAMPLE OF UTILIZATION DATA MONITORING 
 


 
 
Our team of dental professionals is aware of and understands the importance of having 
all necessary clinical and diagnostic information when making UM determinations.  If 
the claims team and/or dental professionals determine that additional information is 
required prior to making a utilization review determination, LIBERTY will contact the 
provider office by phone, fax and/or email multiple times. 


Prospective Reviews 
Upon receiving each request for pre-authorization, a prospective review is performed 
by our Pre-authorization and Referral Specialists. These individuals are trained Claims 
Processors who have a strong understanding of the benefit plans, but have also been 
cross-trained in Utilization Management Review. The Pre-Auth Specialist will review the 
authorization request to ensure the treatments being requested are covered benefits.  
We also review the enrollee’s claims history to ensure benefit frequencies or limitations 
would not affect the outcome of a clinical determination. In addition, the Pre-Auth 
Specialist will ensure all associated attachments are included for a clinical 
determination to be made. In instances where services being requested are not 
covered, the Pre-Auth Specialist will issue a notification letter to the provider and 
member notifying them that the requested treatment is not a plan benefit. If additional 
documentation is required, a concurrent review will then take place by our Utilization 
Management team.  


Concurrent Reviews 
The Utilization Management team performing our concurrent reviews is comprised of a 
Dental Hygienist, Registered Dental Assistants and licensed dentists. These individuals 
work directly with our provider offices through the telephone, fax and email. Our UM 
team performs outreach to the provider offices when additional materials are required 
for a clinical determination such as radiographs, patient charts or study models. Since 
our UM team has established relationships with most offices, they are also the point of 
contact when immediate requests for treatment changes are identified and requested 


After LIBERTY implemented our Medicaid product in Illinois, our Utilization Review team 
noticed a high number of D4355 claims – Full Mouth Debridement procedures for the state 


compared to similar markets in California and Florida. Upon further review, it appeared 
providers in the Illinois market often submitted the D4355 as an additional benefit to increase 
their payments. This procedure code originally did not have a requirement to pre-authorize. 
Shortly after LIBERTY recognized this trend, we added a pre-authorization requirement for the 


D4355 procedure. The result of this minor change resulted in D4355 utilization numbers 
decreasing by 50% within the first 3 months of the new benefit year, ultimately reducing 


unnecessary procedures and saving the state taxpayer dollars. 
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LIBERTY is ensuring continuity 
of treatment for new 
enrollees with non-


participating providers for a 
minimum 120-day 


timeframe. 


by the treating provider. Oftentimes, decisions are made directly over the phone 
between the Dental Professional and our UM Team.  


Retrospective Reviews 
A retrospective review occurs when the claim is received. Treatment such as dentures, 
surgical extractions, crowns and bridges are again sent to our clinical review staff to 
ensure adequate quality of care was rendered.  Any changes to a treatment plan of an 
authorization would also be subject to clinical review. If a clinical professional identifies 
a possible quality of care issue, that claim is then escalated to the Dental Director for 
that state or plan. The Dental Director will then reach out to the treating dentist to discuss 
the case and the treatment that was rendered, sharing his/her concerns until a 
resolution is determined. In some cases, that resolution might be a simple agreement 
and understanding between both parties, while in others the resolution may entail a 
change of treating providers.  


Expedited Pre-authorization Reviews 
Expedited pre-authorization requests are received in two ways:  


• Via telephone: Provider offices will often call LIBERTY because they have the 
member in their office and the provider is willing to perform services at that 
moment. In those situations, our providers will contact LIBERTY’s customer service 
line, where our Member Services Representatives can process an expedited pre-
authorization determination immediately, and fax or email that authorization to 
the provider’s office.  


• Via email and fax: The Claims Management department has a designated email 
box and fax line for expedited service requests. Both the email box and the fax 
lines are monitored every hour on the hour. New requests received are scanned 
(faxes) or attached (emails) into a pre-authorization request that is created in our 
system. The expedited request is processed and faxed or emailed back to the 
office and a hard copy is printed and mailed to the member within 48 hours.  


 
Pre-authorization Process for Non-Participating Providers 
LIBERTY understands that in some situations, it is necessary 
to send a member to a non-participating provider. For 
example, the member lives in a rural area and the closest 
contracted provider is outside the geographical radius for 
the member to travel. In these situations, LIBERTY will 
authorize treatment at a non-participating provider’s office. 
The non- participating provider is required to authorize the 
treatment plan. This process is assisted by our Member 
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In the 1st quarter of 
2016 in our IL Plan, 


100% of notifications 
were sent out within 


24 hours of a 
decision. 


Services department, who works with both the member and the non- participating 
provider. By reviewing and authorizing the services before they are rendered, LIBERTY 
ensures the provider is paid promptly and the member receives the necessary 
treatment.   


Communication of Services Requiring Pre-authorization 
The members who participate in the Nevada Medicaid program will be provided a 
copy of their Evidence of Coverage (EOC) upon request. The EOC will provide a 
breakdown of which services are covered and what the plan’s limitations or exclusions 
are.  


LIBERTY will communicate with its contracted providers through a documented Provider 
Desktop Reference Guide. This guide will outline the entire Nevada Medicaid program 
as managed by LIBERTY and will include which services are covered under the 
program, as well as which of those services will require pre-authorization. 


Notification of Authorization Decisions 
Notification for all pre-authorization requests are made to both the 
member and the provider via written notification. LIBERTY’s 
electronic prior-authorization application is designed to generate 
both member and provider notification letters upon completion of 
the transaction. Written notification for a standard pre-authorization 
is mailed no later than 7 days from receipt of the pre-authorization. 
For expedited requests, written notification is mailed to both the 
member and the provider, but in addition, LIBERTY will fax a copy of the notification to 
the provider’s office as well as try to verbally notify the member by making a phone 
call. Notifications by fax and phone call will occur within 48 hours of receipt.   


LIBERTY has recently developed clear and concise language that, in simple terms, 
explains the reason for denial. All denials, especially those that are due to a lack of 
medical necessity, are explained to the recipient and provider with the previously 
noted language on an Explanation of Benefits letter. For benefit determinations, the 
notification clearly specifies the provision in the evidence of coverage that excludes 
the benefit. Denial notification also includes the member’s right to file an 
appeal/grievance along with the grievance process, including timeframes for 
submitting a grievance. LIBERTY communicates our grievance and appeals process to 
members through their Evidence of Coverage and all UM decision letters. Liberty also 
includes the provider dispute process in our Provider Reference Guide. This process is 
also covered during new office orientations and at routine maintenance visits. 
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LIBERTY’s goal is to resolve every grievance and appeal as timely as possible. Routine 
grievances and appeals are generally resolved within thirty calendar days and 
urgent/emergency grievances and appeals are generally resolved within 72 hours of 
receipt. Given our turnaround standards, we understand that different dental conditions 
require a different, more urgent resolution timeframe. While uncommon in dentistry, 
LIBERTY’s grievance and appeals team and our Dental Director are trained to identify 
situations where a grievance and/or appeal require an expedited resolution timeframe. 
In these rare occasions, LIBERTY has responded the same day, often within a few hours 
of receipt. 


Members are also advised of their right to seek a second opinion at no charge. When a 
referral is denied because the services fall within the scope of the provider, the member 
is instructed to return to his/her provider for treatment. 


 
Monitoring and Measuring the Efficacy of our Pre-Authorization Processes 


 
 
LIBERTY assesses its Performance related to our UM program at least annually. LIBERTY 
identifies areas of dissatisfaction, sets priorities for improvement and evaluates the 
effectiveness of interventions. Where opportunities for improvement are identified, 
LIBERTY Dental initiates action to change its processes to meet its goals and to meet 
members’ and providers’ expectations. 


Our commitment to measuring and facilitating access to preventive and restorative 
care leads to extensive work to identify and address under-utilization (care gaps, etc.).  
Our commitment to cost-effective use of the taxpayer’s money leads to extensive work 
to identify and eliminate over-utilization, including fraud, waste and abuse (FWA), as 
well as unnecessary and overly aggressive procedures.    


On at least a quarterly basis, we evaluate retrospective review patterns including, but 
not limited to, the following activities: 


• Incorporating clinical and non-clinical sources of information to analyze patterns 
of care, based on patient age and demographics and by provider type and 
geography. 


• Comparing statistics with regional, product-based and national profiles. 


LIBERTY Retrospective Review Snapshot 


In 2016, LIBERTY conducted a retrospective analysis of a provider’s procedure patterns, 
followed by a consultation with the provider, which resulted in a change of behavior in 


overall treatment patterns and a reduction in costs by 18%. 
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Provider Corrective 
Action Plans include 
discussion and 
counseling calls, as 
well as routine and 
focused desk and on-
site reviews, which are 
accomplished 
professionally, 
effectively and 
efficiently through our 
single source system. 


• Analyzing and establishing benchmarks and standards. 
• Providing clinical feedback and guidance from our Chief Dental Officer and 


State Dental Directors. 
• Focusing on managing the appropriateness of care (as defined by clinical 


criteria, professional standards of care, and based on each member’s available 
dental benefits), for both services that are auto-adjudicated and services that 
are reviewed for medical necessity by licensed dental consultants. 


• Benchmarking provider’s performance against other comparable providers, 
based on specialty and geography. 


• Management, tracking and trending of practice patterns based on utilization 
data. 


• Analyzing clinical patterns and developing action plans as appropriate. 


 
LIBERTY has proprietary UM tools used to evaluate dental 
offices on an ongoing basis. These tools evaluate raw 
utilization data and establish network normative utilization 
patterns and identify providers that and over and under-
utilizing.   


In addition, our tools provide separate analysis by dental 
service category and by dental code. This allows LIBERTY to 
identify and focus on specific trends and patterns allowing us 
to craft a custom approach not only to identify outlier dental 
offices, but to develop custom corrective actions plans with 
code-by-code comparisons for the specific dental office compared to their peers in the 
network. Figure 3.9.19.3-4 below illustrates improvement in a particular provider’s 
service patterns for sealants and fillings pre-and post-counseling on utilization.   
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FIGURE 3.9.19.3-4.  PROVIDER SERVICE PATTERN IMPROVEMENT POST-COUNSELING 
 


 
 
Following the counseling call, the provider in question increased preventive sealant 
treatments from 0.0 to 0.7 per member, and decreased the number of fillings from 2.7 to 
0.9 per member. 


The UM Committee monitors over and under-utilization of services, identifies treatment 
patterns for analysis and ensures that utilization decisions are made in a timely manner 
which accommodate the urgency of the situation and minimizes any disruption in the 
provision of care. The Dental Director is charged with preparation of a quarterly report 
containing analysis of utilization data and authorization turn-around-times for individual 
providers to be reviewed by the QMI Committee.  


Retrospective Review Success Stories 
 
Example #1 
A provider originally showed aberrant patterns with the number of fillings and potential 
patterns of FWA due to the surface patterns. We scheduled a call with the provider and 
the Dental Director to discuss utilization patterns and to provide additional education 
regarding plan covered benefits. Almost a year after the counseling call, the provider 
continues to follow good practice patterns: sealants are within normal range, 
restorations per member are closer to the norm, overall cost per member has 
decreased and patterns appear consistent. While this provider will continue to be 
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closely monitored, our counseling and education efforts appear to have changed this 
provider’s behavior. 


Example #2 
LIBERTY reviewed utilization patterns to ensure proper treatment planning and medical 
necessity of sealants and fillings.   As a result a provider was identified as an outlier due 
to a pattern of high usage of fillings and no sealants.  A counseling call was made with 
the provider and LIBERTY’s Dental Director to discuss the filling patterns as well as 
provider education regarding sealants and their effectiveness. Subsequently, the 
provider had a change in behavior that resulted in lower cost per member and higher 
sealant activity. 


Collection of Data 
LIBERTY Dental collects data related to member and provider satisfaction with the 
utilization management process through a variety of mechanisms. Sources of 
satisfaction data include but are not limited to the following: 


• Member satisfaction surveys are routinely administered to assess member 
experience and satisfaction with elements of the utilization management 
process, including the ability to get needed care. Analyses are conducted at the 
plan and medical group levels. A sample Member Satisfaction Survey is included 
in Attachment 9. 


• LIBERTY Dental's member grievance process allows tracking and analysis of 
member complaints, appeals and inquiries specific to the utilization 
management process. 


• Provider satisfaction surveys provide an assessment of staff and contracted 
practitioners' satisfaction with LIBERTY's utilization management process, 
including usefulness of resources and adequacy of the provider network.  A 
sample Provider Survey is included in Attachment 10. 


• Review of practitioner and provider feedback offered through venues such as 
Joint Operating Committee meetings, provider services site visits, 
provider/departmental reviews and direct communication with LIBERTY utilization 
management staff provides additional satisfaction data. 


 
Analysis, identification of opportunities and development of action plans 
LIBERTY Dental acts to change processes to meet performance goals and member and 
provider expectations. The Utilization Management Committee (UMC) will conduct a 
review of LIBERTY’s performance analyzed against established metrics and goals. 
Analyses include assessment against performance goals (where appropriate), review of 
trends over time and assessment of root causes of identified variances. The UMC will 







 
SECTION 3: SCOPE OF WORK  


3.9 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


       


Dental Benefits Administrator RFP # 3290  Page 386  


identify areas of dissatisfaction requiring intervention, develop and implement an action 
plan and monitor and evaluate outcomes. The UMC evaluates re-measurement data 
and determines if problem resolution has occurred.  


Feedback to Members and Providers  
The results are communicated to members and providers, including opportunities for 
improvement and subsequent interventions via member and provider newsletters and 
the LIBERTY Dental website. 


 


3.9.20 Continuity of Care System  


The vendor has put a basic system in place, which promotes continuity of care.  The 
vendor must take a comprehensive and collaborative approach to coordinate care for 
the eligible population and conditions as specified by DHCFP through an effective care 
coordination program, partnerships with primary care general dentists or pediatric 
dentists and specialists, other service providers and recipient participation, 
recipient/family outreach and education, and the ability to holistically address 
recipient’s health care needs. Care coordination must include not only the specific 
diagnosis, but also the complexities of multiple co-morbid conditions.  


3.9.20.1 Information Technology System for Care Coordination: 


The vendor’s information technology system for its care coordination program must 
maximize the opportunity for communication between the vendor, PDP, the patient, 
other service providers and care coordinators.  The vendor must have an integrated 
database that allows vendor staff that may be contacted by a recipient to have 
immediate access to and review of the most recent information within the vendor’s 
information systems relevant to the case.  The integrated database may include the 
following: administrative data, call center communications, service authorizations, and 
case notes. For example, vendor recipient services staff must have access to a 
recipient’s case notes and recent utilization if contacted by that recipient. The 
information technology system must also have the capability to share relevant 
information (i.e. utilization reports, etc.) with the recipient, the PDP, and other service 
providers. 


Management Information Systems (MIS) and information technology (IT) infrastructure 
are at the core of LIBERTY’s business operations and systems structure. Through our 
platforms and integrated solutions, LIBERTY offers Nevada Medicaid a seamless system 
that integrates payer-provider collaboration, claims and encounters processing and 
payment, fraud prevention, care management, eligibility and enrollment management, 
utilization and quality management, provider relations, and member services. 


In 2006, LIBERTY foresaw the need to build capacity and to offer seamless integration to 
ultimately provide better care to our recipients and support our providers in 
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transforming the way they deliver care. At this pivotal point, LIBERTY developed a 
strategic Information Technology Plan for how it would support its business moving 
forward. Consequently, we migrated to a new MIS platform, which offers an integrated 
application to support business functions across our systems. Today, while all the 
recommendations in the plan have been met, LIBERTY is constantly re-evaluating this 
system, determining if actions have resulted in their intended results, and measuring 
outcomes. 


Our core of IT platform offers cutting edge solutions with market leading, innovative, 
and configurable health benefit administration. Our MIS application delivers a 
comprehensive system with a unified infrastructure that controls the whole process from 
start to finish. In the 10 years that LIBERTY has been on our core application suite, the 
system has gone through annual upgrades and releases to meet both our clients’—and 
LIBERTY’s own—functionality needs. We constantly re-evaluate our core needs and 
current functionality, introducing additional systems and applications to support our 
business and vision. Some recent results of these monitoring efforts include: 


 Developing Claims Transforms – customizable XML that can be added to the 
core adjudication logic either for short term projects or for outlier detection for 
possible fraud, waste, and abuse. 


 Enhancing the workflow processes, including adding access to events or 
workflows within all core screens to allow for quicker call tracking and the 
routing of information between departments for follow-up. 


 Redesigning the database structure to optimize performance and scalability for 
both current and long term needs. 


 Streamlining claims, estimate, and referral processes, which has allowed us to 
grow our claims intake handling and processing without increasing the need for 
additional staff. 


 Creating an individual billing platform that has allowed us to enter the various 
state and federal exchanges. 


 Modifying Office, Provider, and Vendor Online Portals to provide more tools and 
access to data to better treat our membership—in 2010 only 7% of claims 
submission came through the web, where today we are averaging 26%. 


In 2010, LIBERTY adopted a core MIS data warehouse,  which has allowed for expanded 
reporting capabilities and additional process automation. The application is now on an 
SQL.NET platform that stores the data for all aspects of claims processing.  


Many applications that make up the MIS application suite share the same databases 
and image server that store the data, documents, and images. These include: 
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 Meditrac for claims, provider, group, and enrollment management. This also 
houses the tools to both build and manage the benefit plans, as well as the tools 
to help manage the claims processes. 


 HIPAA Gateway for transaction management of the EDI files processing. 
 Uniflow for member services and workflow management. 
 MIS Administrator for application security management. It also houses the tools 


for transaction management for the non EDI files to import data through batch 
and automated processes. 


 Online Website and Portals for recipient and provider engagement. 
 Scanning Assistant for document and attachment scanning. 
 Medimart for data warehousing.  
 Perfect Claim for paper claim data capture. 


MIS Components for Care Coordination 


Uniflow 
Uniflow is the primary tool currently used by our Member Services Team. It was 
designed to allow Member Services to have easy access to a variety of data elements 
that are specific to their needs on just a few screens. It also contains the Workflow/Event 
tracking that is used to track member call reasons and data, as well as communication 
within the application. This allows for requests for information to be routed and tracked 
within the application and tied to a recipient or other entity (e.g., Office, Provider, or 
Claim).  


We also use Uniflow to track the grievance intake and resolutions in conjunction with 
our custom grievance database. This allows for reminders, routing, and/or timelines to 
be set, as well as letter creation and other automated functions within the system. 
Letters can be customized to meet DHCFP’s requirements. 


MIS Administrator 
MIS Administrator is the administrative tool to control security within the MIS 
applications. The “Tools” section in our MIS houses report templates, as well as the 
modified reports that LIBERTY creates that are mapped throughout the system for the 
various reporting requirements (e.g., EOB, Pre-Estimates, PCP Transfer letters, and 
Checks/Explanation of Payments [EOP]). Also under “Tools” are the various batch loads 
that allow us to enter data in bulk, and add automation to the process. 


Online Website and Portals 
LIBERTY provides many online solutions to support membership, groups, and providers. 
These are all HIPAA compliant, secure, and user friendly. The data within the portals tie 
directly to the core database, Medimart, which allows for accurate data available in 
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real-time for member and provider portals. This ensures that as LIBERTY makes updates 
to our data, users have access immediately to that information. 


Our website, https://www.libertydentalplan.com/, also offers many tools to assist 
recipients and providers without the need to access our secure portals. For recipients, 
the website can also be used to get more information about specific programs that are 
managed by LIBERTY, as well as links to our group specific sites. The website also 
provides health tips, links to important documents such as claims forms, and search for 
providers. Finally, through the website recipients can file grievances or simply reach out 
to contact LIBERTY directly. Many recipients also utilize our phone app (see Figure 
3.9.20-1 below), which is a mobile-friendly way to access these features. 


The website is useful for providers as a way to access many of the tools that LIBERTY has 
available to them, such as the provider portal (see Figure 3.9.20-4, secure email to 
contact us, and EDI claims submission. 
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FIGURE 3.9.20-2 PROVIDER PORTAL SCREENSHOT 


 


Member Portal 
The member portal (Figure 3.9.20-3) allows recipients to create a secure logon and 
access their PHI (e.g. prior claims and usage history). Since the portal links directly to 
LIBERTY’s core database, all information is always up to date. Recipients can review 
their claims, estimates, and referrals that have been submitted on their behalf, as well 
as view and print the documents that are associated with them. They can also check 
their schedule of benefits and print a copy, or check utilization and identify when they 
are next eligible for treatment.  


The member portal also allows recipients to search for a provider to gain access for 
treatment. It includes Provider/Office information such as handicap access, openness 
to new patients, office hours, and other information that allows recipients to make an 
educated choice before choosing their provider. The portal also allows recipients to 
request a new ID Card and/or print a temporary card. They can review all demographic 
information that we have on them to ensure it is accurate, and there are links to contact 
us if it is not. We also can provide documents that are specific to a user for outreach 
purposes, as well as training and other informational documentation that serves the 
recipient.  


Finally, we have tools for recipients to conduct a comprehensive “Self-Health” 
evaluation that covers both their overall health and dental health. Once completed it 
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gives them a score and access to material that can lead to better health. All of this 
functionality allows recipients to have 24/7 access to their information. This tool is 
incredibly valuable to our recipients, and 100,000 members (recipients) currently have 
logins to the portal. 


 


 


 


 


 


 


 


Office/Provider Portals 
These portals, enabled by the web service iTransact, are used by our providers to gain 
access to information necessary to treat our recipients. They can view/submit claims, 
estimates, or referrals, as well as check claim status. They also can print this information 
or resubmit it if necessary through the portals. They have the ability to check eligibility 
for a recipient or multiple recipients at a time and manage their users and see who 
should have access or needs to have their access removed. Currently 26% of all claims 
submissions come through our secure portals directly to LIBERTY in real-time. Once an 
office submits a claim, it is available to LIBERTY as well as to recipients on the Member 
Portal. Providers have access to online materials and manuals 24/7 (except for short 
periods of scheduled maintenance). 


In addition to the provider portal, we recognize the value and need of encrypted email 
as a way to ensure that sensitive information remains private. In accordance with 
security laws, such as HIPAA and the Gramm-Leach-Bliley Act, LIBERTY encrypts all 
email containing sensitive information to protect our private and confidential electronic 
communications. We use secure encryption, such as Proofpoint Encryption™ and PGP 
Encryption software, to protect the sensitive information we share electronically. 
Proofpoint Encryption™ can detect PHI in outbound email and auto-encrypt those 
messages. Any emails composed by an employee are scanned to detect PHI. When 
detected, the information is automatically encrypted at rest and in motion. Before the 
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 end-user can open the email, it first requires authentication. We also have the 
capability to set up a client-specific end-to-end Transport Layer Security (TLS) tunnel for 
the safe, encrypted data transfer without the end user requiring authentication to 
access the information. These data are secure across transmission. 


 


3.9.21 IQAP Documentation  


3.9.21.1 Scope 


The vendor must document that it is monitoring the quality of care across all services 
and all treatment modalities, according to its written IQAP.  


We document all QMI improvement initiatives, process and procedures, defines goals, 
objectives, specific activities, responsible parties and targeted timeframes for 
completion or resolution of activities in the QMI Work Plan. The Work Plan is developed 
annually with National Committee for Quality Assurance (NCQA) best practice 
standards simulated for dental services and built upon the evaluation, 
recommendations and findings of the previous year’s Work Plan. 


Our Work Plan focuses on the accessibility, availability, appropriateness, continuity, 
effectiveness, and timeliness of dental care as well as the safety of service delivery 
environment. The Work Plan encompasses the following distinct functions that mirror 
applicable NCQA components for the delivery of care: 


 Policy and Procedure Review 
 Annual QMI Evaluation and Report Summary 
 Annual QMI Work Plan 
 Identification of Quality Issues and Trends 
 Measurement Monitoring 
 Focused Quality of Care Studies 
 Provider Network Monitoring 
 Provider Profiling 
 Standards for Clinical Criteria & Guidelines/Practice Parameters 
 Corrective Action Plans 
 Corrective Action Plans 
 Educational Activities 


 


Detailed descriptions of the activities associated with the above functions can be found 
in our Quality Program Description. 
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On an annual basis, a QMI Work Plan is developed under the direction of the Chief 
Dental Officer/Dental Director to assist with the following tasks: 


 Documentation of the next year’s goals and objectives for planned projects and 
activities, including clinical and non-clinical programs, initiatives and 
measurement activities. 


 Required effort to accomplish stated goals and objectives. 


 Identification of tasks and subtasks according to a work breakdown structure. 


 Allocation of resources, task planning and scheduling. 


 Monitoring and control of task progression. 


 Preparation of the Annual QMI Evaluation and Report. 


Our Work Plan focuses on the accessibility, availability, appropriateness, continuity, 
effectiveness, and timeliness of dental care as well as the safety of service delivery 
environment. The Work Plan encompasses distinct functions that mirror applicable 
NCQA components for the delivery of care.  
 


3.9.21.2 Maintenance and Availability of Documentation 


The vendor must maintain and make available to the DHCFP, and upon request to the 
Federal Secretary of Health and Human Services or any federal or state regulatory 
entities, studies, reports, protocols, standards, worksheets, minutes, or such other 
documentation as requested concerning its quality assurance activities and corrective 
actions.   


LIBERTY’s QMI Work Plan and Annual Quality Program Description are updated annually 
and are readily available to DHCFP, as well as any other governmental agency upon 
request. We maintain ongoing documentation of all quality of care studies, QMI reports, 
protocols, policies and procedures, standards, worksheets and meeting minutes which 
can be provided upon request.  
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3.9.22 Coordination of Quality Assurance (QA) Activity with Other Management 
Activity  
3.9.22.1 The findings, conclusions, recommendations, actions taken and results of the 
actions taken as a result of QA activity, are documented and reported within the 
vendor’s organization and through the established QA channels.  


A. Quality assurance information is used in credentialing, recredentialing, and/or 
annual performance evaluations.  


B. Quality assurance activities are coordinated with other performance monitoring 
activities, including utilization management, risk management and resolution and 
monitoring of recipient grievances and appeals.   


C. There is a linkage between quality assurance and the other management functions 
of the vendor such as: 
1. Network changes; 


2. Benefits redesign; 


3. Medical management systems (e.g., pre-certification); 


4. Practice feedback to practitioners; 


5. Patient education; and 


6. Recipient services. 


LIBERTY Dental Plan’s Quality Improvement Program (QMI) is a comprehensive 
approach to Quality Assurance. The QMI Program encompasses an array of well-
defined processes and functions that are critical to the oversight and delivery of dental 
services. Each QA activity is executed with the goal of maintain or improving the overall 
health of members. LIBERTY examines monitors and revises processes within the QMI 
Program to ensure the highest quality of care. 


Our QMI Program collaborates with other management functions and activities 
providing streamlined oversight of quality assurance activities across multiple areas. We 
collaborate with other quality and network management activities through the following 
mechanisms: 


 Policy and Procedure Review 
 Annual QMI Evaluation and Report Summary 
 Annual QMI Work Plan 
 Identification of Quality Issues and Trends 
 Measurement Monitoring 
 Focused Quality of Care Studies 
 Provider Network Monitoring 
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 Utilization Management 
 Educational Activities 


 
Policy and Procedure Review 
LIBERTY ensures quality of care and services through policies and procedures that direct 
day-to-day operations. All policies and procedures are reviewed, at a minimum, 
annually by the Policy and Procedure Committee at the direction of the Dental Director. 
New policies and procedures are written and adopted through the P&P Committee on 
an ongoing basis. Revisions of existing policies and procedures are completed as 
processes are updated and presented to the appropriate committee bodies for 
approval. 


Annual QMI Evaluation and Report Summary 
The Dental Director and Quality Management staff evaluates the QMI Plan annually to 
appraise the effectiveness of the previous year’s clinical and non-clinical initiatives, 
including but not limited to the following: 


• Adherence to QMI standards, policies and procedures 


• Development of quality initiatives that support data-driven decision-making and 
support continuous ongoing measurement and re-measurement of clinical and 
non-clinical effectiveness 


• Member and Provider satisfaction; 


• Development and implementation of programmatic improvements to clinical and 
non-clinical processes, based on results from ongoing measurement; 


• Results of focused quality of care studies and other quality initiatives 


• Effectiveness of corrective action plans. 


Approximately three months prior to the end of each contract year, LIBERTY reviews the 
QMI Plan to identify issues and potential revisions, incorporating the concerns and 
feedback from staff, customers, members and providers. The Quality Management and 
Improvement (QMI) Committee is presented with the evaluation report, which is 
reviewed to formulate recommendations for continuous process improvement revisions. 
After the revisions have been approved, they are formally presented to the Board of 
Directors for review and acceptance. All approved and accepted revisions are 
incorporated into the Work Plan, and distributed to employees and plan partners, as 
appropriate. 







 
SECTION 3: SCOPE OF WORK  


3.9 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


       


Dental Benefits Administrator RFP # 3290  Page 396  


The QM Department also prepares an annual report that summarizes the previous year’s 
quality activities. The Dental Director and QM Coordinator will prepare the first draft of 
the annual report. The report will summarize the overall effectiveness of the previous 
year’s Work Plan. Once finalized, it is reviewed by the dental director and presented to 
the QMI for first-level review and approval. The Annual QMI Evaluation and Report 
includes but is not limited to the following: 


• Results and outcomes of internal performance 
• Focused quality of care studies 
• On-Site visits 
• Effectiveness of provider reviews 
• Potential Quality of Care Issues 
• Grievances and Appeals 
• Member/Provider Satisfaction Survey results 


 
Annual QMI Work Plan 
On an annual basis, the QM Department develops a QMI Work Plan to assist with the 
following tasks: 


 Documentation of the next year’s goals and objectives for planned projects and 
activities, including clinical and non-clinical programs, initiatives and 
measurement activities 


 Required effort to accomplish stated goals and objectives; 
 Identification of tasks and subtasks according to a work breakdown structure 
 Allocation of resources, task planning and scheduling 
 Monitoring and control of task progression 
 Preparation of the Annual QMI Evaluation and Report 


 
The overall goal of the QMI Work Plan is to support program improvement of clinical 
and non-clinical processes based on the previous year’s findings from ongoing 
assessments. The completed Work Plan, which is approved by the Dental Director and, 
the QMI Committee and accepted by the Board of Directors. This allows an opportunity 
for evaluation and coordination of QMI activities throughout LIBERTY. 


Identification of Quality Issues and Trends 
Though the identification potential quality issues is every employee’s responsibility, the 
QM Department serves as the primary source of data related to the quality of services 
provided. A utilization management analyst generates quarterly reports to assist in the 
identification of trends specifically, under-utilization and/or over-utilization of services. 
Quality issues and trends are also identified by QM staff through input from other 
Departments during scheduled staff meetings and the review of member and provider 
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grievances, and satisfaction survey result. The QM/UM Work Group ensures immediate 
feedback on issues related to quality of care, access & availability, grievances and 
identifying potential sentinel events proactively. 


Measurement Monitoring 
We assess clinical and non-clinical aspects of quality activities and performance 
improvement by monitoring and evaluating performance using objective quality 
indicators of which identify required measures and corresponding opportunities for 
improvement. The quality indicators are used in the development, assessment and 
modification of the QMI Program. LIBERTY also complies with standards developed by 
NCQA and the American Dental Association to ensure that measures reflect best 
practices of dental health care. Automated reports are generated from LIBERTY’s 
management information system, along with satisfaction survey results, to evaluate 
dentally appropriate measures. As directed by the Dental Director the QM Coordinator 
ensures that all aspects of monitoring and evaluation meet applicable state and federal 
privacy/confidentiality laws and that reports of such activities are delivered to the QMI 
Committee, health plan partners and regulatory agencies, as required. 


We conduct annual member and provider satisfaction surveys. Other opportunities to 
implore member and provider input include, but are not limited to, the following: 


• Member Call Center calls 
• Correspondence sent to our Member Services Department 


• Grievance and appeal actions 


• Outreach activities 


• Provider Call Center calls 
• Training seminars 


• Visits to provider offices 


• Local/regional meetings 


• Participation in dental associations and other dental organizations. 


Focused Quality of Care Studies 
We conduct focused quality of care studies on a regular basis to evaluate clinical 
outcomes of dental service delivery. LIBERTY’s proactive approach to quality of care 
benefits everyone and focused quality of care studies play an integral role in improving 
the oral health outcomes. The Dental Director and the QA Coordinator are actively 
involved in each study’s development, analysis and interpretation. LIBERTY performs 
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such studies in accordance with the Centers for Medicare & Medicaid Services’ 
guidelines. 


Provider Network Monitoring 
We have extensive experience in developing and maintaining provider networks that 
offer members the full scope of each plan’s benefits, as well as adequate access to 
those benefits. Our approach for monitoring each aspect of service delivery includes: 


 Each provider’s completion of a Participating Provider Agreement 


 Distribution of a LIBERTY Provider Handbook to each provider 


 Each applying dentist’s completion of a provider profile form, which gives us the 
information needed to conduct a first-level assessment of the dentist’s 
qualifications 


 A comprehensive credentialing process that adheres to NCQA standards 


 Targeted structural and/or process audits of providers who have been identified 
through utilization analysis and grievance and satisfaction data as having 
potential quality issues 


 Random structural reviews that assess the provider’s physical facility, as well as 
the provider’s office protocols regarding emergencies, booking appointments, 
sterilization and related procedures 


 Chart audits that assess the provider’s process of care and conformity with 
professional dental practice, appropriate dental management and quality of 
care standards 


 Re-credentialing of each network provider every three years, consistent with 
NCQA standards. 


 A formal provider dispute resolution process 


 Establishing provider quality improvement goals in areas in which the provider 
or provider network does not meet LIBERTY’s standards or improvement goals. 


 Developing and implementing incentives, both financial and non-financial 
incentives, to motivate Providers to improve performance on profiled measures. 


Utilization Management 
Our Utilization Management (UM) program ensures access to care while maintaining 
quality and cost effectiveness. One of our primary responsibilities is to conduct 
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utilization reviews to determine whether treatments meet each plan’s criteria and 
generally accepted standards of care. Licensed dentist review prior authorizations and 
claims to determine whether to authorize, modify or deny dental services based on 
review of radiographs, if required, and other information provided by the treating 
dentist. 


Other UM activities include: 


 Establishing dental necessity criteria; 


 Establishing thresholds for acceptable utilization levels; 


 Implementing mechanisms to evaluate over-utilization and under-utilization; 


 Determining sanctions for provider noncompliance; 


 Identifying potential quality issues and referrals to the QIC; 


 Conducting structural reviews of newly enrolled providers’ offices, along with 
targeted onsite reviews; 


 Conducting peer review of UM activities through the evaluation of utilization 
reporting, appeal requests and provider profiling and 


 Reporting to the QIC and dental director regarding overall UM program 
effectiveness. 


The process of waste, abuse and fraud detection provides an excellent example of how 
the UM program operates within the QM Department. Suspected cases of waste, abuse 
or fraud often originate in the QM Department because, organizationally, the 
Department is tasked with monitoring provider and member activity to detect 
inconsistencies with sound medical practices, the potential for increased resource 
consumption resulting from reimbursement for unnecessary dental care and under-
utilization and/or over-utilization trends. 


Educational Activities 
We convey information to providers, members and staff to help ensure their 
understanding of clinical and administrative issues. The Provider Relations Department 
coordinates and implements training sessions and continuing education seminars for 
providers. The Member Service Department creates and disseminates preventive health 
education brochures to members and trains Call Center Representatives of each 
program’s requirements to foster knowledgeable interaction with members and 
providers on the telephone. 







 
SECTION 3: SCOPE OF WORK  


3.9 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 


       


Dental Benefits Administrator RFP # 3290  Page 400  


The QM Department tracks these educational activities because they are an integral 
component of many quality improvement initiatives; such as with member and provider 
satisfaction surveys results which are used identify topics for future educational 
activities. 


 


3.9.23 Data Collection  


The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, and 
recipient satisfaction/complaint data on a regular basis, in accordance with Quality 
Assurance Standards. The vendor will submit information to DHCFP in accordance with 
the contract, performance measures and reports.  Data for measures of quality, 
utilization, recipient satisfaction and access will be reported for the contract 
population. 


3.9.23.1 Specific areas of study required will be stated in the contract or the DHCFP’s 
Quality Assessment and Performance Improvement Strategy.  


3.9.23.2 Data or studies must be submitted by the required due date, and be accurate 
and complete. 


3.9.23.3 Monitoring and tracking of grievance/appeal information are required by due 
date.  


We have extensive experience collecting, analyzing, and uniformly reporting various 
data types, including, but not limited to, utilization, cost, quality assurance, 
recipient/provider satisfaction and grievance/appeals data. LIBERTY currently serves 
over 2 million Medicaid recipients nationwide, and through this experience, we have 
developed strategies and systems to effectively and efficiently report on a wide range 
of data sets. Our systems allow us to create custom reports for our government agency 
clients to capture State, Federal, and contractual reporting requirements.   


Our MIS system contains all business and clinical data within its comprehensive, single-
source database. Using the existing data sets, all relevant information can be exported 
and referenced using various reporting software.  In regards to generating standard 
quality and utilization reports, this subsystem is 100 percent automated (Figure 3.9.23-1).  
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FIGURE 3.9.23-1. QUALITY IMPROVEMENT (QM/QA/UM) SUBSYSTEM 


 


The applications most used by our analysts are Microsoft Reporting Services (SQL), 
Microsoft Access, and Microsoft Excel. Our systems provide for customizable reporting 
frequencies allowing us to adhere to DHCFP’s desired reporting schedules. Our 
automated reporting capabilities ensure we will meet DHCFP’s contractual requirements 
on all specified reports.  


Data collected on our Nevada recipients will be provided to DHCFP in accordance with 
the contract, performance measures, and reports. These data and studies will be 
submitted by the required due date in an accurate and complete fashion. 
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LIBERTY experiences a relatively 
small amount of provider 
appeals. Thus far in 2016, we 
have handled an average of 
four provider appeals per month 
in our California Medicaid 
network with an average 
resolution time of 26 days. 


 


 


3.9.24 Dispute Resolution 


The vendor must adequately staff a provider services unit to handle provider questions 
and disputes. 


3.9.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal 
contacts within ninety (90) calendar days of the date of receipt with appropriate follow 
up to provider.   


3.9.24.2 A written record in the form of a file or log is to be maintained by the vendor for 
each provider dispute to include the nature of it, the date filed, dates and nature of 
actions taken, and final resolution. 


Provider Question and Dispute Resolution Process 
We provide a fast, fair, and cost-effective provider dispute resolution process whereby 
providers can have their questions answered and dispute decisions made by LIBERTY to 
deny or modify any requested service. 
 
We will educate providers on their right to access the provider complaint system 
through multiple means. LIBERTY’s Nevada Medicaid provider network will receive live, 
in-person training and regular written communication advising them of their right to 
access the provider complaint process. We will review the provider complaint 
submission process with providers during initial orientation. Additionally, information on 
the process can be found on our website and on iTransact, our Provider Portal. Providers 
may also request hard copy instructions on submitting a complaint at any time, which 
also includes informal “inquiries.” 


In the case of these provider inquiries, LIBERTY’s Provider Relations team will be 
available to assist providers in a variety of areas. The provider will have access to their 
assigned Network Manager via phone, mail, and email to express concerns or file a 
complaint. When the provider is clearly appealing an adverse determination or a 
complaint that requires a more thorough investigation, providers are directed to submit 
their complaints in writing to LIBERTY’s Grievance and Appeals Department. For out-of-
network providers, we provide information on inquiries and grievances consistent with 


our network providers. 


We process provider complaints with the same urgency 
and in a similar manner as member grievances and 


appeals, ensuring that all provider complaints and 
appeals are properly logged in a single source database 
followed by the issuance of a written acknowledgement 
letter to the provider. Each complaint, grievance, and 
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appeal will be reviewed in accordance with contractual requirements, guidelines, and 
all applicable state and federal regulatory requirements. In the case of appeals, cases 
will be assigned to a different reviewer than the one involved in the initial determination. 
We will resolve all provider complaints and appeals with a written determination to the 
provider within 30 calendar days of receipt. The Manager of Grievances/Appeals 
oversees the receipt and processing of all provider complaints and appeals to ensure 
that each case is resolved in a timely manner. 


To ensure timely processing of a payment when a claim is appealed and we overturn its 
initial denial, we have developed a highly collaborative process between departments 
that involves regular training and review, as well as accountability. Our Grievance and 
Appeals Department investigates the matter and issues a determination. The Claims 
Department reviews the resolution from the Grievance Department and processes or 
reprocesses the item in question. Depending on the outcome, LIBERTY’s Finance 
Department will be called upon to either issue payment (or additional payment, 
including interest, when applicable), or possibly recover funds if a provider was paid 
incorrectly. 


Our Evidence of Payment letters to providers will include our phone number, email 
address, and physical address. We also have the flexibility of customizing the letters for 
Nevada Medicaid. In addition, LIBERTY will have a member of our Grievance and 
Appeals team dedicated to receiving and processing provider grievances. 


Dispute Resolution Timeframe 
Providers can submit written and verbal inquiries and grievances through multiple 
avenues, including through their Network Manager, through the provider services 
hotline, or online through the provider portal. Tracking of provider grievances is 
performed by the Grievance and Appeal team working in conjunction with Provider 
Relations and our IT department. Providers receive a written acknowledgement letter 
within 5 calendar days. The acknowledgement letter is typically generated and mailed 
on the same day it is initially entered into our system. LIBERTY has a standard turnaround 
time of 30 days to respond in writing to provider complaints and appeals with an 
appropriate determination and resolution, well within the 90 calendar day requirement 
of the Nevada DHCFP. 
 
Provider Dispute Tracking 
We will track all provider complaints in our core MIS application as well as in manually 
maintained spreadsheets. These files, which contain information on the nature of each 
provider dispute, the date filed, the dates and nature of actions taken, and final dispute 
resolution, allow for custom reporting, which is reviewed on an ongoing basis for trends 
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or patterns by our Provider Relations and Grievance and Appeal Departments. At least 
quarterly, provider grievance data is presented and discussed with our Quality 
Management Improvement Committee. We review the provider complaint data to 
identify opportunities to decrease the number of denial decisions that are reversed 
during the provider appeal process. In California we reduced the number of provider 
complaints by conducting clinical reviewer calibrations, focused training on internal 
processing guidelines, ongoing provider training by Network Managers, and through 
information shared in Provider Newsletters. As shown in Figure 3.9.24-1, the number of 
provider complaints has decreased by 27% in the last 12 months. Figure 3.9.24-2 
demonstrates that over half of the provider disputes appeals indicate that our initial 
decision was correct.   
 
FIGURE 3.9.24-1. THE DOWNWARD TREND OF LIBERTY PROVIDER COMPLAINTS IN 
CALIFORNIA IN THE LAST YEAR 


 


FIGURE 3.9.21-2. RESOLVED PDR DETERMINATIONS IN Q2 2016 
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Provider complaint outcomes will be tracked and reported to the Quality Management 
and Improvement Committee. If a determination from a provider complaint 
demonstrates the need for additional counseling or follow-up from the Provider 
Relations Department, the Grievance and Appeal Department will forward a request for 
follow-up to the provider’s assigned Network Manager. The Network Manager will follow 
up with the provider within 30 calendar days to ensure the completion of any necessary 
training, counseling, or re-orientation. Upon the completion of the training, the Network 
Manager provides the Grievance and Appeals Department with a completed Provider 
Service Report (PSR) as supporting documentation. In addition, resolutions to provider 
grievances will be maintained in the MIS system where Provider Relations Department 
can review and upload the completed PSR forms after any necessary actions have 
been completed. 
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3.10 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY 
3.10.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care 
Quality Assessment and Performance Improvement Strategy (henceforth, referred to as 
the Strategy), pursuant to 42 CFR 438. Section E.  The State’s Strategy has two basic 
purposes: 
 


3.10.1.1 To ensure compliance with federal and state statutory and regulatory 
requirements on quality, and 


3.10.1.2 To go beyond compliance with the minimum statutory and regulatory 
requirements by implementing multiple methods for “continuous quality improvement” 
in order to raise the quality of care provided to, and received by, Medicaid recipients 
in the state.  


3.10.2 The purpose of this quality strategy is to: 
3.10.2.1 CFR 438.Section E – State Responsibilities 


A. Have a written strategy for assessing and improving the quality of PAHP services 
offered by the DBA (vendors);  


B. Obtain the input of recipients and other stakeholders in the development of the 
strategy and make the strategy available for public comment before adopting it to 
final; 


C. Ensure that the vendors comply with standards established by the DHCFP;  


D. Conduct periodic reviews to evaluate the effectiveness of the strategy, and 
update the strategy at a minimum of every three years or, as needed;  


E. Submit to CMS one (1) copy of the initial strategy, and a copy of the revised 
strategy whenever significant changes are made, and two (2) regular reports on 
the implementation and effectiveness of the strategy; and 


F. The DHCFP will approve the Strategy and maintain ultimate authority for overseeing 
its management and direction. The vendor is also required to participate in quality 
initiatives that align with the goals and objectives identified in the DHCFP’s 
Performance Measures, as defined in the DHCFP budget. The Strategy is in two 
parts: an overriding conceptual program and an annual Work Plan.  


3.10.2.2 CFR 438.330– Elements of State Quality Strategies 


Quality of care activities will be monitored through information obtained in a quarterly 
DBA Care Coordination Report.  These activities may include monitoring and technical 
assistance through site visits to the vendor, Chart audits, phone calls, etc. The DHCFP 
may validate the DBA Care Coordination report and may conduct a more in-depth 
review and/or request additional information.  


A. The Strategy incorporates procedures that: 
1. Assess the quality and appropriateness of care and services furnished to all of 


the DHCFP dental program recipients enrolled with the vendor; 
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2. Require the vendor to develop a cultural competency plan that will include 
methods to encourage culturally-competent contact between recipients and 
providers, staff recruitment, staff training, translation services, and the 
development of appropriate health education materials. The vendor is 
responsible for promoting the delivery of services in a culturally competent 
manner, solely determined by the DHCFP, to all recipients including those with 
limited English proficiency (LEP) and diverse cultural and ethnic background. 
The vendor will develop methods to collect report and identify the race, 
ethnicity and primary language spoken of each enrolled recipient. The vendor 
will track primary language information in the health plans’ customer services 
systems.  The DHCFP will provide race and ethnicity and primary language 
spoken data for the Medicaid population to the vendor(s) through a monthly 
interface. The vendors may alert the DHCFP, as part of the demographic 
update interface with DWSS NOMADS system, of any known discrepancies in 
the race and ethnicity or primary language data they receive from the DHCFP. 
This data will be utilized to gather baseline data and will lead to the 
development of a Performance Improvement Projects (PIP) or quality 
improvement project. Such a project will incorporate data from the State 
enrollment file according to the race and ethnicity categories as defined by 
CMS.  The data will be used to generate stratified reports as recommended by 
the Centers for Medicare and Medicaid Services (CMS) and compliant with the 
Health Insurance Portability and Accountability Act (HIPAA) for race and 
ethnicity categories to identify disparities.  The vendor’s will organize 
interventions specifically designed to reduce or eliminate disparities in health 
care; 


3. Monitor and evaluate the contracted vendors’ compliance with the standards. 
It will include a description of how the DHCFP will complete this monitoring in 
line with the Strategy; 


4. Arrange for external quality reviews including a description of the annual 
independent external quality review of the timeliness, outcomes, and 
accessibility of the services covered under each vendor contract. This section 
should include but is not limited to a broad description of calculating measures 
or designing performance improvement projects; 


5. That designates the performance measures and levels developed by CMS in 
consultation with States and other relevant stakeholders; 


6. Designates an information system that supports the initial and ongoing 
operation and review of the DHCFP’s quality strategy; 


7. Designates a description of how the DHCFP uses intermediate sanctions in 
support of its quality strategy.  These sanctions meet the requirements specified 
in 42 CFR 438 Subpart I. The DHCFP’s description specifies its methodology for 
using sanctions as a vehicle for addressing identified quality of care problems; 
and 
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8. Identifies standards, at least as stringent as those in 42 CFR Parts 438 for access 
to care, structure and operations, and quality measurement and improvement. 


We understand and will comply with the requirements of section 3.10 through 3.10.2.2. 


LIBERTY has reviewed the purpose of the state’s Medicaid and Nevada Check Up 
Managed Care Quality Assessment and Performance Improvement Strategy set forth in 
section 3.10.2, as well as the procedures incorporated therein.  LIBERTY’s Quality 
Management and Improvement (QMI) goals and initiatives align with those of the State, 
and the QMI Program that LIBERTY has developed encompasses policies, procedures 
and infrastructure that will allow LIBERTY to comply with State’s requirements.   


LIBERTY has a longstanding history of working with State regulatory agencies to 
successfully demonstrate, during regularly scheduled surveys, that LIBERTY meets or 
exceeds the State’s quality requirements.  LIBERTY’s most recent routine survey in 
California, the nation’s largest Medicaid market, resulted in zero deficiencies.
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3.11 FISCAL REQUIREMENTS 


3.11.1 Vendor Fiscal Standards 


The State of Nevada Division of Insurance (DOI) regulates the financial stability of all 
certified vendors. The vendor must comply with all DOI standards in addition to the 
PAHP standards described in this section.   


LIBERTY Dental Plan of Nevada, Inc. has and will continue to comply with all Nevada 
Division of Insurance financial stability, solvency, and equity statutes and regulations, as 
well as all PAHP described below.  


 


3.11.2 Performance Security Deposit  


The vendor must provide a performance security deposit in the form of a bond 
furnished by a surety company authorized to do business in the State of Nevada to the 
DHCFP in order to guarantee payment of the vendor’s obligations under this contract.  
The performance security deposit may be utilized by the DHCFP to remedy any breach 
of contract or sanctions imposed on the vendor.  


3.11.2.1 An initial deposit of $4,000,000 must be deposited within ten (10) business days 
following award of the contract to the vendor, as stated in the Attachment E ~ 
Insurance Schedule.  This amount must be reviewed at the end of the first quarter of the 
contract period and may need to be increased or decreased to equal the actual 
required security deposit amount.  


The amount of the performance security deposit shall be equal to one hundred and ten 
percent (110%) of the highest month’s total capitation amount in the first quarter or four 
million dollars ($4,000,000), whichever is greater. This must be deposited with the State 
Treasurer within fifteen (15) calendar days after the end of the first quarter of the 
contract. The total capitation amount is the sum of all capitation payments for all 
recipients for the month.  


3.11.2.2 After the initial year of the contract the DHCFP will require the vendor to 
increase the performance security deposit amount to reflect an amount equal to one 
hundred and ten percent (110%) of the preceding year’s highest month’s total 
capitation payment or four million dollars ($4,000,000), whichever is greater. 


3.11.2.3 Vendors submitting performance security to the State of Nevada in the form a 
surety bond must utilize a company that meets the following listed requirements: 


A. A.M. Best A-VII rated insurance company; 


B. Certified by the Department of Treasury, Financial Management Services for 
Nevada; and 


C. Licensed by the Nevada Department of Business and Industry, Division of Insurance. 
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We understand and will comply with the requirements listed in sections 3.11.2.1 through 
3.11.2.3 related to deposit requirements. 


 


3.11.2.4 The vendor must maintain the performance security deposit after the contract 
term for a length of time to be determined by the DHCFP in order to cover all 
outstanding liabilities. 


We understand and will comply with DHCFP’s requirement to maintain the performance 
security deposit after the contract term for a length of time determined by DHCFP. 


 


3.11.3 Vendor Liability 


The requirements set forth below shall be included in all subcontracts.  


3.11.3.1 The vendor must ensure that its recipients are not held liable for any of the 
following: 


A. The vendor’s debts, in the event of the vendor’s insolvency; 


B. For services provided to the recipient in the event of the organization failing to 
receive payment from the State for such services; 


C. For services provided to a recipient in the event a health care provider with a 
contractual, referral, or other arrangement with the vendor fails to receive payment 
from the state or the organization for such services; or 


D. Payments to a provider who furnishes covered services under a contractual, referral, 
or other arrangement with the vendor in excess of the amount that would be owed 
by the recipient if the vendor had directly provided the services. 


3.11.3.2 To ensure continuation of services to recipients during insolvency pursuant to 
the Center for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


LIBERTY has existing and operational relationships with the subcontractors we plan to 
contract with in Nevada. Due to our long relationship with these subcontractors 
providing services in numerous other Medicaid markets throughout the country, they 
are fully aware of, and compliant with, our strict policy requiring contracts with 
subcontractors and downstream vendors to adhere to all the same conditions and 
obligations as those LIBERTY is bound to in our contracts with state and federal entities.  
Specifically, our contracts with these subcontractors already include the Nevada 
DHCFP required provision that recipients must not be held liable for any of the following:    


 The subcontractor’s debts, in the event of the subcontractor’s insolvency; 
 For services provided to the recipient in the event the subcontractor fails to 


receive payment from the state or LIBERTY for such services; 
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 subcontractor fails to receive payment from the state, subcontractor or LIBERTY 
for such services; or 


 Payments to a provider who furnishes covered services under a contractual, 
referral, or other arrangement with the subcontractor in excess of the amount 
that would be owed by the recipient if the subcontractor had directly provided 
the services. 


LIBERTY’s contracts with our subcontractors also require that they continue services to 
recipients during insolvency pursuant to the Center for Medicare and Medicaid State 
Medicaid Manual (SMM) 2086.6.B. 


Finally, LIBERTY’s Delegation Oversight Committee is responsible for formal, ongoing 
oversight of the functions we have delegated to these subcontractors, including 
verifying, at least annually, that they are aware of and continue to adhere to these 
obligations. 


 


3.11.4 Payment of Claims 


3.11.4.1 The vendor shall be responsible for paying all claims for properly accessed and, 
if necessary, authorized covered services provided to enrolled recipients on dates of 
service when they were eligible for coverage unless the services are excluded under 
the DHCFP PAHP contract or the Nevada Medicaid State Plan. The vendor will 
adjudicate and pay all claims in accordance with state and federal statutes and 
regulations. Not meeting all federal requirements, including those for timely claims 
payment, may be considered a breach. 


3.11.4.2 In cases where third party liability is known, the vendor must ensure that third 
party liability has been billed and processed prior to paying the claim. 


3.11.4.3 The vendor must have a claims processing system and Management 
Information System (MIS) sufficient to support the provider payment and data reporting 
requirements specified in the contract. In addition, the vendor shall have the capability 
to electronically accept and adjudicate claims. 


3.11.4.4 The vendor must allow network and non-network providers to submit an initial 
claim for covered services.  The vendor must allow all in-state network providers to 
submit claims for reimbursement up to one hundred eighty (180) days from the last date 
of service and out of state providers three hundred sixty-five (365) days from the last 
date of service unless a shorter time period is negotiated. The vendor’s claims payment 
system must use standard claim forms.   


3.11.4.5The vendor must meet the requirements for timely claims payment in 42 CFR 
447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6). The 
vendor must pay ninety-five percent (95%) of all clean claims from practitioners, who 
are in individual or group practice or who practice in shared health facilities, within 
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thirty (30) calendar days of the date of receipt. The vendor must pay ninety-nine 
percent (99%) of all clean claims from practitioners, who are in individual or group 
practice or who practice in shared health facilities, within ninety (90) calendar days of 
the date of receipt. 


The date of receipt is the date the vendor receives the claim as indicated by the date 
stamp on the claim and the date of payment is the date of the check or other form of 
payment.   


3.11.4.6 The vendor must have written policies and procedures for processing claims 
submitted for payment from any source and shall monitor its compliance with these 
procedures. 


3.11.4.7 The vendor’s claims processing system must ensure that duplicate claims are 
denied.  In addition, this system must include edits to not allow for unbundling and the 
ability to pay certain State or local government providers the federal share only. 


3.11.4.8 The vendor agrees to the terms of any contract entered into as a result of this 
RFP to pay interest to a provider of dental services on a claim that is not paid within the 
time provided in the contract or agreement at a rate of interest equal to the prime rate 
at the largest bank in Nevada, as ascertained by the Commissioner of Financial 
Institutions, on January 1 or July 1, as the case may be, immediately preceding the date 
on which the payment was due, plus six percent (6%). The interest must be calculated 
from thirty (30) days after the date on which the claim is approved until the date on 
which the claim is paid. 


3.11.4.9 The vendor and its providers may, by mutual agreement, establish an 
alternative payment schedule but such a schedule must be stipulated in the provider’s 
network contract. If the vendor does not pay claims in accordance with 42 CFR 
447.45d, the DHCFP may assess a financial penalty for each day the vendor is out of 
compliance.  


3.11.4.10 The vendor shall accurately pay claims with ninety-five percent (95 %) of 
claims paid  


3.11.4.11 The vendor shall verify that reimbursed services were actually provided to 
enrolled recipients by providers and subcontractors. 


3.11.4.12 The vendor shall provide the DHCFP with information prior to implementation 
of any changes to the software system to be used to support the claims processing 
function as described in the vendor’s proposal and incorporated by reference in the 
contract. 


3.11.4.13 A medical review of claims will be conducted when the appropriateness of 
service, procedure, or payment is in question. Medical reviews must be conducted by a 
licensed dental clinician(s). 


We understand and fully agree to comply with sections 3.11.4.1-3.11.4.13 
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LIBERTY’s Claims Management department is committed to providing timely, accurate 
and efficient claims processing in order to service our members and providers. See 
Figure 3.11.4-1 for our claims processing workflow. 


FIGURE 3.11.4-1. CLAIMS PROCESSING WORKFLOW 


 


LIBERTY leverages both innovative technology and years of experienced professional 
expertise to develop and maintain dynamic solutions to claims adjudication. As 
outlined below, our adjudication application and workflow manager is designed to be 
flexible and adaptable, yet stable and consistent. In addition, our staff of 75 employees, 
who’s average tenure is 5 years with the organization, receive, track and work claims 
through the adjudication process ensuring accurate and uniform results.  Our average 
turnaround time for clean claims is 97.9% processed within 15 days while 100% within 30 
days. We receive 56% of our claims through electronic data interchange (EDI) while 
another 23% are input through our provider portal. The remaining 21% is still received 
through the mail on paper claim submissions.  


Our adjudication system houses logic modules that are specific to each contract’s 
benefit schedule. These logic modules drive efficient processing by allowing us to pre-
determine the results with each CDT procedure code that is submitted. Preventive and 
diagnostic procedures. for example, would be subject to the benefit plan’s limitations 
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and exclusions while treatment such as extractions, dentures and crowns would be 
subject to clinical review by a licensed dentist for medical necessity. These types of 
rules and edits are set up and thoroughly tested before the first claim is ever received. 
Claims that do not auto-adjudicate stop for manual processing with instructions to the 
processor which we call Action Codes. Action Codes tell a processor why something 
did not auto-adjudicate and what step to follow next. For example, a claim might stop 
for a processor to review because conflicting procedures were submitted on the same 
day. In this case, the processor or dental consultant would review the documentation 
provided and either deny the less comprehensive procedure or allow both procedures 
as an exception based on medical necessity.  Our adjudication system also has built in 
edits that deny duplicates, stop the unbundling of procedure codes, flag claims over a 
certain dollar threshold, and can connect multiple claims with the same member, 
provider and date of service when treatment is billed on separate claims. We also have 
edits and rules that can be placed on providers, provider offices, and provider 
organizations. Rules can be placed on particular fee schedules, procedure codes 
within a fee schedule, or on a group of procedures (such as extractions or dentures). 
The flexibility of the application allows LIBERTY to really dive into provider billing patterns 
and work to promote a consistent and clean claim submission/claim payment process.  
LIBERTY understands the requirement to pay all claims necessary for covered services 
for eligible members. We will commit to adjudicating and paying claims accordingly in 
accordance with all state and federal regulations in a timely and accurate manner.  


LIBERTY has Claims Management staff in three offices across the country. Claims 
processing for DHCFP will be handled out of our Las Vegas, Nevada location. Our 
Nevada location currently processes claims and pre-authorizations for 3 state Medicaid 
programs with 27 employees and has capacity for additional staff members. Our 
Nevada location currently handles over 75,000 claims per month for our Florida, Illinois, 
and New Jersey Medicaid programs as well as commercial groups local to Nevada.  


Coordination of Benefits 
Coordination of Benefit (COB) information is captured and stored through multiple 
methods at LIBERTY. Our eligibility load captures a member’s primary insurance 
information if available. LIBERTY has the capability to store this information during 
eligibility feeds within the member’s profile, and our claims adjudication application will 
read that information to drive coordination of benefits. When a claim is being 
adjudicated, our application will stop the claim for a Processor to review with a 
notification that the member has primary insurance coverage. The claim would then be 
pended and forwarded to the primary insurance carrier.   
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A second method for capturing COB information is on a submitted claim. Often claims 
are submitted with information or indicators that there is another liable party. This comes 
on the claim form itself or on an attachment. When this information is identified, LIBERTY 
will flag that claim for verification of COB. A Claims Coordinator will research that claim 
by reaching out to the member or the provider who submitted the claim to identify 
whether there has another insurance and whether coordination of benefits needs to 
occur. Upon receiving confirmation, the Claims Coordinator will update the member’s 
profile in LIBERTY’s system so that moving forward, the Coordination of Benefits process 
will take place automatically. The claim is then pended and forwarded to the primary 
insurance carrier for processing.  


Upon receipt of a claim that has already been paid by a primary provider, LIBERTY’s 
adjudication application has a specific COB screen for handling Coordination of 
Benefits. A Claims Processor will update the COB screen with the billed charges, amount 
paid by primary party, amount allowed and the remaining balance to be paid will be 
calculated automatically. This streamlines COB processing and ensures consistent, 
accurate payment results.  


Submission of Claims by Network and Out-of-network Providers  
Our adjudication system allows for two tiered timely filing guidelines which can allow 
one filing limit for in-network providers (180 days) and allows for a second filing limit for 
out-of-network providers (365 days). We accept standard ADA claims forms as well as 
non-standard claim forms as long as all of the pertinent information required to process 
the claim is included. When the claim is received, either electronically or on paper, it is 
date stamped for record keeping purposes. That date received is also input into our 
adjudication system for reporting purposes. The date the claim is closed as well as the 
date the payment is issued is also stored in our system for reporting and turnaround time 
verification.  


LIBERTY’s claims adjudication system and payment processing system run on the same 
platform. This streamlines the process as an “all in one” solution. Once claims are 
completed and closed, they get posted to our Finance department. Every morning, our 
Finance department begins to generate check runs for pending claims payments. If 
there are claims that are past the 30 day timeframe, our adjudication application will 
automatically calculate interests and apply that interests to the claim payment. Our 
payment accuracy for 2016 is 99%. 


LIBERTY Dental Plan is always looking to improve its core MIS software and applications. 
The enhancement process is part of the “Life Cycle” of our MIS systems. Releases are 
scheduled a few times during the year to ensure we are keeping up to date with our 
system capabilities and compliance needs. We will work with DHCFP to establish a 
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mutual approach to the notification process of these releases, and the release 
schedule. All enhancements and the full release go through various testing cycles 
before eventually getting scheduled for release to Production. This includes, but not 
limited to: Enhancement, Functional, Department, and Regression testing. Only after all 
parties sign off, and change management approves are items scheduled for release.  
Additionally, upon release of enhancements, all claims processing manuals are 
updated to reflect any changes or modifications which were caused by enhancement. 


 


3.11.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable 
Conditions (PPCs) – Payment Policy. The vendor shall deny or recover payments to 
healthcare professionals and inpatient hospitals for care related to the treatment of the 
consequences of PPCs and Other Provider Preventable Conditions (OPPC) that meet 
the following criteria: 


A. Is identified in the Medicaid State plan; 


B. Has been found by the DHCFP, based upon a review of medical literature by 
qualified professionals, to be reasonably preventable through the application of 
procedures supported by evidence-based guidelines; 


C. Has a negative consequence for the recipient; 


D. Is auditable; 


E. Includes, at minimum, wrong surgical or other invasive procedure performed on a 
patient;  


F. Surgical or other invasive procedure performed on the wrong body part; and 


G. Surgical or other invasive procedure performed on the wrong patient. 


LIBERTY is fully aware of and compliant with the 2011 CMS final rule implementing the 
requirements of Section 2702 of the ACA, specifically requiring states to implement non-
payment policies for provider preventable conditions (PPCs) in the Medicaid 
population.  The goal of this regulation is consistent with LIBERTY’s own values of ensuring 
high quality services to Medicaid recipients.  Thus, our current policies and procedures 
are consistent with, and therefore, readily equip us to deny or recover payments to 
healthcare professionals and inpatient hospitals for care related to the treatment of the 
consequences of PPCs and Other Provider Preventable Conditions (OPPC) that meet the 
following NV DHCFP criteria: 


1. Is identified in the Medicaid State plan; 
2. Has been found by the DHCFP, based upon a review of medical literature by 


qualified professionals, to be reasonably preventable through the application of 
procedures supported by evidence-based guidelines; 
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3. Has a negative consequence for the recipient; 
4. Is auditable; 
5. Includes, at minimum, wrong surgical or other invasive procedure performed on 


a patient;  
6. Surgical or other invasive procedure performed on the wrong body part; and 
7. Surgical or other invasive procedure performed on the wrong patient. 


In addition, our PPC protocols require us to adhere to any state or federal reporting 
requirements, and require our participating providers to report the following 
information to LIBERTY within five days of the occurrence of a relevant PPC event: 
 


 Member name and member ID number. 
 A description of the event. 
 Dates of services and occurrence of the event. 
 Attending physician(s). 
 Facility 


 
Since, in the dental context, PPC are less prevalent, we understand and are prepared to 
properly respond to such events.   
 


3.11.5 Financial Solvency  


The vendor must demonstrate that it has adequate financial reserves and 
administrative ability to carry out its contractual obligations.  The vendor must maintain 
financial records and provide the DHCFP with various financial statements and 
documentation upon request and as outlined in the contract and Attachment T, Forms 
and Reporting Guide, including any revisions or additions to the document. 


3.11.5.1 The vendor will submit a copy of its annual Independent Audit Report to the 
DHCFP, as submitted to the Division of Insurance. 


3.11.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP. 


We maintain and will provide the DHCFP with any financial documentation requested to 
demonstrate our financial reserves and administrative ability to carry out contractual 
obligations. Please refer to document “4.01.11.13 2015 Independent Audit Report LDP 
Nevada” for our quarterly and annual financial reports.  


 


3.11.6 Third-Party Liability (TPL)  


3.11.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) 
or program (e.g., Medicare), including group health plans, as defined in Section 607(1) 
of the Employee Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service 
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benefits plans and Section 6035 of the Deficit Reduction Act of 2005. TPL activities 
included in this contract are the Coordination of Benefits (COB) cost avoidance of 
Medicaid claims. Under Section 1902(a) (25) of the Social Security Act, DHCFP and its 
providers are required to take all reasonable measures to identify legally liable third 
parties and treat verified TPL as a resource of the Medicaid and CHIP recipient.  


3.11.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in 
accordance with Federal regulations.  The DHCFP contracted DBA, as the Division’s 
vendor, shall act as the State’s authorized agent for the limited purpose of TPL for cost 
avoiding claims, collection, within the limitation of the Fair Debt Collection Practices 
Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR § 433.135 et seq 
and 42 CFR 433.154.  The vendor’s capitated payments include an offset in the rates for 
these collections. The contracted vendor shall vigorously pursue billing prior resources as 
these amounts are considered part of their risk based capitation payment. The vendor 
is required to secure signed acknowledgements from enrolled Medicaid recipients or 
their authorized representative confirming any prior resources (e.g., Medicare, worker’s 
compensation, private insurance, etc.) and share that information with the DHCFP. 
Third-party liability (TPL) is a self-reporting element.  Vendors are responsible for 
developing and distributing communication forms to enrolled Medicaid recipients. 


3.11.6.3 The vendor shall identify potential TPL, including Medicare, and deny the claim 
if it is for a service covered by other insurance based on recipient's type of TPL 
coverage and type of service. Allow for TPL overrides when the other insurance is 
exhausted or the service is not covered by the other liable party, making Medicaid the 
payer of last resort for the claim. 


3.11.6.4 The DBA PAHP is required to vigorously pursue billing prior resources.  Vendor is 
required to obtain TPL information independently of the DHCFP for the purpose of 
avoiding claim payments or recovering payments made from liable third parties. All 
information on the third party, including collections and collection attempts, are to be 
reported to the DHCFP (including circumstances under which the third party refuses to 
pay) on the Third Party Monthly Report located in the Forms and Reporting Guide. TPL 
collections should also be reported to the DHCFP through encounter data and other 
required reports. 


3.11.6.5 The vendor is responsible not only for pursuing third-party resources that it 
identifies but also for using third-party resources identified and communicated to the 
DBA PAHP by the DHCFP. 


3.11.6.6 TPL recoveries made by either the vendor or the DHCFP will be incorporated 
into capitated rate development by the DHCFP and its actuary. The vendor has 365 
days from claim paid date to recover TPL payment; after 365 days, vendor forfeits the 
right to recovery to the State unless vendor can provide evidence that the recovery 
effort is active and/or in dispute. The vendor will be responsible to pay for the cost 
incurred to complete the recovery of the TPL payment to the DHCFP. 
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3.11.6.7 The vendor will maintain the minimum historical TPL eligibility data online in 
accordance with State and Federal rules and regulations, currently established as 
seventy-two (72) months. 


3.11.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with 
Special Health Care Needs (CSHCN); and State Victims of Crime. 


3.11.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid 
Manual and other State and Federal rules and regulations are met by the TPL business 
function. 


In compliance with Title 42, CFR Part 433, Subpart D, LIBERTY has a standard operating 
procedure to identify and recover funds for which a third party is liable. These 
procedures see that costs for treatment services otherwise payable by LIBERTY are 
either avoided or otherwise recovered from a liable party using post-payment 
recovery. Member educational materials, including the Member Handbook, remind 
members of their responsibility to report other health insurance, including employer 
sponsored insurance and/or Medicare. Providers are also educated on third party 
liability policies, including notification to LIBERTY Dental Plan. The following insurance 
information is outlined as potential sources for TPL:  
 


 Private health insurance 
 Employment related health insurance 
 Automobile insurance 
 State Workers’ Compensation 


 
The early identification of possible third party liability cases greatly increases our ability 
to effectively research and pursue recovery of dental related expenses paid. The 
following techniques are used by LIBERTY staff to gather TPL information: 
 
Internal Identification – Employees identify and refer possible TPL case specifics to the 
Claims Management Team or Claims Coordinators. All appropriate LIBERTY employees 
are trained to be aware of TPL considerations and forward notification of possible TPL 
information to the Claims Coordinators, Supervisors or Managers. Examples of these 
employees would be: 
 


 Claims Staff 
 Utilization Review Department 
 Member Services 
 Account Management 


 
Provider Response – Provider offices may disclose primary insurance or TPL information 
regarding members which will lead to further investigation by the Claims Coordinators. 
Examples of this type of communication might be made to the following teams:  
 


 Member Services 
 Dental Outreach Unit 
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 Provider Relations 
 
Recipient Disclosure – Recipients may disclose TPL information while contacting our 
Member Services department. Our Member Services department will ask for additional 
insurance coverage upon taking calls from recipients. Possible TPL information is 
forwarded to the Claims Coordinators for verification. Examples of this kind of disclosure 
could be made to the following: 
 


 Member Services 
 Internal Response Unit (IRU) 


 
State Provided TPL Reports or Notifications – LIBERTY will seek out and obtain any state 
related materials providing TPL information and work to match that information with 
Medicaid recipients.  
 
In addition to the above processes, LIBERTY will send out annual survey cards to 
recipients of the Nevada Medicaid program in an effort to obtain updated insurance 
coverages from recipients. We will also leverage our Member Portal to conduct these 
surveys. All TPL information received and verified will be updated in the Member profile 
and utilized when processing claims to avoid expenditures. Historical TPL information will 
be stored at a minimum of 72 months in accordance with state and federal rules. 


TPL information will be provided to DHCFP in the format and medium requested by 
DHCFP. LIBERTY agrees to cooperate, in the manner requested, with DHCFP and within 
the established timeframes related to TPL reporting. LIBERTY’s adjudication application 
contains a feature within the workflow which allows user to create events. For each 
collection attempt and event can be created which can be pulled for reporting 
purposes. Events will be date and time stamped and will show the number of attempts 
made for collection efforts. Successful collections will also have a workflow event 
created as well as a financial transaction, all of which can be pulled and reported to 
monitor progress and to measure the success of the process. On an annual basis, 
LIBERTY commits to working with our Compliance department to ensure all updated 
rules and regulations pertaining to TPL for Medicaid, state, and federal agencies are 
met and in line before the start of the next calendar year.  


LIBERTY understands that it is required to take all reasonable measures to identify third 
party resources which may have a legal, fiscal, or contractual liability as a result of 
medical assistance furnished to a Medicaid recipient. Where third party liability is 
known or reasonably expected, LIBERTY will deny the claim and require the provider to 
bill and collect from the primary liable party. In cases where we have made payment 
without taking reductions for third party benefits, LIBERTY undertakes measures to collect 
directly from third parties. To initiate third party recoveries, post-payment reports will be 
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run checking for recipients with TPL versus claims paid without COB. Those claims 
identified will be parsed out and targeted for recovery upon completion of investigation 
and validation of third party liability coverage dates. Recovery letters will be generated 
itemizing the services believed to be overpaid and followed up by collection calls. 
LIBERTY understands the importance of cost avoidance and cost recovery and commits 
to DHCFP to make every effort possible to ensure Nevada Medicaid is the payer of last 
resort.    


 


3.11.7 Subrogation 


3.11.7.1 Subrogation in this section is the principle under which an insurer that has paid a 
loss under an insurance policy is entitled to all the rights and remedies belonging to the 
insured against a third party with respect to any loss covered by the policy. 


3.11.7.2 The vendor must also determine if casualty claims are filed and recover costs 
through subrogation on behalf of both Medicaid and CHIP recipients. The DBA PAHP 
shall utilize the EVS eligibility system and TPL data provided to the vendor by the DHCFP 
to assist in accomplishing this objective.  


3.11.7.3 The DHCFP will monitor and evaluate the vendor’s TPL and subrogation 
collection reports to validate collection activities and results. The vendor will then be 
expected to meet or exceed baseline target collections as determined by the DHCFP 
and its actuaries.  The baseline target amount will be built into future rates. If the vendor 
does not meet or exceed baseline TPL and subrogation collections, the DHCFP will 
conduct a review to determine if there is a legitimate reason.  If there is no legitimate 
reason as determined by the Division, the difference between baseline and actual 
collections will be deducted from the vendor’s costs before the data is used to set 
future rates.  The DHCFP will prospectively adjust capitation rates to account for 
expected TPL collections. 


Subrogation is the substitution of one party for another when one party has a legal claim 
against another party. LIBERTY is subrogated to the rights of a Medicaid recipient 
against any third party arising out of injury, disease, or sickness. This means that LIBERTY 
is allowed to recover from any other payer the cost of our providing dental benefits to a 
Medicaid recipient. In general, we have the right to recover the cost of a recipient’s 
dental care, to the extent of what LIBERTY has paid, from anyone the recipient has the 
right to recover from, or to substitute for the recipient and seek to recover our payment. 


For example, if Medicare or employer sponsored insurance is involved, LIBERTY will pay 
for the services rendered to a recipient as the primary payer (i.e., in those cases where 
LIBERTY is unaware of the existence of the other insurance). If payment for the treatment 
rendered is subsequently made by Medicare or the employer sponsored insurance 
carrier directly to the dental office, whom was also paid for the same services by 
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LIBERTY, our policy requires the provider to notify LIBERTY of the overpayment. We will 
then request a refund of the overpayment from the dental office, as applicable. 
Furthermore, the Medicaid recipient is also required to assist and cooperate fully with 
LIBERTY in our efforts to secure such rights. 


LIBERTY will utilize all tools, both internal and external as provided by DHCFP, to recover 
costs. This includes researching for casualty claim submissions as required. These 
activities will be tracked and monitored for reporting purposes to DHCFP. Tracking is 
maintained within our adjudication system utilizing a function called workflow events. 
An event is created with every action taken for recovery. Each event is date and time 
stamped with a clear label and detail outlining the action. We will generate reports for 
DHCFP to measure our success. LIBERTY will put forth a best effort to commit to 
exceeding collection targets for the time period prescribed by DHCF. 


 


3.11.8 Reserving 


As part of its accounting and budgeting function, the vendor will be required to 
establish an actuarially sound process for estimating and tracking incurred but not 
reported (IBNRs) claims.  The vendor must provide documentation of the IBNRs review 
and certification by an actuary. The vendor must reserve funds to cover both IBNRs and 
reported but unpaid claims (RBUCs). As part of its reserving methodology, the vendor 
must conduct annual reviews to assess the actuarial validity of its reserving 
methodology, and make adjustments as necessary. 


The Company calculates IBNR and claims payable every month, using industry 
standard claims lag triangle IBNR models. These encompass two years’ paid claims 
data for better assessment of completion factors in developing a more accurate 
estimate for the claims reserve, along with member counts for each month.  The claims 
reserves are initially calculated by the Company’s FP&A department. They are then 
submitted to the Controller for review and revisions where necessary. After this step, the 
reserves go to the CFO for final review and approval, and are then recorded to the 
Company’s books.  In addition, all claims reserves are reviewed and certified annually 
by an independent actuary at the end of the fiscal year.  This includes an assessment of 
the Company’s reserving processes.  The actuary’s annual certification is appended to 
this RFP.  
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3.11.9 Prohibition on Payments to Institutions or Entities Located Outside of the United 
States. 


3.11.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the 
Social Security Act (the Act), the vendor shall not provide any payments for items or 
services provided under the Medicaid State Plan or under a waiver to any financial 
institution or entity located outside of the United States (U.S.). 


3.11.9.2 Payments for items or services provided under the Medicaid State Plan to 
financial institutions or entities such as provider bank accounts or business agents 
located outside of the U.  S. are prohibited by this provision. Further, this Section prohibits 
payments to telemedicine providers located outside of the U.S. Additionally; payments 
to pharmacies located outside of the U.S. are not permitted. 


3.11.9.3 Any payments for items or services provided under the Medicaid State Plan or 
under a waiver to any financial institution or entity located outside of the U.S. may be 
recovered by the State from the vendor. 


3.11.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act 
defines the term “United States” when used in a geographical sense, to mean the 
“States.” Section 1101(a)(1) of the Act defines the term “State” to include the District of 
Columbia, Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and 
American Samoa, when used under Title XIX. 


3.11.9.5 The phrase, “items or services provided under the Medicaid State Plan or under 
a waiver” refers to medical assistance for which the State claims Federal funding under 
section 1903(a) of the Act. Tasks that support the administration of the Medicaid State 
Plan that may require payments to financial institutions or entities located outside of the 
U.S. are not prohibited under this statute. For example, payments for outsourcing 
information processing related to Plan administration or outsourcing call centers related 
to enrollment or claims adjudication are not prohibited under this statute.  


LIBERTY has a longstanding, strict policy against contracting with any offshore vendor 
and ensuring that payments for items or services covered under our government 
programs, including Nevada Medicaid should we be awarded the DHCFP contract, are 
not made to financial institutions or entities located outside the U.S. (“Foreign 
Corporations”).  Similarly, our policies and procedures strictly prohibit our providers from 
making payments for items or services covered under our government programs to 
Foreign Corporations.  Our policies and procedures, which will be made available to 
DHCFP, make it clear that this prohibition extends to payments to telemedicine 
providers and pharmacies outside of the U.S. 


Given our extensive experience in Medicaid programs, LIBERTY is fully aware that 
Section 6505 of the ACA requires that Nevada’s Medicaid program “shall not provide 
any payments for items or services provided under the State plan or under a waiver to 
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any financial institution or entity located outside of the U.S.,” and we have a variety of 
measures in place to ensure full compliance with this requirement.  For example:   


 We do not use Foreign Corporations, such as bank accounts or business agents, 
located outside of the U.S. when making payments for services or items provided 
under government programs, like Nevada Medicaid.   


 
 At least annually, we educate all staff involved in procurement, contracting, and 


other LIBERTY areas which engage in selecting or contracting with financial 
institutions or entities, regarding this prohibition.  


 
 At least annually, we perform a sample audit of payments to validate none have 


been made to Foreign Corporations.  Our policy requires us to immediately 
report any such inadvertent payment to the appropriate oversight agencies, 
including the DHCFP, should we be awarded the Nevada contract and, to 
promptly make any required reimbursements of such payments.  
 


Provider Compliance 
Our provider contracts, provider manual, and provider educational materials make 
clear LIBERTY’s prohibition against providers making payments for items or services 
provided under government programs to Foreign Corporations. In addition, our policies 
and protocols are carefully designed to ensure our providers do not make payments to 
Foreign Corporations.  For example:   


 We will not credential or contract with any provider located outside of the U.S. 
 We require providers to attest that they are not affiliated with Foreign 


Corporations, and will not make payments to Foreign Corporations, as part of the 
credentialing process and annually thereafter.    


 We deny payment when billing or paying entities associated with out of country 
addresses or bank accounts. 
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3.12	GRIEVANCES,	APPEALS	AND	FAIR	HEARINGS  
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3.12 GRIEVANCES, APPEALS AND FAIR HEARINGS  


3.12.1 The vendor shall establish a system for recipients and providers, which includes a 
grievance process, an appeal process, and access to the State Fair Hearing system.  


3.12.1.1 A grievance is an expression of dissatisfaction about any matter other than one 
of the actions listed below. Possible issues for grievances include, but are not limited to, 
access to care, quality of services, interpersonal relationships between vendor staff and 
recipients or providers, and failure to respect a recipient’s rights. 


3.12.1.2 An appeal is a specific request for review of one of the following actions: 


A. The denial or limited authorization of a requested service, including the type or level 
of service; 


B. The reduction, suspension or termination of a previously authorized service; 


C. The denial, in whole or in part, of payment for a service; 


D. The failure to provide services in a timely manner; or 


E. The failure of a vendor to process grievances, appeals or expedited appeals within 
required timeframes including resolution and notification.  


3.12.1.3 The vendor must provide information about these systems to recipients at the 
time of enrollment. The vendor must inform providers and subcontractors at the time 
they enter into a contract.  


A. This information must include:  


1. The recipient’s right to file grievances and appeals; the requirements and 
timeframes for filing; 


2. The availability of assistance with filing;  


3. The recipient’s right to request continuation of benefits during an appeal or State 
Fair Hearing although the recipient may be liable for the cost of any continued 
benefits if the action is upheld;  


4. The toll free number to file oral grievances and appeals; and  


5. Any DHCFP determined provider’s appeal rights to challenge the failure of the 
organization to cover a service. 


3.12.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that 
document the grievance and appeal activities listed on the templates located in 
Attachment T, Forms and Reporting Guide. The report should be broken out by hearing 
issue, date requested and date resolved, program and outcome for tracking, trending 
and corrective action. 


3.12.1.5 The vendor shall have a contact person who is knowledgeable of the 
grievance and appeal procedures and shall direct all grievance and appeals, whether 
verbal or the recipient chooses to file in writing. Should a recipient choose to appeal in 
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In our California Medicaid 
(Medi-Cal) program in 2016, 
we have resolved an average 
of 28 cases per month with an 
average resolution time of 27 
days.  This modest case stream 
given the enrollment volume 
we serve (currently more than 
575,000 Medi-Cal enrollees) is 
indicative of the high level of 
member satisfaction we are 
achieving.  


writing, the recipient shall be instructed to file via mail or fax to the designated P.O. Box 
or fax number for medical appeals. 


3.12.1.6 The vendor shall have sufficient support staff (clerical and professional) 
available to process grievance and appeals in accordance with the requirements. The 
vendor shall notify the DHCFP of the names of appointed staff recipients and their 
phone numbers.  Staff shall be knowledgeable about the applicable state and federal 
law, vendor's rules and regulations, and all court orders governing appeal procedures, 
as they become effective. 


3.12.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain 
compliance with federal and state regulations as well as contractual compliance. 


Grievance, Appeals, and State Hearings  
LIBERTY appreciates the importance of advocating for our Medicaid members and 
ensuring their rights are honored, including the right to file grievances and submit 
appeals. LIBERTY has established a robust grievance system to research and respond to 
grievances, appeals, and provider disputes in a prompt and fair manner. Through this 
grievance system, LIBERTY also ensures that our members are “made whole” if it is found 
that they were inappropriately charged by a contracted provider (by reinstating the 
member’s benefit or reimbursing the member). If a member files a grievance regarding 
substandard treatment, we work with the member to ensure the member receives the 
appropriate care, and we will investigate what further action needs to take place with 
the provider. 


LIBERTY’s grievance and appeals process is a 
documented set of rules that encompasses 


researching, resolving and responding to member 
grievances and appeals, including expedited review 
of urgent grievances and facilitation of the state fair 


hearing process for members wishing to escalate their 
grievances. Members are informed of their right to 
access the grievance process at the time of 
enrollment.  Our definitions of a grievance and an 
appeal are in alignment with the State definition.  
LIBERTY’s existing systems capture all required 
documentation to allow full compliance with all the 
reporting requirements of the DHCFP. 


 
Grievance and Appeal Process 
Our flowchart in Figure 3.12.1-1 below depicts the high-level steps involved in 
addressing grievances and appeals.   
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FIGURE 3.12.1-1. GRIEVANCE AND APPEAL FLOWCHART 
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When contacting the Member Services Department for assistance, Nevada Medicaid 
members will have access to staff, programs and services designed to facilitate the 
convenient expression of dissatisfaction and requests for assistance. Member Services 
Representatives (MSRs) are trained to identify and document all expressions of 
dissatisfaction as a “complaint”.  From there, they are trained to immediately recognize 
whether it is the type of complaint they can resolve for the member on their own, or if 
the complaint is of a type, or contains a qualifying element, that would require the 
matter to be referred as a formal verbal grievance or appeal.  Such matters will receive 
the attention of an experienced Grievance Analyst and a licensed dentist, if needed.   


Members, providers on behalf of members, or other authorized representatives, such as 
parents and/or legal guardians, may submit grievances or appeals orally or in writing. 
Written grievances and appeals are acceptable whether communicated via a 
complaint form, letter, email, fax, or online submission.  


When a grievance and/or appeal is received orally by our call center, a Member 
Services Representative (“MSR”) first ensures that any urgent needs are appropriately 
addressed. Next, the MSR documents the member’s concerns in our core MIS system—a 
common, “single-source” system that houses data accessed by multiple departments 
and serves as an electronic repository to hold all scanned documentation relating to 
grievance and appeals cases. The core system is highly customizable, and the Member 
Complaint Workflow within the MIS contains drop-down lists and custom fields to 
promote accurate, consistent data entry. After the MSR finishes documenting the 
member’s concerns, the documentation is instantly routed to a special queue in the 
Grievance and Appeals (G&A) Department. If a grievance is received by mail, the 
member’s grievance is routed directly to the Grievance and Appeals Department and 
bypasses the MSR process. 


As soon as a grievance is received in our G&A Department, an Intake Analyst enters the 
relevant information into the grievances and appeals log.  This system assigns the 
grievance a system-generated tracking number, marking the creation of an electronic 
case file. At this time, the system also automatically generates a written 
acknowledgement of receipt of the grievance to the complainant. During this process, 
the Intake Analyst will identify any requests for fair hearings, as well as expedited 
appeals, even if not specifically requested as such.  


Analysts are trained to identify when, based on the documentation provided by the 
member, taking the time for a standard resolution could seriously jeopardize the 
member’s life or health or ability to attain, maintain or regain maximum function. Such 
requests are immediately routed to a Dental Director (or licensed dentist designee) for 
review and to determine if it meets the criteria for an expedited review. If approved by 
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the Dental Director (or licensed dentist designee), the case proceeds with the 
expedited timeframe for disposition, which will not exceed 72 hours for review and 
resolution. Upon resolution of an expedited grievance or appeal, the member is 
contacted by phone and advised of the resolution. If it is identified that the appeal 
request does not meet the criteria described above, the member will be immediately 
contacted and advised that the appeal will be converted to a standard appeal, with a 
resolution to be issued within 30 calendar days from the day of receipt of the initial 
request. This verbal notification will be followed with a written determination within two 
calendar days. 


At the time a grievance is logged, LIBERTY automatically generates records request 
letters, which are then faxed and/or mailed to all dental providers named in the 
grievance. Once the records request has been generated, the case is assigned to a 
Grievance Analyst. LIBERTY ensures that all individuals who make decisions on 
grievances and appeals were not involved in any previous review or decision about the 
action.  All dentist reviewers who decide an appeal of a denial based on dental 
necessity (or lack thereof), or render any determination that involves review of a clinical 
nature, have the appropriate expertise in treating the member’s condition or disease, 
and will also have not contributed to any previous plan decisions or grievances relating 
to the subject of the member’s dissatisfaction.   


If a grievance, or a member appeal, involves anything clinical in nature, or a 
determination based wholly or in part on dental necessity, the Grievance Analyst will 
route the case to a Dental Director or Dental Consultant to issue a determination on the 
clinical matter. Once this clinical determination is returned, the Grievance Analyst will 
compose a thorough resolution letter using language that is easily understandable. As 
an opportunity to standardize processes, LIBERTY will aim to resolve all Nevada 
Medicaid member grievances as expeditiously as the member’s condition requires, or 
within 30 calendar days, exceeding the requirement of the DHCFP’s requirement of “90 
calendar days from the date of receipt of the grievance.” LIBERTY will resolve all 
Nevada Medicaid member appeals within “30 calendar days from the date of receipt 
of the appeal” in compliance with the contract requirements.   


Information Provided to Members  
As part of LIBERTY’s commitment to ensuring Nevadans will have full, convenient access 
to the grievance and appeals process, LIBERTY will leverage our familiarity with 
regulatory and client requirements from across the country to offer easy access to the 
grievance process with multiple points of contact and submission methods, as well as 
transparent processes that encourage open communication and feedback. 


 







 
SECTION 3: SCOPE OF WORK  


3.12 GRIEVANCES, APPEALS AND FAIR 
HEARINGS 


          


Dental Benefits Administrator RFP # 3290  Page 433  


LIBERTY will immediately comply in writing with the provision of notification 
requirements.  Among the “Member Rights and Responsibilities” in the Member 
Handbook will be instructions on how to file a grievance and submit an appeal 
(including how to request a State Fair Hearing). This information will be provided to 
members in accordance with all DHCFP requirements, and will appear in member 
handbooks, as well as the “Member” page of LIBERTY’s website. 


Additionally, LIBERTY will advise members of their right to file a grievance or appeal on 
the provision of all notices of adverse determination.  LIBERTY will include required 
notifications on all Explanations of Benefits.  LIBERTY also plans to implement a fillable 
grievance form. Members may download the form from LIBERTY’s website, request for a 
copy to be mailed to them via the toll-free member phone line, or ask their dental 
provider for a copy. In addition to the provision of the fillable form for download from 
LIBERTY’s website, LIBERTY will also allow members to submit their grievance and/or 
appeal directly from the website by completing the online form and clicking “submit”.  
The member’s grievance or appeal is immediately routed to LIBERTY’s Grievance and 
Appeals Department for processing.  


LIBERTY’s Provider Relations Department will incorporate member grievance and 
appeals training into providers’ orientation agendas and their Provider Reference 
Guide. LIBERTY communicates with providers regularly, and will publish frequent 
reminders of the importance of ensuring their patients have access to LIBERTY’s 
grievance system through Provider Newsletters and Provider Alerts.   


Staffing 
The Manager of Grievances/Appeals oversees the receipt and processing of all 
member and provider complaints and appeals to ensure that each case is resolved in a 
timely manner.  Our team of 11 Grievance Analysts collectively possesses over 65 years 
of qualifying experience in the review and resolution of complaints, healthcare 
administration, and/or dental office experience. Several of LIBERTY’s Grievance Analysts 
are RDAs (Registered Dental Assistants), possess specialty (orthodontic) certification, 
and as a minimum requirement for the role, have worked in dental office management, 
front office administration and as treatment coordinators. LIBERTY’s Dental Directors and 
Dental Consultants are all licensed dentists in good standing, maintaining their licensure 
with regular continuing education and recredentialing.  


When recruiting, we set a minimum standard for the number of years of experience 
applicants to the Grievance Analyst role must possess with experience working in an 
operations role at healthcare service plan or experience working in a dental clinical 
setting. 
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In addition to possessing the required clinical and/or plan experience, grievance 
analysts must be able to present clearly, concisely, and professionally in oral and 
written communication. During the interview process, we require and analyze a writing 
sample, as well as test applicants in their communication skills.  Although these 
standards may prolong the recruiting process, communication skills required to work in 
this unique position are vital for success.  Upon hiring a new Grievance Analyst, we 
conduct an intensive training and orientation period. The training includes a thorough 
explanation and hands-on experience of all aspects of our grievance system and 
processes. When a newly hired Grievance Analyst is fully trained, we assign them a 
limited grievance caseload. The usual training period for a new Grievance Analyst is 4-
6 months.   


Reporting, Tracking, and Auditing 
LIBERTY has built a reliable and thorough member grievance processing and tracking 
system using customized tracking software and processes to ensure that grievances, 
appeals, and requests for hearings are triaged to the appropriate staff, that staff are 
properly trained and supervised, that all members receive written acknowledgements, 
grievance resolution timelines are met, and grievance resolution letters meet the 
requirements of the RFP. Our tracking and reporting systems allow us to fully comply 
with the requirements outlined by DHCFP. We will provide monthly and quarterly reports 
to the State as outlined in Attachment T. LIBERTY will comply with an annual audit of the 
appeals process by DHCFP. 


 


3.12.2 Recipient Grievances and Appeals 


The authority for the following provisions concerning Recipient Grievances and Appeals 
is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional and cross-referenced 
regulations include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 
431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 483.23(a) (5) (ii), and 438.404(c) 
(4).  


3.12.2.1 The vendor’s recipient grievance and appeal system must be in writing and 
submitted to the DHCFP for review and approval at the time the Vendor’s Policies and 
Procedures are submitted, and at any time thereafter when the vendor’s recipient 
grievances and appeals policies and procedures have been revised or updated (not 
including grammatical or readability revisions or updates). The vendor may not 
implement any policies and procedures concerning its recipient grievance and appeal 
system without first obtaining the written approval of the DHCFP. 


3.12.2.2 The vendor must allow the recipient, or provider acting on behalf of the 
recipient, to file an appeal within a reasonable State-defined timeframe that cannot 
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be less than twenty (20) calendar days or exceed ninety (90) calendar days from the 
date on the entity’s notice of action. 


3.12.2.3 The vendor must continue the recipient’s benefits while an appeal is in process 
if all of the following conditions are met: 


A. The appeal is filed on or before the later of the following: a) within ten (10) calendar 
days plus mailing time of the vendor mailing the Notice of Action; or b) the intended 
effective date of the vendor’s proposed action; 


B. The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment; 


C. The services were ordered by an authorized provider; 


D. The authorization period has not expired; and 


E. The recipient requests continuation of benefits. 


3.12.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal 
is pending, and the benefits must be continued until one of the following occurs:  


A. The recipient withdraws the appeal; 


B. The recipient does not request a State Fair Hearing with continuation of benefits 
within 10 days from the date the Vendor mails an adverse appeal decision; 


C. A State Fair Hearing decision adverse to the recipient is made, or 


D. The service authorization expires or authorization limits are met. 


3.12.2.5 A recipient or a recipient’s representative (including a provider on behalf of a 
recipient) may file a grievance or submit an appeal directly with the DHCFP. However, 
such grievances and appeals will be referred to the vendor for resolution. In the event a 
provider files an appeal on the recipient’s behalf, with the exception of an expedited 
appeal, the provider must first obtain the recipient’s written permission.  


3.12.2.6 In the case of appeals, the recipient, if after exhausting the vendor’s appeal 
process, is not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The vendor is required to provide access to and information about the State 
Fair Hearing process in the event a recipient’s appeal is not resolved in favor of the 
recipient. Grievances are not eligible for referral to the State Fair Hearing process. 


3.12.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal 
or grievance either orally or in writing. Unless the recipient has requested an expedited 
resolution, an oral appeal may be followed by a written, signed appeal. The vendor 
may not require a written signed appeal following an oral request for an expedited 
appeal. If a grievance or appeal is filed orally, the vendor is required to document the 
contact for tracking purposes and to establish the earliest date of receipt.  There is no 
requirement to track routine telephone inquiries. 


3.12.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a 
routine telephone inquiry by the content of the inquiry. 
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Upon contract award, LIBERTY will provide DHCFP with written Nevada-specific policies 
and procedures for our grievance and appeals system and process, including 
provisions regarding the State Fair Hearing process. Further, we will work with DHCFP to 
secure approval for any required or recommended material changes in our grievance 
and appeals system. 


We will allow recipients and providers acting on behalf of the recipient to file an appeal 
within 90 calendar days from the date of notice of action. LIBERTY will comply with the 
State’s requirements on continuing a recipient’s benefit while the appeal is in process 
and pending.                                                                                                                                                                                         


We will educate our members on filing grievances and appeals process through 
multiple means, including through our member portal, website, and Member 
Handbook, in addition, we will develop a process with DHCFP to easily receive any 
grievances or appeals filed directly to DHCFP.   


Members, and providers on behalf of members, may submit grievances or appeals 
orally or in writing. Written grievances and appeals are acceptable whether 
communicated via a complaint form, letter, email, fax, or online submission. LIBERTY 
can easily adopt DHCFP’s timely filing requirements as set forth above, and will comply 
with all DHCFP’s tracking and reporting requirements. 


 


3.12.3 Authorization and Notice Timeliness Requirements 


3.12.3.1 The vendor must provide standard authorization decisions as expeditiously as 
the recipient’s health requires and within the State’s established timelines that may not 
exceed fourteen (14) calendar days following receipt of the request for service, with a 
possible extension of up to fourteen (14) additional calendar days if the recipient or 
provider requests the extension; or, the vendor justifies (to the DHCFP upon request) a 
need for additional information and how the extension is in the recipient’s interests. The 
vendor must provide written notice of the reason for the extension and inform the 
recipient of their right to file a grievance. 


3.12.3.2 For cases in which a provider indicates or the vendor determines that following 
the standard timeframe could seriously jeopardize the recipient’s life or health or ability 
to attain, maintain, or regain maximum function, the vendor must make an expedited 
authorization decision and provide a Notice of Action as expeditiously as the recipient’s 
health condition warrants and no later than seventy-two (72) hours after receipt of the 
request for service.  The vendor may extend the (72) hours’ time period by up to 
fourteen (14) calendar days if the recipient requests an extension or if the vendor 
justifies (to the DHCFP upon request) a need for additional information and how the 
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extension is in the recipient’s best interest. The vendor must provide written notice of the 
reason for the extension and inform the recipient of their right to file a grievance. 


Our current authorization and notice timeliness standards comply with all DHCFP’s 
requirements.  LIBERTY’s authorization department processes standard requests using 
the date of receipt and the recipient’s health status to prioritize the authorization 
inventory to ensure that decisions are provided as expeditiously as each recipient’s 
health requires and within the states established timeline. The supervisor of the 
authorization department runs inventory reports throughout the day which allows for 
close tracking and adjustments for all inventories, and ensures timely processing. Our 
front-end scanning system ensures that all relevant information pertaining to the 
authorization is routed to a licensed dental consultant in an efficient manner. If an 
authorization is received and does not contain sufficient clinical documentation or 
lacks any other information required to make a decision, LIBERTY’s UM Outreach staff 
will contact the provider and/or recipient/guardian via telephone in an effort to gather 
the missing information and make a decision without a delay. If the outreach staff has 
attempted but not obtained the information required to make the decision, LIBERTY will 
request an extension if it is deemed to be in the best interest of the recipient. Our MIS 
system allows for customization of recipient and provider notifications including but not 
limited to extension notices and right to appeal notices. 


We accept authorization requests via telephone, fax, secure e-mail, LIBERTY’s web 
portal, electronic via EDI and paper by mail. Upon receipt, each authorization is 
reviewed for evidence of a need and/or request from a provider for an expedited 
decision. Each authorization is treated individual depending on information received 
and information in the member’s dental history. Authorizations requiring expedited 
review are routed to the clinical or administrative staff as necessary to ensure that a 
timely decision is made, no later than 72 hours after the time of receipt.  


If an authorization is received and does not contain sufficient clinical documentation or 
lacks any other information required to make a decision, LIBERTY’s UM Outreach staff 
will contact the provider and/or recipient via telephone in an effort to gather the 
missing information and make a prompt decision. If the outreach staff has attempted, 
but not obtained the information required to make the decision, LIBERTY will request an 
extension if it is deemed to be in the best interest of the recipient. If it is deemed not to 
be in the best interest of the recipient, a licensed dental consultant will make a decision 
within the expedited timeframe by using information received with the request and/or 
information in the member’s dental history. The LIBERTY MIS system allows for 
customization of recipient and provider notifications including, but not limited to, 
extension notices and right to appeal notices. 
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3.12.4 Notice of Action 


3.12.4.1 The vendor must provide a written Notice of Action to the recipient when the 
vendor takes action or makes an adverse determination affecting the recipient. If a 
provider has made a request on a recipient’s behalf and the vendor makes an adverse 
determination, the provider must be notified but this notification need not be in writing. 


Our MIS system allows for customization of recipient and provider notifications including 
the written Notice of Action letters as required by the state’s Medicaid program. Our 
policy is to notify the recipient and the provider in writing no later than 24 business hours 
after the Notice of Action is generated. We may also notify the recipient and/or 
provider via telephone prior to the written notification. 


 


3.12.4.2 The notice must meet all of the following requirements: 


A. Be available in the State-established prevalent non-English languages; 


B. Be available in alternative formats for persons with special needs (visually impaired 
recipients, or recipients with limited reading proficiency); and 


C. Use easily understood language and format requirements of 42 CFR 438.404(c); 42 
CFR 438.10(c) and (d).  


LIBERTY is accustomed to providing translated recipient notifications in the state 
established prevalent non-English languages. LIBERTY’s single source information system 
houses the recipients primary written and spoken language. Upon the Notice of Action 
being generated from the system, the recipient’s primary written language is 
considered and if the primary written language is one of the state-established prevalent 
non-English languages the letter is generated in the appropriate language as specified. 


Recipients and providers may also access LIBERTY’s web portal and our Member 
Service call center which will provide additional assistance including coordinating 
dental appointments for all recipients including special needs recipients such as 
visually impaired or those with limited reading proficiency. 


LIBERTY’s UM and Operational Audits teams have developed and continue to monitor all 
denial rationale that is applied to the Notice of Actions in effort of providing easily 
understood denial rationale to both recipients and providers. 


 


3.12.4.3 A written Notice of Action to the recipient must meet the following 
requirements and must explain: 


A. The action the vendor or its subcontractor has taken or intends to take; 
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B. The reasons for the action; 


C. The recipient’s or the provider’s right to file an appeal, if he/she disagrees with 
decision; 


D. The recipient’s right to request a State Fair Hearing after the recipient has exhausted 
the vendor’s internal appeal procedures; 


E. The procedures for exercising the recipient’s rights to appeal; 


F. The circumstances under which expedited resolution is available and how to 
request it; 


G. The recipient’s rights to have benefits continue if the appeal is filed on or before the 
latter of the following: within ten (10) calendar days of the vendor mailing the 
Notice of Action or the intended effective date or the proposed action pending the 
resolution of the appeal, how to request that benefits be continued, and the 
circumstances under which the recipient may be required to pay the costs of these 
services; 


H. That the recipient may represent himself or use legal counsel, a relative, a friend, or 
other spokesman; 


I. The specific regulations that support, or the change in federal or State law that 
requires the action; and 


J. The recipient’s right to request an evidentiary hearing if one is available or a state 
agency hearing, or in cases of action based on change in law, the circumstances 
under which a hearing will be granted. 


LIBERTY is accustomed to providing written Notice of Actions as required by CMS and 
state Medicaid programs. Our system has a variety of customizable features that allow 
us to ensure that each Notice of Action that is generated at minimum includes all state 
specific criteria including but not limited to; 


 Action taken and reason for action 
 Recipient and provider appeal rights specific to the state Medicaid program 
 State Fair Hearing rights and procedures for the right to appeal 
 Circumstance(s) under which the expedited resolution is available and how to 


request 
 Recipient’s rights to have the benefits continued if the appeal is filed 
 The recipient’s right to self-representation or to use legal counsel, a relative, a 


friend, or other spokesman 
 specific regulations that support, or the change in federal or State law that 


requires the action and 
 the recipient’s right to request an evidentiary hearing if one is available or a state 


agency hearing, or in cases of action based on change in law, the 
circumstances under which a hearing will be granted. 
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3.12.4.4 The vendor must give notice at least ten (10) calendar days before the date of 
action when the action is a termination, suspension, or reduction of previously 
authorized covered services.  This timeframe may be shortened to five (5) days if 
probable recipient fraud has been verified.   


LIBERTY will provide notice at least ten (10) calendar days before the date of action 
when the action is a termination, suspension, or reduction of previously authorized 
covered services. 


 


3.12.4.5 The vendor must give notice by the date of the action for the following 
circumstances:   


A. In the death of the recipient;  


B. A signed written recipient statement requesting termination or giving information 
requiring termination or reduction of services (where the recipient understands that 
this must be the result of supplying that information); 


C. The recipient’s admission to an institution where he is ineligible for Medicaid services; 


D. The recipient’s address is unknown and mail directed to him has no forwarding 
address; or 


E. The recipient has been accepted for Medicaid services by another local jurisdiction, 
state, territory, or commonwealth. 


LIBERTY will provide notice for all of the above circumstances. The notification and any 
documentation referring to the notification are housed in LIBERTY’s information system in 
the member and/or authorization file. 


 


3.12.4.6 The vendor must give a Notice of Action on the date of action when the action 
is a denial of payment.  


LIBERTY will provide the Notice of Action on the date of action for all denials of payment. 


 


3.12.4.7 The vendor must give notice on the date that the timeframes expire when 
service authorization decisions are not reached within the timeframes for either 
standard or expedited service authorizations. Untimely service authorizations constitute 
a denial and are thus adverse actions. 


LIBERTY’s service authorization supervisor and outreach staff closely work on all service 
authorizations, placing outreach calls to the provider and/or recipient in an effort to 
collect all pertinent information required to make timely decisions for both expedited 
and standard authorization requests. If a decision cannot be made within the required 
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timeframes, LIBERTY will provide a notice of denial on the day that the timeframe 
expires. 


 


3.12.4.8 The recipient’s right to receive written resolution notice that includes the results 
of the process and the date it was completed. In addition, reasonable efforts shall be 
made to provide oral resolution notice. 


LIBERTY will provide recipients with a written resolution notice and ensure that the notice 
includes the results of the process and the date that it was completed. In addition, our 
oral notification process includes a minimum of three oral notification attempts for each 
request. Written notifications are housed in LIBERTY’s information system via PDF and oral 
notifications are housed in our MIS system attached to the member’s authorization 
and/or claim. 


 


3.12.4.9 For appeals not resolved wholly in favor of the recipients, the notice must 
include:  


A. The right to request a State Fair Hearing, and how to do so; 


B. The right to request to receive benefits while the hearing is pending, and how to 
make the request; and 


C. That the recipient may be held liable for the cost of those benefits if the hearing 
decision upholds the vendor's action.  


Notices for appeals not resolved wholly in favor of the recipient will include the right to a 
State Fair Hearing, how to request a Fair Hearing, the right to receive benefits and how 
to request benefits while the hearing is pending. The notice will also include a statement 
explaining that the recipient may be held liable for the cost of those benefits if the 
hearing decision upholds the vendor's action. 
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3.12.5 Handling of Grievances and Appeals  
The vendor is required to dispose of each grievance and resolve each appeal and to 
provide notice as expeditiously as the recipient’s health condition requires within the 
State’s established time frames specified as follows: 


3.12.5.1 Standard disposition of grievances:  The vendor is allowed no more than ninety 
(90) calendar days from the date of receipt of the grievance. 


3.12.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) 
calendar days from the date of receipt of the appeal. 


3.12.5.3 Expedited resolution of appeals:  The vendor must resolve each expedited 
appeal and provide notice, as expeditiously as the recipient’s health condition 
requires, not to exceed three (3) business days after the vendor receives the 
expedited appeal request. The vendor is required to establish and maintain an 
expedited review process for appeals when the vendor determines or the provider 
indicates that taking the time for a standard resolution could seriously jeopardize the 
recipient’s life or health or ability to attain, maintain, or regain maximum function. The 
vendor must ensure that punitive action is not taken against a provider who requests 
an expedited resolution or supports an appeal.  If the vendor denies a request for an 
expedited resolution of an appeal, it must transfer the appeal to the standard 
timeframe of no longer than thirty (30) calendar days from the day the vendor 
receives the appeal (with a possible fourteen (14) calendar day extension) for 
resolution of appeal and give the recipient prompt oral notice of the denial and follow 
up within two (2) calendar days with a written notice. 


A. The vendor must inform the recipient of the limited time available to present 
evidence and allegations of fact or law, in person or in writing, in the case of the 
expedited resolution. 


B. These time frames may be extended up to fourteen (14) calendar days if the 
recipient requests such an extension or the vendor demonstrates to the satisfaction 
of the DHCFP that there is a need for additional information and how the extension 
is in the recipient’s interests. If the State grants the vendor’s request for an 
extension, the vendor must give the recipient written notice of the reason for the 
delay. 


3.12.5.4 In handling grievances and appeals, the vendor must meet the following 
requirements:  


A. The vendor must provide recipients any reasonable assistance in completing 
forms and taking other procedural steps, including assisting the recipient and/or 
the recipient’s representative to arrange for non-emergency transportation 
services to attend and be available to present evidence at the appeal hearing. 
This also includes, but is not limited to, providing interpreter services and toll-free 
numbers that have adequate teletypewriter (TTY)/ Telecommunications device 
for the deaf (TDD) and interpreter capability; 
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B. Acknowledge receipt of each grievance and appeal; 


C. Ensure that the individuals, or their subordinates, who make decisions on 
grievances and appeals were not involved in any previous level of review or 
decision-making; and 


D. Ensure that the individuals who make decisions on grievances and appeals are 
health care professionals who have the appropriate clinical expertise in treating 
the recipient’s condition or disease if the grievance or appeal involves any of 
the following: 


1. An appeal of a denial that is based on medical necessity; 
2. A grievance regarding the denial of an expedited resolution of an appeal; or 
3. A grievance or appeal that involves clinical issues. 


 
3.12.5.5 The process for appeals also requires: 


A. That oral inquiries seeking to appeal an action are treated as appeals (in order to 
establish the earliest possible filing date for the appeal) and must be confirmed in 
writing unless the recipient requests expedited resolution; 


B. That the recipient is provided a reasonable opportunity to present evidence, and 
allegations of fact or law, in person as well as in writing, and that the recipient is 
informed by the Vendor of the limited time available for this in the case of 
expedited resolution; 


C. That the recipient and his/her representative is provided the opportunity, before 
and during the appeals process, to examine the recipient’s case file, including 
medical records, and any other document and records considered during the 
appeals process; and 


D. The vendor to include, as parties to the appeal, the recipient and his/her 
representative or the legal representative of a deceased recipient’s estate. 


3.12.5.6 The vendor shall notify the recipient of the disposition of the grievance and 
appeal in written format. The written notice must include the results of the resolution 
process and the date it was completed. For appeals that are not wholly resolved in 
favor of the recipient, the notice must also include:  


A. The right of the recipient to request a State Fair Hearing from the DHCFP and how 
to do so;  


B. The right to request to receive benefits while the hearing is pending and how to 
make this request; and 


C. That the recipient may be held liable for the cost of those benefits if the State Fair 
Hearing’s Officer upholds the vendor’s action. 


3.12.5.7 For expedited appeal resolution requests, the vendor is required to make a 
good faith effort to provide an oral notice of the disposition in addition to the required 
written notice. 


3.12.5.8 The vendor is required to maintain records of grievances and appeals, which 
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the DHCFP will review as part of the Division’s quality strategy. 


3.12.5.9 The vendor shall devote a portion of its regularly scheduled Quality 
Management / Quality Improvement committee meetings to the review of recipient 
complaints and appeals that have been received.  


LIBERTY’s current grievance and appeals processes and resolution timelines align with 
the requirements of the DHCFP.  LIBERTY resolves all grievances as expeditiously as the 
member’s condition requires, or within 30 calendar days, which is well within DHCFP’s 
requirement of “90 calendar days from the date of receipt of the grievance.” LIBERTY 
will resolve all Nevada Medicaid member appeals within “30 calendar days from the 
date of receipt of the appeal” in compliance with the contract requirements.   


Assistance for Members 
LIBERTY’s Member Services Representatives are trained to not only appropriately resolve 
minor concerns for members, but also to offer the grievance and/or appeal process 
when it is the most appropriate recourse.  This includes offering assistance in the 
grievance/appeal filing process, as well as educating members on language 
assistance and other services that are available to them, free of charge. 


LIBERTY makes all member resources available in established threshold languages. As 
shown in Figure 3.12.5-1, all grievance and appeals forms are available in English and 
Spanish on our member website, and there are also instructions in multiple languages 
on how to access language services in many other languages. For example, if due to a 
language barrier, a member experiences difficulty in expressing the nature of their 
complaint or grievance on the phone, LIBERTY’s MSRs are trained to engage the 
services of a language vendor who can assist.  Language assistance services include 
assisting members in expressing their grievances verbally in addition to providing 
instruction on completing a grievance form or letter if they choose to submit their 
concerns in writing.  LIBERTY will also provide assistance for alternative formats, such as 
TTY/TTD services. 
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FIGURE 3.12.5-1. EXAMPLES OF OUR GRIEVANCE FORMS AVAILABLE IN ADDITIONAL 
LANGUAGES 
 


 
 
In addition to training on identifying and documenting member grievances, MSRs 
receive special training on cultural sensitivity and linguistic needs. These factors will be 
taken into consideration when assisting members who require special attention. 
LIBERTY’s Health Education and Cultural Competency program is a constantly growing 
initiative designed to promote and monitor, among other measures, the fair and equal 
provision of services, printed materials and other communication that takes into 
consideration a member’s preferred language.  LIBERTY has identified a list of 
documents that are considered “vital” and are to be automatically provided to 
beneficiaries if LIBERTY has record of their linguistic preference. It is LIBERTY’s goal to 
never let a member’s cultural or linguistic requirements or special needs be a barrier to 
accessing the same services or rights LIBERTY offers to all our beneficiaries.   


Handling Grievances and Appeals 
At the time a grievance is logged, LIBERTY automatically generates records request 
letters, which are then faxed and/or mailed to all dental providers named in the 
grievance. Once the records request has been generated, the case is assigned to a 
Grievance Analyst. LIBERTY ensures that all individuals who make decisions on 
grievances and appeals are not involved in any previous review or decision about the 
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action.  All dentist reviewers who decide an appeal of a denial based on dental 
necessity (or lack thereof), or render any determination that involves review of a clinical 
nature, have the appropriate expertise in treating the member’s condition or disease, 
and will also have not contributed to any previous plan decisions or grievances relating 
to the subject of the member’s dissatisfaction.   


If a grievance, or a member appeal, involves anything clinical in nature, or a 
determination based wholly or in part on dental necessity, the Grievance Analyst will 
route the case to a Dental Director or Dental Consultant to issue a determination on the 
clinical matter. Once this clinical determination is returned, the Grievance Analyst will 
compose a thorough resolution letter in language that is easily understandable.  We  
will aim to resolve all Nevada Medicaid member grievances and appeals as 
expeditiously as the member’s condition requires, however, no later than 30 calendar 
days from receipt. 


Appeals Process 
All oral appeal inquiries will be logged by our Member Service Representatives and 
transferred to our Grievance and Appeals Department. We will inform members of their 
right to present evidence and review the case files.  


Tracking and Reporting 
LIBERTY will provide tracking and reporting of all appeals and grievances to DHCFP.  


Quality Improvement  
Grievances and appeals are reported internally to various Quality Management (QM) 
Committees and, ultimately, to our Board of Directors. The most common types of 
grievances involve the situation when a provider does not administer the member’s 
plan correctly, charges in excess of allowed amounts, or incorrectly advise members 
on their covered benefits. In these cases, we may impose a corrective action, such as 
ordering the provider to issue a refund to the member or to LIBERTY. We also will engage 
the Provider Relations staff to educate the provider on the issue identified. If we 
recognize a grievance trend within our provider network, we will work with Provider 
Relations to develop educational materials, such as provider bulletins or newsletters. In 
the case that a grievance is filed against a LIBERTY staff member, we will conduct one-
on-one focused education with the staff member to improve the quality of interaction 
they are having with the member and to resolve member grievances. When grievance 
data is linked to LIBERTY’s staff communicating inaccurate information to our members, 
we use it as an educational opportunity to better train our staff and minimize the 
likelihood of a recurrence.   
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Member grievances that are resolved unfavorably against a provider are referred to our 
Potential Quality Issues (“PQI”) Committee. The PQI Committee consists of 
representatives from our Quality Management (“QM”) and Provider Relations 
departments, as well as clinical staff. The PQI Committee reviews cases in detail on a 
monthly basis and determines whether each case is a quality issue related to the 
treatment provided to the member or represents a systemic issue with the specific 
provider. In these instances, LIBERTY will take corrective action, which may include 
holding the provider responsible for the full cost to have the member’s treatment 
completed by another provider. Providers receiving multiple PQI’s are subject to 
additional corrective action, including suspension of new enrollments and/or 
termination from the network. All PQIs are tracked and trended and are reviewed by 
the Committee quarterly. 


 


3.12.6 State Fair Hearing Process 


3.12.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, 
recipient’s representative or the representative of a deceased recipient’s estate has 
the right to request a State Fair Hearing from the DHCFP when they have exhausted the 
vendor’s appeal system without receiving a wholly favorable resolution decision. The 
request for a State Fair Hearing must be submitted in writing within ninety (90) calendar 
days from the date of the vendor’s notice of resolution.  


3.12.6.2 The vendor is required to inform the recipient of their right to a State Fair 
Hearing, how to obtain such a hearing, and representation rules must be explained and 
provided in writing to the recipient by the vendor pursuant to 42 CFR 431.200(b); 42 CFR 
431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).  


3.12.6.3The vendor will participate in the State Fair Hearing process, at the vendor’s 
expense, in each circumstance in which a recipient for whom the vendor has made an 
adverse determination requests a State Fair Hearing. The vendor is bound by the 
decision of the Fair Hearing Officer.  (Please refer to the Chapter 3100 of the MSM for 
timeframes for standard and expedited State Fair Hearings.) 


Our grievance and appeals process is a documented set of rules that encompasses 
researching, resolving and responding to member grievances and appeals, including 
expedited review of urgent grievances and facilitation of the state fair hearing process 
for members wishing to escalate their grievances. Among the “Member Rights and 
Responsibilities” in the Member Handbook will be instructions on how to request a State 
Fair Hearing. We also include information on how to request a State Fair Hearing on our 
website and on our member portal. LIBERTY will participate in all State Fair Hearings at 
our own expense and recognizes that we are bound by the decision of the Fair Hearing 
Officer.  
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3.12.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair 
Hearing are Pending. 


3.12.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal 
appeals process is pending and while the State Fair Hearing is pending if all of the 
following conditions exist: 


A. The appeal is submitted to the vendor on or before the later of the following:  within 
ten (10) days plus mailing time, of the vendor mailing the Notice of Action; or, the 
intended effective date of the vendor’s proposed action; 


B. The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment; 


C. The services were ordered by an authorized provider; 


D. The original periods covered by the original authorization have not expired; and 


E. The recipient requests an extension of benefits. 


3.12.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while 
the appeal is pending, the benefits must be continued until one of the following occurs:  


A. The recipient withdraws the appeal; 


B. Ten (10) days pass after the vendor mails the notice of action, providing the 
resolution of the appeal against the recipient, unless the recipient, within the 10-day 
timeframe has requested a State Fair Hearing with continuation of benefits until a 
State Fair Hearing decision is reached; 


C. A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and 


D. The time period of service limits of a previously authorized service has been met. 


3.12.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may 
recover the cost of the services furnished to the recipient while the appeal was 
pending, to the extent that they were furnished solely because of the requirements of 
this section and in accordance with policy set forth in 42 CFR 431.230(b). 


3.12.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay 
services that were not furnished while the appeal was pending, the vendor must 
authorize or provide the disputed services promptly and as expeditiously as the 
recipient’s health condition requires.  If the vendor or State Fair Hearing Officer reverses 
a decision to deny authorization of services, and the recipient received the disputed 
services while the appeal was pending, the vendor must pay for those services. 


We will formally document policies and procedures that comply with the required 
provisions and continue benefits during the appeals and State Fair Hearing Process in 
compliance with these requirements.  LIBERTY acknowledges that if the State Fair 
Hearing Officer reverses a decision to deny authorization of services, and the recipient 
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received the disputed services while the appeal was pending, LIBERTY must pay for 
those services. 


 


3.12.8 Provider Grievances and Appeals  


The vendor must establish a process to resolve any provider grievances and appeals 
that are separate from, and not a party to, grievances and appeals submitted by 
providers on behalf of recipients.  Written grievance and appeals procedures must be 
included, for review and approval, at the time the vendor policies and procedures are 
submitted to the DHCFP and at any time thereafter when the vendor’s provider 
grievance and appeals policies and procedures have been revised or updated. The 
vendor may not implement any policies and procedures concerning its provider 
grievance and appeal system without first obtaining the written approval of the DHCFP. 


The following provisions reflect minimum requirements and are not intended to limit the 
scope of the vendor’s grievance and appeals process for providers. 


3.12.8.1 General Requirements 


The vendor must accept written or oral grievances and appeals that are submitted 
directly by the provider as well as those that are submitted from other sources, including 
the DHCFP. An oral appeal must be followed by a written, signed appeal; however, the 
oral appeal must count as the initial date of appeal. The vendor must keep a written or 
electronic record of each provider grievance and appeal to include a description of 
the issue, the date filed, the dates and nature of actions taken, and the final resolution. 
The vendor must issue a final decision, in writing, no later than: 


A. Ninety (90) calendar days after a grievance is filed; and 


B. Thirty (30) calendar days after an appeal is filed. 


3.12.8.2 State Fair Hearings 


When a provider has exhausted the vendor’s internal appeals process, the provider has 
the right to submit a written request to the DHCFP for a State Fair Hearing. It is the 
vendor’s responsibility to notify the provider of this right at the time the provider enters 
into a contract with the vendor and when the outcome of an appeal is not wholly in 
favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; 
and 42 CFR 438.10(g)(1). A State Fair Hearing decision will be made within ninety (90) 
calendar days from the date of request for direct access to a State Fair Hearing. 
Disputes eligible for the State Fair Hearing process include: 


A. Denial or limited authorization of a requested service; 


B. Reduction, suspension or termination of a previously authorized service; 


C. Denial, in whole or in part, of payment for a service; 


D. Demand for recoupment;  
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E. Failure of the vendor to meet specified timeframes (e.g., authorization, claims 
processing, appeal resolution); and 


F. The denial for disenrollment for good cause. 


We will provide a fast, fair, and cost-effective provider dispute resolution process 
whereby providers can dispute decisions made by LIBERTY to deny or modify any 
requested service. We will seek written approval of all our written provider grievance 
and appeals policies and procedures upon implementation and following 
implementation whenever our policies and procedures are updated.  


We will educate providers on their right to access the provider grievance system and 
State Fair Hearing process through multiple means. LIBERTY’s Nevada Medicaid provider 
network will receive live, in-person training, and regular written communication 
advising them of their right to access the provider grievance process. We will review the 
provider complaint and grievance submission process with providers during initial 
orientation. Additionally, information on the process can be found on our website and 
on iTransact, our Provider Portal. Providers may also request hard copy instructions on 
submitting a complaint at any time, which also includes informal “inquiries”. In the case 
of these provider inquiries, LIBERTY’s Provider Relations team will be available to assist 
providers in a variety of areas. The provider will have access to their assigned Network 
Manager via phone, email, and regular mail to express 
concerns or file a complaint. When the provider is clearly 
appealing an adverse determination or a complaint that 
requires a more thorough investigation, providers are 
directed to submit their grievances in writing to LIBERTY’s 
Grievance and Appeals Department. For out-of-network 
providers, we provide information on inquiries and 
grievances consistent with our network providers.  


LIBERTY will process provider grievances and appeals with 
the same urgency and in a similar manner as member 
grievances and appeals. We ensure that all provider 
complaints and appeals are properly logged in a single source database followed by 
the issuance of a written acknowledgement letter to the provider. Each complaint, 
grievance, and appeal is reviewed in accordance with contractual requirements, 
guidelines, and all applicable state and federal regulatory requirements. Appeals cases 
will be assigned to a different reviewer than the one involved in the initial determination. 
We will resolve all provider complaints and appeals with a written determination to the 
provider within 30 calendar days of receipt. The Manager of Grievances/Appeals 


LIBERTY experiences a relatively 
small amount of provider 
appeals. Thus far in 2016, we 
have handled an average of 4 
provider appeals per month in 
our California Medicaid network 
with an average resolution time 
of 26 days. This modest volume 
is consistent with our efforts, as a 
dentist-owned organization, to 
operate in a manner that fully 
understands and successfully 
serves the needs of the dental 
provider community at the 
“front-end”. 







 
SECTION 3: SCOPE OF WORK  


3.12 GRIEVANCES, APPEALS AND FAIR 
HEARINGS 


          


Dental Benefits Administrator RFP # 3290  Page 451  


oversees the receipt and processing of all provider complaints and appeals to ensure 
that each case is resolved in a timely manner.   


To ensure timely processing of a payment when a claim is appealed and we overturn its 
initial denial, we have developed a highly collaborative process between departments 
that involves regular training and review, as well as accountability. Our Grievance and 
Appeals Department investigates the matter and issues a determination. The Claims 
Department reviews the resolution from the Grievance Department and processes or 
reprocesses the item in question. Depending on the outcome, LIBERTY’s Finance 
Department will be called upon to either issue payment (or additional payment, 
including interest, when applicable), or possibly recover funds if a provider was paid 
incorrectly. 


Our Evidence of Payment letters to providers will include our phone number, email 
address, and physical address. We also have the flexibility of customizing the letters for 
Nevada Medicaid. In addition, LIBERTY will have a member of our Grievance and 
Appeals team dedicated to receiving and processing provider grievances. 


LIBERTY will issue a final decision within 90 days calendar days after the grievance is 
filed and within 30 days after an appeal is filed. Once a provider has exhausted 
LIBERTY’s internal appeals process, we will notify the provider of their right to file a State 
Fair Hearing.  


Submission of Provider Grievances 
Providers can submit written and verbal inquiries and grievances through multiple 
avenues, including through their Network Manager, through the provider services 
hotline, or online through the provider portal. Tracking of provider grievances is 
performed by the Grievance and Appeal team working in conjunction with Provider 
Relations and our IT department. Providers receive a written acknowledgement letter 
within 5 calendar days. The acknowledgement letter is generally generated and mailed 
on the same day it is entered into our system. In Nevada, LIBERTY will apply a standard 
turnaround time of 30 days to respond in writing to provider complaints and appeals.  


Tracking of Provider Grievances 
LIBERTY will track all provider complaints and grievances in our core MIS application as 
well as through our manually maintained spreadsheets. These tools allow for custom 
reporting which is reviewed on an ongoing basis for trends or patterns by our Provider 
Relations and Grievance and Appeal Departments. Provider complaint, grievance, and 
appeals outcomes will be tracked continuously and reported to the Quality 
Management and Improvement Committee on a quarterly basis. If a determination 
from a provider complaint demonstrates the need for additional counseling or follow-up 
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from the Provider Relations Department, the Grievance and Appeal Department will 
forward a request for follow-up to the provider’s assigned Network Manager. The 
Network Manager will follow up with the provider, within 30 calendar days, to ensure the 
completion of any necessary training, counseling, or re-orientation. Upon the 
completion of the training, the Network Manager provides the Grievance and Appeals 
Department with a completed Provider Service Report (PSR) as supporting 
documentation. In addition, resolutions to provider grievances will be maintained in the 
MIS system where Provider Relations Department can review and upload the completed 
PSR forms after any necessary actions have been completed.   We will review the 
provider complaint data to identify opportunities to decrease the number of denial 
decisions that are subsequently appealed and approved as part of the provider appeal 
process.  


In California, we reduced the number of provider complaints by conducting internal 
licensed dental consultant clinical reviewer calibrations, focused training on internal 
processing guidelines, ongoing provider training by Network Managers, and through 
information shared in Provider Newsletters. As shown in Figure 3.12.8-1 the number of 
provider complaints has decreased by 27% in the last 12 months. Figure 3.12.8-2 
demonstrates that over half of the provider disputes appeals indicate that our initial 
decision was correct.   


FIGURE 3.12.8-1. THE DOWNWARD TREND OF LIBERTY PROVIDER COMPLAINTS IN 
CALIFORNIA THE LAST YEAR 
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FIGURE 3.12.8-2. RESOLVED PROVIDER DISPUTE RESOLUTION (PDR) 
DETERMINATIONS IN Q2 2016 


 


 
 


3.12.9 Expedited State Fair Hearing 


3.12.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision 
when the appeal was first heard through the Vendors appeal process is as expeditiously 
as the recipient’s health condition requires, but no later than three (3) working days 
from the State’s receipt of a hearing request for a denial of service that: 


A. Meets the criteria for an expedited appeal process but was not resolved within the 
vendor’s expedited appeal timeframes, or  


B. Was resolved wholly or partially adversely using the vendor’s expedited appeal 
timeframes. 


3.12.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision 
when the appeal was made directly to the State’s Fair Hearing process without 
accessing the vendor appeal Process is as expeditiously as the recipient’s health 
condition requires, but no later than 3 working days from the State’s receipt of a 
hearing request for a denial of service that meets the criteria for an expedited 
resolution. 


The DHCFP will not accept requests for State Fair Hearings that address provider 
enrollment, termination or other contract disputes between the vendor and its providers 
and/or subcontractors. Likewise, grievances are not eligible for State Fair Hearings.  


3.12.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must 
comply with any decision resulting from the Fair Hearing process.  


We have established policies and procedures that comply with State Fair Hearing 
requirements in many states, and can easily adopt the process, timeframes and 
requirements established by the DHCFP for State Fair Hearings and Expedited State Fair 
Hearings in Nevada. 
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3.13 MANAGEMENT INFORMATION SYSTEM (MIS) 
3.13.1 The vendor shall operate an MIS capable of maintaining, providing, 
documenting, and retaining information sufficient to substantiate and report vendor’s 
compliance with the contract requirements. 


LIBERTY Offers DHCFP a Strategic and Forward-Thinking Partner with Exceptional Systems 
Capabilities 
Management Information Systems (MIS) and information technology (IT) infrastructure 
are at the core of LIBERTY’s business operations and systems structure. Through our 
platforms and integrated solutions, LIBERTY offers the State of Nevada, Division of Health 
Care Financing and Policy (DHCFP) a seamless system that integrates payer-provider 
collaboration, claims and encounters processing and payment, fraud prevention, care 
management, eligibility and enrollment management, utilization and quality 
management, professional services, and member services. 


In 2006, LIBERTY foresaw the need to build to capacity and to offer seamless integration 
to ultimately provide better care to our recipients and support our providers in 
transforming the way they deliver care. At this pivotal point, LIBERTY developed a 
strategic information technology plan for how it would support its business moving 
forward. Consequently, we migrated to a new MIS platform, which offers an integrated 
application to support business functions across our systems. Today, while all 
recommendations in the plan have been met, LIBERTY is constantly re-evaluating this 
system, determining if actions have resulted in their intended results, and measuring 
outcomes. 


The transformed vision for IT at LIBERTY has allowed our business to grow from 
approximately 100,000 members 2006 to over 3 million members in 2016. During that 
time, we have built over 300 active benefit plans, and we now manage membership for 
approximately 10,000 groups. Approximately 75% of our membership is recipients in 
government programs (e.g., Medicaid, Medicare, CHIP, Dual Eligibles). We process 
approximately 190,000 claims each month for these recipients, and our data are 
available to our recipients, providers, and groups in real time through our various online 
portals. 


General System Description 
Our IT platform offers cutting edge solutions with innovative and configurable health 
benefit administration. MIS delivers a comprehensive system with a unified infrastructure 
that controls the whole process from start to finish. In the 10 years that LIBERTY has been 
on the MIS application suite, the system has gone through annual upgrades and 
releases to meet both our clients’—and LIBERTY’s own—functionality needs. We 
constantly re-evaluate our core needs and current functionality, introducing additional 
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systems and applications to support our business and vision. Some recent results of 
these efforts include: 


o Developing Claims Transforms – customizable XML that can be added to the 
core adjudication logic either for short term projects or for outlier detection for 
possible fraud, waste, and abuse. 


o Enhancing the workflow processes, including adding access to events or 
workflows within all core screens to allow for quicker call tracking and the 
routing of information between departments for follow-up. 


o Redesigning the database structure to optimize performance and scalability 
for both current and long term needs. 


o Streamlining claims, estimate, and referral processes, which has allowed us to 
increase our claims intake handling and processing without increasing the 
need for additional staff. 


o Creating an individual billing platform that has allowed us to enter the various 
state and federal exchanges. 


o Modifying Office, Provider, and Vendor Online Portals to provide more tools 
and access to electronic interfaces—in 2010 only 7% of claims submission 
came through the web, where today we are averaging 26%. 


 


In 2010, LIBERTY adopted the core MIS data warehouse, Medimart, which has allowed 
for expanded reporting capabilities and additional process automation. The application 
is now on SQL.NET platform that stores the data for all aspects of claims processing. 
Many applications that make up the MIS application suite share the same databases 
and image server that store the data, documents, and images. These include: 


o Meditrac for claims, provider, group, and enrollment management. This also 
houses the tools to both build and manage the benefit plans, as well as the 
tools to help manage the claims processes. 


o HIPAA Gateway for transaction management of EDI file processing. 
o Uniflow for member services and workflow management. 
o MIS Administrator for application security management. It also houses the 


tools for transaction management for the non EDI files to import data through 
batch and automated processes. 


o Online Website and Portals for recipient and provider engagement. 
o Scanning Assistant for document and attachment scanning. 
o Medimart for data warehousing. 
o Perfect Claim for paper claim data capture. 
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3.13.2 The vendor shall have an MIS capable of documenting administrative and 
clinical procedures while maintaining the privacy and confidentiality requirements 
pursuant to HIPAA. The vendor shall provide the DHCFP with aggregate performance 
and outcome data, as well as its policies for transmission of data from network providers 
as outlined in this RFP, Reporting Guide and Attachments. The vendor shall have internal 
procedures to ensure that data reported to the DHCFP are valid and to test validity and 
consistency on a regular basis.  


Documenting Administrative and Clinical Procedures 
One of the components of our primary application allows LIBERTY to manage claims 
data. This includes claims processing, enrollment, benefit administration, Provider/Office 
information management (e.g., credentialing, contracting, assigned recipients, 
specialty, etc.), financial processing (including checking payments to providers and 
billing to groups/individuals), UM, reporting, and document storage. The mission of our 
claims processing department is not to beat industry standards on processing metrics, 
but rather to be a true partner to our clients and identify fraud, ensure proper and timely 
payment, and provide transparency. As such, LIBERTY’s claims processing capabilities 
are very robust. Currently our auto adjudication rate is 67%, but this number is 
intentionally lower than it could be due to our efforts to conduct UM activities and Fraud, 
Waste, and Abuse (FWA) auditing review.  


To ensure the highest level of accuracy possible with our claims, LIBERTY conducts 
random samplings from audit packages by both processors and by claims associated 
with Groups. If we were to loosen the adjudication rules, the system would auto 
adjudicate over 90% of claims. In 2016 to date, 99.9% of all claims received have a 
turnaround time of less than 20 days and 71% of claims are turned around in 5 days or 
less. Our MIS system allows for custom reports to be mapped to each group so that data 
can be pulled based on the relationship between the recipient and a specific group. 
These can be created using Crystal Reports and in our next release of the application 
SSRS reporting as well. We currently manage a library of almost 1,000 reports that have 
custom logic based on our client needs and branding requirements, and we can create 
additional reports for DHCFP if these do not meet DHCFP’s needs. These are 
automatically created in batch processes, either when check runs are processed or by 
other means (for reports that are not tied to payments). We also have the ability to 
launch and create automated reports as part of the workflow process. Ninety-five 
percent of our reports have an OMR or barcode that allow delivery to our fulfillment 
department and auto-processing into a mail process. Users can also choose to have 
these documents delivered electronically through our online portal. Batch loads can be 
manually launched using the application or can be scheduled to run by the TASK 
Agent. Some examples of reports that are automated today are: 
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o Explanation of Benefits (EOB) 
o Referrals 
o Pre-Estimate 
o Recipient PCP Transfer letters 
o Term letters 
o Provider letters 
o Checks and supporting documents 


 


Claims adjudication rules can be updated by plan or by group specific rules through 
various modules and tools within MIS. We have the ability to add custom logic to our 
normal claims processing or for special projects in the form of transforms (XML code 
added to the adjudication process). During adjudication, LIBERTY’s systems offer the 
flexibility to add rules driven by office or office and procedure code combinations and 
identify claims that contain certain combinations of procedures and route them for 
review if we determine these combinations to be used for FWA. These rules allow us to 
drill down to any level (recipient, office/provider, group, plan, line-of-business, or other 
data element stored in the system) and can be updated as DHCFP requires. It can also 
be used to direct claims during adjudication to be reviewed by specific users or 
business units. 


This flexibility and the ease of making this level of changes has been very helpful in 
managing our contracts with State and Federal programs, including the State of Florida 
Department of Health, State of California Department of Health Care Services, State of 
New Jersey Department of Human Services, and State of Illinois Department of Human 
Services. These rules and detection methods have led to providers being put on 
corrective action plans. In the last three years, the State of California has awarded 
LIBERTY two other carriers’ membership for plans that were not meeting requirements 
because the state knew that LIBERTY could manage the membership and their claims 
correctly. We were given two weeks to migrate the membership for both groups, which 
consisted of 10,000 to 30,000 recipients, into our system, and we did so smoothly with no 
interruption of service to the membership or claims processing. Our MIS applications 
and processes allowed us to easily configure the new groups and benefits and onboard 
the membership. 


We also have additional tools available in the form of Service Restrictions that allow us 
to customize claims rules to stop claims for review due to business requirements. All 
these rules supplement what is already built into the various benefit plans. The benefit 
modules in MIS allow us to control how a claim will behave during the auto adjudication 
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process. This would include benefit frequencies, limitations, utilization rules, copays 
(recipient responsibilities), and other benefit information. 
 
Maintaining Privacy and Confidentiality Requirements 
LIBERTY utilizes industry best practices to ensure all PHI data are protected and secure 
across all platforms and communications, as well as to ensure our MIS maintains 
compliance with current and future versions of HIPAA Transaction and Code Set 
Requirements. Toward this end, we implement a number of third party audits and 
certifications, including: 


o Penetration Testing—We use a third party company to conduct an annual 
mandatory penetration test. This test is an audit of external and internal networks 
to identify any system vulnerabilities and correct them. The results of this audit 
are available to DHCFP upon request.  


o Boeing Audit—We hired Boeing consultants to conduct an audit to further test 
protection and security of external and internal network against flaws, gaps, 
malicious software, etc. We were prepared to implement corrective actions 
where necessary. The Boeing test/audit results are also available to DHCFP upon 
request.  


o SSAE16 Audit—We conduct an annual review of our access controls, security, 
and HIPAA regulations to ensure compliance with industry standards.  


o HI-TRUST Certification—We are in the process of conducting the Self-Assessment. 
Upon completion, we will work on obtaining the yearly Hi-Trust Certification.  


 
We will use SFTP site to exchange information with DHCFP using 834 files. Additionally, all 
data will be encrypted at rest and in motion as per LIBERTY policy. We also have the 
ability to set up a TLS encrypted tunnel for site-to-site data transfers. As an added 
element of protection, we use PGP Encryption software, which prevents anyone from 
opening the data, even in the unlikely event of a leak or breach. All data will be 
transmitted and received in the appropriate standard formats (as described below), 
and the above-described safeguards adhere to regulations as directed by HIPAA, the 
ASC X12 TR3 Reports and MMIS guide specifications. We will also independently obtain 
and update all reference data. 


Nevada’s data will remain intact as they pass through security PGP decryption. LIBERTY 
utilizes HIPAA Gateway for integrity validation and reformatting from 834 into flat file 
extract and client data are transformed into an extract of the original file using a 
standard output. Client data remain sequestered thus far, but have been altered into a 
pre-defined format. 
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All MIS information will be made available to representatives authorized by Nevada or 
other federal and state agencies. We currently undergo at least one risk assessment a 
year that addresses all system, hardware, and physical security of the LIBERTY facilities. 
This is a full scan of all systems, and includes penetration testing. The risk assessment 
also reviews internal physical security and consists of a comprehensive review of our 
policies and procedures. Our client portal, iTransact, allows providers to look up 
Members, Claims Data, Utilization Data, and access reports. Nevada will be given 
“Read Only” access for their client-specific information. These controls are in place to 
maintain information integrity and include the periodic audits as described above. 


Access Restrictions 
MIS Administrator is the primary administration tool to control security within the MIS 
applications. It allows LIBERTY to setup security, access controls, and auditing or 
tracking. Since security is one of our top concerns, we are always reviewing our 
policies, procedures, and build to ensure we have the appropriate levels set and in 
place. The Security section in MIS houses the access restrictions by hierarchical level. 
The following levels can be maintained within MIS Administrator: users, roles, role 
permissions; security by individual; departments; and entity access.  


Security  
Our MIS administrator is also the primary administration tool to control security within the 
MIS applications. It allows us to setup security, access controls, and auditing or tracking. 
Security is one of LIBERTY’s top concerns, and we are always reviewing to ensure we 
have the appropriate levels set and in place. 


 
o Users – This is where users are created and defined. This level includes Roles, 


Department, and other security options. Each user utilizes a unique username 
and password with options to control both the timeframe in which a password is 
valid and its complexity.  


o Roles – LIBERTY can define groups of users that share the same job functions.  
o Role Permissions – This is where individual permissions are attached to the various 


roles we have created. Currently there are over 3,000 permissions that can be set 
to ensure users only have access to the functionality and data that they should 
have.  


o Security By Individual – When permissions need to be unique down to the user 
level and roles do not meet the requirement, we can add permission to the 
individual.  


o Departments – Allows users to be managed by their department within their 
profile.  
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o Entity Access – This allows for a specialized access to various group screens over 
and above what is controlled by the Role Permissions.  


o Audit Trail – Allows for tracking all users’ footprints within the application. It tracks 
who users that were in the MIS application and all updates that were made.  
 


Aggregated Performance and Outcome Data 
LIBERTY has various reporting tools within the MIS system to report or mine data that can 
be provided to the DHCFP. This includes all claim data provided from network providers. 
This data is used to measure performance of our providers. This data is managed by our 
Network Services and Utilization Management teams to ensure it is accurate, and to 
identify outliers or trends. This data is then used to evaluate our network, and possible 
CAP (Corrective Action Plans) on an office\provider. This data can be made available 
to our clients, and sent via a secure method. This is usually SFTP, but other 
methodology’s can be discussed. We will work with DHCFP to define the requirements. 
 
Audit Trails 
Our core application that stores Recipient, Claims, Group, Provider, Vendor, and other 
related data keeps an audit trail for all transactions. It contains an auditing tool, “Audit 
Trail Viewer,” that allows the IT Administration team to pull transactional updates for all 
users and track all changes at all times. The system also has various history screens 
throughout to view past information and to note which users performed the update(s).  


Some of the historical information that users can view and track includes: 


o Last updated and by whom 
o Provider assignment history 
o Recipient benefit history 
o ID Card requests 
o Recipient loads 
o Export tracking 
o Job History logs 


 
The history screens also allow the IT Administration Team to perform an audit trail by 
screen to identify who updated various field elements, or by “pull data by user” to 
identify updates performed by a specified user throughout the system. All IT systems 
have inherent functionality that prevents the alteration of finalized records through the 
above processes.  


Validity and Consistency 
We have proven processes in place to validate the integrity and compliance of 
eligibility, claim, encounters, providers, members and utilization data, which will allow 
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us to provide the DHCFP with accurate and timely submissions. A variety of validation 
methods are used to ensure we are in compliance with HIPAA transaction regulations. 
We require our providers to submit claims and encounters with appropriate CDT codes. 
Our system validates recipient data, provider data, authorization requirements, benefit 
applications and claims history. 


 


3.13.3 Eligibility Data 


3.13.3.1 The vendor enrollment system shall be capable of linking records for the same 
enrolled recipient that are associated with different Medicaid and/or Nevada Check 
Up identification numbers; e.g., recipients who are re-enrolled and assigned new 
numbers. 


Our MIS system is capable of linking records for an enrolled member (recipient) who 
has different Medicaid identification numbers.  Our system assigns its own unique 
identification number to each individual enrolled into our system. This allows us to 
recognize recipients who are simultaneously enrolled in more than one plan, members 
who are reinstated with a new identification number, or that have multiple simultaneous 
coverages based on various eligibility factors such as “duals” members who have both 
Medicaid and Medicare. Our system is flexible enough to allow the same person to be 
enrolled with  more than one member number, yet sophisticated enough to recognize 
and track such members as the same individual. Our system can store and cross-
reference multiple member-identifiers to ensure smooth interfaces between inbound 
and outbound file processes.  


 


3.13.3.2 The vendor shall update its eligibility database whenever enrolled recipients 
change names, phone numbers, and/or addresses, and shall notify DHCFP of such 
changes. 


We strive to maintain current demographic information for all members including name, 
phone numbers, address, telephone number and email. We update information in our 
MIS system when we learn about changes to member demographic information.  We 
have mechanisms in place to distinguish the source of updates and to report changes 
submitted by members back to DHCFP as part of a data reconciliation process.  Such a 
process would be carefully coordinated with the client in order to maintain data 
integrity. 
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3.13.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not 
accurate.   


We will notify the DHCFP of member addresses that we believe are inaccurate in the 
manner and frequency requested by the DHCFP. Our data reconciliation process would 
is designed to identify discrepancies between the client-submitted data and our 
membership database, without regard to any member-reported changes. Moreover, if 
any addresses are deemed undeliverable by the USPS, our discrepancy report would 
include that as a non-deliverable address discrepancy.  


 


3.13.4 Encounter and Claims Records  


3.13.4.1 The encounter data reporting system must be designed to assure aggregated, 
unduplicated service counts provided across service categories, provider types, and 
treatment facilities. The vendor shall use a standardized methodology capable of 
supporting CMS reporting categories for collecting service event data and costs 
associated with each category of service.  


3.13.4.2 The vendor shall collect and submit service specific encounter data in the 
appropriate   American Dental Association (ADA) Claims Form format or an alternative 
format if prior approved by the DHCFP. The data submitted to the actuary must 
balance with the data submitted to the DHCFP. The data shall be submitted in 
accordance with the requirements set forth in the contract. The data shall include all 
services reimbursed by Medicaid.  


LIBERTY has over a decade of experience, managing approximately 2 million Medicaid 
recipients—both children and adults—and has the capability to meet various DHCFP 
program standards. We provide encounter data on either a weekly or a monthly basis 
for 80% of our clients’ membership, and we commend DHCFP for examining encounter 
information and considering quality of care, not just quantity. LIBERTY fully complies with 
industry-accepted clean claim standards for all encounter data, including submission 
of complete and accurate data for all Medically Necessary Covered Services, 
including Value-Added Services, for all fields required on standard billing forms or 
electronic claim formats to support proper adjudication of a claim. We will work with 
DHCFP to ensure compliance with the established data reporting standards, particularly 
as it relates to complete and accurate encounter data submission.  
 
Ensuring Accurate and Timely Encounter Data 
LIBERTY has a robust Claims and Encounter System with strong analytical tools built into 
the Core Application System. Checks and balances are in place to ensure that the data 
entered are accurate, complete, and compliant with government, internal, and DHCFP 
standards. In 2016 to date, we have reported encounter data on approximately two 
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million recipients with 98% accuracy and timeliness, and will work with DHCFP to 
maintain this accuracy rate. Encounter data accuracy is one of our top priorities. We 
receive and review all 999, 277’s, and other error reports and verify that all applicable 
errors are resolved and resubmitted within required timeframes. 


Claims/Encounter Automated and Manual Review  
Claims data are mined for encounter information, and in the event that there are data 
that are incorrect, no longer valid, or an element of a claim not identified as part of the 
original claim needs to be changed, LIBERTY can easily adjust the encounter claim 
immediately. Similarly, if DHCFP’s requirements change, we are accustomed to working 
quickly to correct or update the file layout, systems, or processes to meet those needs. 
Most corrections are data related, not format related, and therefore do not require a 
layout update.  


We maintain an internal audit team that reviews claims processing and adjudication 
rules to ensure claims are processed correctly. Prior to any new group going live, 
sample or test claims are processed to meet all the scenarios based on the plan. This is 
run through the adjudication and claims processing within our core application to 
ensure that once we promote the plan and group to production, all issues have been 
addressed. Once promoted to production, we continue to audit the claims. This 
includes, but is not limited to, group review, claims processor (to ensure adjustment 
accuracy), Lines of Business (LOB), and other packages that perform either random 
sampling or complete reviews. Reports are given to claims management for them to 
perform corrective action plans in the event unfavorable findings are found. 


Provider Education  
The encounter data that we collect from our providers and reports on are grouped into 
member characteristics, provider characteristics, and services furnished to members. 
We work with our providers to educate and train them on claims submission, which 
includes encounter data elements. We also work with our providers to accept claims 
via electronic submission and paper submission. LIBERTY has the ability to receive 
encounter data in all standardized formats (e.g., paper, EDI, Clearing House, FAX, 
Portals). 


We monitor encounter data for completeness via our Management Information System. 
Our Utilization and Provider Relations teams work to identify offices that are either not 
submitting, or are under-submitting, their encounter data. We then implement outreach 
campaigns to have encounter data submitted in the required manner.  


Every time a claim goes through the check process and the group is slated for 837D, an 
encounter submission record is created. In the HIPAA Gateway output screen, any 
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unsent records are shown. Once the 837D file is created, the file name and date are 
attached to the EDI tab of each individual claim so that you can see when they have 
been submitted. There are reports that show claims that do not have submissions. These 
are especially helpful when verifying that all claims have been sent out to DHCFP or 
troubleshooting issues.  


For offices that have low utilization, Network Managers outreach to the practices and 
offer educational support and training. Our counseling sessions have anecdotally 
proven to be effective in engaging with providers and improving submission of 
accurate and complete claims and encounters. In the event that utilization rates do not 
improve after counseling sessions, we will stop new enrollment to the practice and may 
eventually terminate the office’s contract. 


 


3.13.5 Data Requirements and Certification 


3.13.5.1 All encounter data must be submitted to the DHCFP or designated contractor 
per EDI standards and federal regulations.  


3.13.5.2 All encounter data must reflect all adjustments and voids. 


3.13.5.3 Regardless of collection status, all improper payments must be adjusted or 
voided from the encounter data within timeframes specified by the DHCFP.  


3.13.5.4 The contract requires the vendor to certify enrollment information, encounter 
data, payment data, and other information submitted to the State for purposes of 
developing vendor payment. Data must comply with the applicable certification 
requirements for data and documents specified by DHCFP pursuant to 42 C.F.R. § 
438.604, 438.606 and 457.950.  A certification, which attests, based on best knowledge, 
information, and belief that the data are accurate, complete and truthful as required 
by the State for participation in the Medicaid program and constrained in contracts, 
proposals and related documents. 


3.13.5.5 The data submitted to the state by the vendor for purposes of determining 
vendor payments must be certified by one of the following: 


A. The vendor’s Chief Executive Officer; 


B. The vendor’s Chief Financial Officer; or 


C. An individual who has delegated authority to sign for, and who reports directly to 
the vendor’s Chief Executive Officer or the Chief Financial Officer. 


3.13.5.6 Compliance with the requirement of data certification in this agreement is a 
condition for payment by the government. The vendor must agree that he/she has 
read and understands the data certification requirement and agree to comply with all 
applicable laws and regulations. 
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Our systems are highly flexible, allowing us to accommodate most data requests, 
including identifying different and specific data elements in the 837D or other encounter 
file formats that we send. We will work with DHCFP to develop a mutually agreeable 
method of delivering encounter data. All encounter data is stored in our MIS system, 
and tracks all adjustments of an encounter. Each file sent to DHCFP will be accurate 
and contain adjustments. Our system does not “Void” a claim, it would be adjusted 
based on the current information at processing. In the event an encounter was 
processed incorrectly, it would be adjusted and reprocessed. That data would then be 
submitted to DHCFP in the encounter file. 


Timeliness is our other top priority when it comes to encounter data. All encounter data 
reporting needs will be recorded in our compliance database to ensure timely 
submission. Our compliance database alerts us to all report due dates and sends 
reminders until the report is submitted and a copy is uploaded to the system. Report 
submission timeliness is reviewed on a monthly basis and corrective actions are taken, 
if necessary. Our system flags all encounter data submitted through the 837 process as 
sent once it is output to file. Subsequent files only pull claims data that is not marked as 
sent. For custom or flat files submissions, data are generated by paid date, and prior to 
sending files to clients, they are audited to ensure the proper date ranges. We have 
internal controls to ensure that all data are loaded and processed in our MIS database, 
to include claims inventory reports, aging reports, checks or financial reports, and other 
controls within the system to cross balance the encounter data.  


We are able to handle the fully compliant HIPAA 5010 837D transaction set, and that 
can be customized to meet the requirements provided. Our software (HIPAA Gateway) 
is extremely customizable and can format the standard 837D to meet a variety of 
compliance requirements. These data include, but are not limited to, applicable 
member, provider, claim, and payment details. We can also provide other file 
submission layouts (CSV, ASCII, TXT, Fix Width, or other) in the event they are required by  
to DHCFP  


their encounter or other reporting requirements. We currently send these formats to 
other clients upon their request. LIBERTY prides itself on its flexibility and responsiveness 
in meeting our clients’ needs, and we can provide custom layouts upon request.  


Validation  
All of our files are run through EDIFECS for validation and can also test with other 
validation tools (e.g., state compliance tool). There are data integrity checks in place to 
prevent non-compliant data from entering into the system. These integrity checks 
include CPT procedure codes and HIPAA Claim Adjustment Reason Codes (CARCs). 
CPT and CARC codes are reviewed and updated at least annually. We can also accept 
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DHCFP’s layout and work to meet your requirements. We understand that statutes and 
regulations are ever changing, and will work with DHCFP to meet your current and 
future needs.  


We will provide all processed versions of a claim to DHCFP, including first time and 
adjustments (for any reason) within the encounter file. This includes financial information 
that meets your reporting requirements. HIPAA 837D has a flag to show if a claim is an 
original claim or if it is a replacement. Every time a claim goes through the payment 
process and that group is slated for 837D, a record is created in HIPAA Gateway that 
will be picked up on the next 837D run, which can occur weekly or monthly, depending 
on volume. LIBERTY’s standard CSV claim export also sends adjustments, as it is based 
on check data as well. Other formats could include this information if requested. 


We maintain an internal audit team that reviews claims processing and adjudication 
rules to ensure claims are processed correctly. Prior to any new group going live, 
sample or test claims are processed to meet all the scenarios based on the plan. This is 
run through the adjudication and claims processing within or core application. This 
ensures once we promote the plan and group to Production, that all issues have been 
addressed. Once promoted to Production we continue to audit the claims. This includes 
but not limited to, group review, claims processor (to ensure adjustment accuracy), 
Lines of Business (LOB), and other packages the either random sampling or complete 
reviews are done. Reports are given to claims management for them to do correct 
action plans in the event unfavorable finding are found.  


We understand that HIPAA compliant files need to contain an NPI to be compliant. As 
part of our network recruitment process, this is one of the required elements to 
becoming an active provider in our system. In the event of an “Out of Network” 
provider being utilize for treatment, the claim would be denied and sent to DHCFP in the 
encounter file (Unless OON benefits apply) and we would reach out to provider to get 
an NPI. 


We are capable and willing to submit the encounter file on a weekly or monthly basis. 
We can meet the two (2) day submission schedule without issue. We maintain the life 
cycle of all its applications to ensure we are compliant with current and future 
regulatory requirements. We also work with our business partners to enhance our 
systems we necessary to meet client specific needs as well. 
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3.13.6 EPSDT Tracking System 


The vendor shall operate a system that tracks EPSDT activities for each enrolled 
Medicaid eligible child by name and Medicaid identification number. The system shall 
allow the vendor to report annually on the CMS reporting form.  This system shall be 
enhanced, if needed, to meet any other reporting requirements instituted by CMS or 
the DHCFP. 


Our  system currently tracks EPSDT activities overall, by region, by county, by city, by zip 
code and for each Medicaid eligible child by name and Medicaid identification 
number for our other Medicaid programs. The system runs CMS-416 (measures 12a – 
12f) and HEDIS® Annual Dental Visit (ADV) reports for custom specified timeframes to 
track utilization of EPSDT services for all of our state Medicaid programs, and will do the 
same for the State of Nevada. We currently provide this information to our other 
Medicaid clients on a monthly or quarterly basis, and examples of the output reports 
and our experience tracking EPSDT services are below. LIBERTY compares these reports 
to local and nationwide statistics as well as previous years’ statistics to measure 
effectiveness of current programs, to ensure services are delivered within established 
timeframes, to identify opportunities to improve current programs, and to identify 
opportunities for future programs. Members who are identified as not having received 
services within established timeframes are contacted via our outbound call campaigns, 
text messaging, and the additional EPSDT outreach programs listed throughout this 
proposal, specifically in section 3.3.4. 
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3.14	OPERATIONAL	REQUIREMENTS 
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3.14 OPERATIONAL REQUIREMENTS 


3.14.1 Dental Director's Office 


The vendor must designate a Dental Director to be responsible for the oversight of 
development, implementation and review of the vendor's Internal Quality Assurance 
Program, including implementation of and adherence to any Plan of Correction. The 
Dental Director need not serve full time or be a salaried employee of the vendor, but 
the vendor must be prepared to demonstrate it is capable of meeting all requirements 
using a part-time or contracted non-employee director. The vendor may also use 
assistant or associate Dental Directors to help perform the functions of this office. The 
Dental Director and the vendor's Utilization Management and Internal Quality 
Assurance Plan Committee are accountable to the vendor's governing body.  The 
Dental Director must be licensed to practice dentistry in the State of Nevada.   


We will employ a Dental Director licensed to practice dentistry in the State of Nevada. 
Our Dental Director will be located at our office in Las Vegas, and will provide regional 
expertise to support the oversight of our robust Internal Quality Assurance Program 
(IQAP). The Dental Director will also be responsible for all aspects of that program 
including IQAP Committee and IQAP Sub-Committees, grievances and appeals, access 
and availability, Potential Quality Issues (PQI), Utilization Management, and Utilization 
Review. All Dental Services staff located in the Las Vegas office will have access to the 
Dental Director for clinical decision making. Ultimately, our Dental Director, Utilization 
Management program, and IQAP Committee are accountable to LIBERTY’s Board of 
Directors.  


LIBERTY currently administers dental in Nevada with over 64,000 members and 1,339 
providers, and we are familiar with Nevada’s diverse population and unique needs. 
LIBERTY has a Medicaid presence in 6 states, and as a result, employs many licensed 
Dental Directors and Dental Consultants who, combined, have well over 150 years of 
Medicaid experience either in dental practice or dental plan administration. Our Dental 
Directors and Dental Consultants work collaboratively to identify trends and address 
needs in each state. In addition to routine daily contact, LIBERTY conducts monthly 
Quality Management/Utilization Management meetings for each state where we have 
a Medicaid presence, in which all Dental Directors participate and gain exposure and 
knowledge about state-specific and/or nationwide trends in Medicaid markets. 


 
 


3.14.2 The responsibilities of the Dental Director include the following: 


3.14.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality 
Assurance Plan committee; 
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3.14.2.2 Directs the development and implementation of the vendor's Internal Quality 
Assurance Plan (IQAP) and utilization management activities and monitoring the quality 
of care that vendor’ recipients receive; 


3.14.2.3 Oversees the development and revision of the vendor's clinical care standards 
and practice guidelines and protocols; 


3.14.2.4 Reviews all potential quality of care problems, and oversees the development, 
and implementation of, as well as the adherence to, Plans of Correction; 


The Dental Director will serve as the Chair to the Utilization Management and Quality 
Assurance Plan Committees. In that role, our Dental Director will lead and direct the QM 
and IQAP activities not only at the Committee level, but also in terms of day to day 
operations. As with our Medicaid operations across the country, our Nevada Dental 
Director will be available to our staff for clinical decision making and advice 
concerning several aspects of the plan operation, including Utilization and Quality 
Management. LIBERTY’s Dental Director is tasked with the ongoing development of our 
clinical care guidelines and practice standards and will oversee all potential quality of 
care problems. 


 


3.14.2.5 Oversees the vendor's referral process for specialty and out-of-network services.  
All services prescribed by a PDP or requested by a recipient which are denied by the 
vendor must be reviewed by a dentist with the reason for the denial being 
documented and logged; 


We understand the value of clear and comprehensive clinical care guidelines and 
practice standards. LIBERTY’s guidelines and practice standards are the culmination of 
several years of industry experience combined with local market knowledge. Because 
LIBERTY is currently operating in the Nevada commercial market, our clinical care 
guidelines and practice standards are developed not only to be consistent with 
nationally recognized standards of dental care but also sensitive to any specific 
requirements in Nevada. LIBERTY’s Dental Director is tasked with the ongoing 
development of our clinical care guidelines and practice standards. On an annual 
basis, our Peer Review Committee conducts a thorough review of our clinical care 
guidelines and practice standards to ensure they remain current.   


 


3.14.2 6 Oversees the vendor's provider recruitment and credentialing activities; 


LIBERTY’s Dental Director is responsible for the oversight of the provider recruitment and 
credentialing processes. He/she is engaged in the recruitment goal setting, ensuring we 
are meeting provider access and availability standards in Nevada, as well as 
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geographic needs. LIBERTY’s experienced credentialing department is located in Irvine, 
California and performs NCQA level credentialing. The Credentialing team relies on the 
leadership of our Dental Directors throughout the country. Our Nevada Dental Director 
will provide similar oversight of the initial credentialing and recredentialing activities for 
Nevada providers.  


 
3.14.2.7 Serves as a liaison between the vendor and its providers, communicating 
regularly with the vendor's providers, including oversight of provider education, in-
service training and orientation; 


Through initial orientation, routine periodic newsletters, our online provider portal, our 
ongoing educational opportunities, and frequent Fax Blasts, LIBERTY maintains an 
ongoing two-way line of communication with our providers. Our online provider portal 
contains continuing education courses on various topics for our providers to access. 
Our Dental Directors participate in the creation and ongoing development of the 
material and language used in provider orientation and any in-service training needed.  


 


3.14.2.8 Serves as the vendor’s consultant to dental staff with regard to referrals, denials, 
grievances and problems; 


LIBERTY’s Nevada Dental Director will be available for consultation through phone or 
email for LIBERTY’s dentist and non-dentist staff as well as our network providers for 
assistance with or questions about referrals, denials, grievances and any other 
problems that require clinical expertise.  


 


3.14.2.9 Ensures coordination of out-of-network services; and 


Coordination of Out-of-Network Services 
The Nevada Dental Director will oversee all coordination of out-of-network services 
processed by our Internal Response Unit (IRU). 


 
 


3.14.2.10 The vendor must also identify a liaison, which can be the Dental Director, to 
work with DHCFP regarding utilization review and quality assurance issues. 


LIBERTY’s Dental Director will be the designated liaison to work with DHCFP regarding 
utilization review and quality assurance issues.  
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3.14.3 Vendor Operating Structure and Staffing 


The vendor must assure the DHCFP that the organization is adequately staffed with 
experienced, qualified personnel. The vendor shall provide such assurances as follows: 


3.14.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months 
or whenever a significant change in the organization occurs.  The organizational chart 
must depict each functional unit of the organization, numbers and types of staff for 
each function identified, lines of authority governing the interaction of staff, and 
relationships with major subcontractors. The organizational chart must also identify key 
personnel and senior-level management staff and clearly delineate lines of authority 
over all functions of the Contract.  The names of key personnel must be shown on the 
organizational chart. The State must approve all awarded vendor key staff. The State 
reserves the right to require the removal of any member of the awarded vendor's staff 
from the project. 


 


We understand and will comply with the requirements of section 3.14.3.1. 


Proposed Staffing Plan 
In order to provide comprehensive dental services to the State of Nevada Medicaid 
recipients, LIBERTY has created a customized staffing plan to ensure that we have 
staffing levels ready to provide these services. We operate from a community-based 
approach that leverages existing relationships and programs and builds on local 
expertise. LIBERTY believes in “thinking globally and acting locally” when designing our 
staffing plan for the State of Nevada. 


LIBERTY is proud of the local Nevada workforce we have built, which is comprised of 
talented, highly qualified individuals who carry out our mission of making a lasting 
difference in our members’ lives by improving their health and well-being. Since 
LIBERTY’s member populations represent a wide variety of demographic backgrounds, 
health and socioeconomic needs, and psychosocial challenges, staffing profiles and 
plans have been developed to support a diverse population. 


To maintain staffing levels, we draw upon our expertise in technology and utilize the 
latest social media platforms to simultaneously reach out to large numbers of 
potentially qualified candidates who fit our position demographics. This approach is 
particularly important for the customer support positions that do not frequent job fairs or 
post resumes. Instead, LIBERTY is able to contact this targeted audience through 
Facebook, blogs, Twitter, LinkedIn, and at local schools and businesses. Our approach 
of “One Click Applying” increases the response rate and the pool of qualified 
candidates for each position. 
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We also understand the importance of hiring locally from a base of seasoned local 
management who is familiar with the state’s regional differences. By hiring local and 
using existing Nevada employees who are already familiar with Medicaid business and 
the nuances of the State of Nevada,, our staff becomes a powerful resource that 
maximizes operational efficiency and minimizes start-up time. 


Assuming the growth in membership predicted in the RFP, we project that we will hire 
additional employees for the program, the majority of whom will be located in our 
Nevada office.  


LIBERTY thrives in a dynamic environment and expansion and growth has been the 
cornerstone of expanding our mission to serve more recipients. We are experienced in 
hiring and onboarding large numbers of new staff to maintain the needed staffing levels 
of our operations. Developing a qualified workforce to serve the Nevada population will 
be a top priority of implementation which we will achieve through our expertise and 
proven processes.  


An important component of our staffing and screening process includes an exhaustive 
pre-employment background check that includes E-Verify to ensure that all staff is 
authorized to render services under the law in Nevada. Additionally, our background 
check reviews criminal, civil, OIG, and SAM’s requirements and ensures that each 
candidate is legally authorized to render services in Nevada and is not debarred or 
suspended before he or she can move forward in the hiring process. We run a monthly 
OIG/SAM’s report on existing personnel to confirm that the standards are maintained 
throughout the tenure of all employees and contingent staff. 


We will provide to DHCP an updated organizational chart every six months or whenever 
a significant change in the organization occurs.  The organizational chart depicts each 
functional unit of the organization, number of types of staff and each function with lines 
of authority governing the interaction of staff.  The organizational chart identifies key 
personnel and senior-level management staff and clearly delineates lines of authority 
over all functions involved in this contract.  The names of key personnel are in the 
organizational chart.  We understand that DHCFP reserves the right to require the 
removal of any recipient of our key staff from the project. 


Following in Figure 3.14.2-1 is our organization chart: 
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FIGURE 3.14.2-1. ORGANIZATIONAL CHARTS 
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3.14.3.2 The vendor must have in place the organizational, management and 
administrative systems capable of fulfilling all contract requirements. At a minimum, the 
vendor must have qualified staff in the following areas: 


A. Executive management; 


B. Operations Manager; 


C. Accounting and budgeting; 


D. Dental Director's office; 


E. Dental Management, including quality assurance/utilization review; 


F. Recipient services; 


G. Provider services; 


H. Grievances, appeals, and fair hearings; 


I. Claims processing;  


J. Management information systems (MIS); and 


K. Program Integrity. 


We understand and will comply with the requirements of Section 3.14.3.2 A-K. 


With operational experience in the State of Nevada since 2008, starting with operational 
management to recipient services, claims processing and provider services, to name a 
few, we are prepared to fulfill DHCFP’s dental contract. Our staffing approach is based 
on a robust model, factoring in multiple variables to create optimal staffing to maintain 
appropriate levels at all times and to ensure the achievement of the recipients’ clinical 
outcomes and high recipient satisfaction. 


Our administrative systems have the flexibility to adjust the scale of our operation 
effectively and efficiently.   


 
 
 


3.14.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who 
may not be assigned to any other responsibility and must be housed in the vendor’s 
Nevada administrative offices, key personnel may be responsible for more than one 
area. The vendor shall ensure that all staff has appropriate training, education, and 
experience to fulfill the requirements of their positions, including the Nevada 
Medicaid/CHIP Operations Manager.  The vendor shall inform DHCFP in writing within 
seven (7) calendar days of any changes in the following key positions: 


A. Administrator; 
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B. Chief Financial Officer; 


C. Dental Director; 


D. Recipient Services Manager; 


E. Provider Services Manager; 


F. Grievance and Appeals Coordinator; 


G. Claims Administrator; and 


H. Nevada Operations Manager. 


We understand and will comply with the requirements of Section 3.14.3.3 A-H. 


Training Offered to Employees 
To acclimate new employees to LIBERTY, all new staff members attend an onboarding 
New Employee Manual (NEM) training provided by Corporate Employment 
Development Department (CEDD) which allows our employees to learn about LIBERTY’s 
culture, and the industry in which we work. NEM training provides an overview of various 
departments at LIBERTY and what the responsibilities of each. We discuss Enrollment, 
Member Services, Claims, Account Management, Provider Relations, Provider Services, 
and Quality Management responsibilities at a high level and how all the departments 
interact. Additionally, every employee who works on unique software applications 
receives three to four weeks of specific computer education. For example, the Member 
Services Representative training involves an additional three weeks and up to four 
weeks for new employees in the Claims Department. After successful completion and 
certification of new hire training, employees transition to their departments for 
production training.  


As CEDD focuses on providing training to help develop employees for a successful 
tenure at LIBERTY, it offers the following courses on an ongoing basis. These courses are 
developed with adult learning methods in mind. 


Cultural Awareness - This course provides general knowledge of cultural 
awareness/sensitivity in the workplace relating to language, ethnicity, religion, gender 
orientation, and the teams with whom we work. The definition of Cultural Differences is 
addressed in addition to providing a related activity. 


LIBERTY Dental Plans 101 - Overview of LIBERTY Dental Insurance products, services, and 
network types. 


LIBERTY Dental Plans 102 - Medicaid and Medicare Overview as it relates to LIBERTY. This 
course is intended to provide an overview of Medicaid and Medicare programs and 
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lines of business. Also, to develop an understanding of the different sub-programs that 
fall under the Medicaid and Medicare groups at LIBERTY (TANF, CHIP, SNF etc.). 


Soft Skills - This training will allow participants to gain the proper skills to communicate 
with beneficiaries, providers, vendors, business partners, and colleagues. This training is 
available to all LIBERTY employees desiring to improve their customer service soft skills.  


Supervisor I - Phase I - Establishing relationships by building trust and respect, Effective 
vs Non-effective Supervisor traits, Active Listening Protocol, Administrative 
responsibilities (Ways to get organized). 


Mentoring - we provide mentoring to staff identified on our succession plan 


Supervisor II - Phase II - FOCUS ON BUILDING YOUR TEAM: Time management, Difficult 
Conversations, Delegating, Teambuilding Exercises 


Supervisor III - Phase III - THE MINDSET OF A LEADER. Growing into an effective leader: 
How to evaluate your team, Boost Morale - Create a positive culture 


Leadership Development  -  centered on four main programs, "Exploring Leadership" for 
individual contributors, "ICL" for individual contributors on the succession plan, 
"Operations Management Leadership” for all team leader and manger level 
employees, and "Leadership for the Next Generation" for Sr. Managers on the 
succession plan. 


Annual Corporate Training 
All staff receives annual training on a variety of key subjects to ensure they are 
equipped with the knowledge to perform their job duties to meet the highest 
performance and compliance standards. Courses include: 


• Employee Code of Conduct 
• CMS – Fraud, Waste, and Abuse Training 
• Culturally and Linguistically Appropriateness 
• HIPAA Privacy 
• Critical Incident Training 
• Language Assistance Training 
• CMS – General Compliance Training 
• Fidelis 2016 Compliance Training 
• Physical Security 
• Internet Security 
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CEDD Dashboard 
Our CEDD Dashboard (Figure 3.14.3.3-1) was created to keep employees current in 
required training. Each employee’s dashboard provides employees with a list of all the 
classes they have completed and which courses remain pending. Through dashboards, 
managers and business owners are able to view in real time those Staff with outstanding 
coursework. 


FIGURE 3.14.3.3 -1. CEDD DASHBOARD 


 


Our commitment is to provide an unmatched quality of service to our recipients, clients 
and providers and believe that to accomplish this goal we must have a team that is 
qualified, trained and experienced to perform at a high standard.  Should we find it 
necessary to make a change in staff in any of the key positions noted by DHCFP, we will 
inform DHCFP in writing within seven calendar days.   


3.14.4 Subcontractors 


The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts 
with health care professionals.  


The vendor shall comply with the following: 


3.14.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate 
to the service or activity delegated under the subcontract; 


3.14.4.2 The vendor is responsible for oversight of all network subcontracts and is 
accountable for any responsibilities it delegates to any subcontracted provider (AKA, 
subcontractor).  The vendor must evaluate the prospective subcontractor’s ability to 
perform the activities to be delegated; 


3.14.4.3 All subcontracts for administrative services provided pursuant to this RFP, 
including, but not limited to, utilization review, quality assurance, recipient services, and 
claims processing, shall be prior- approved by DHCFP.  Prior to the award of any 
subcontract or execution of an agreement with a delegated entity, the vendor must 
provide written information to the DHCFP disclosing the vendor’s ownership interest of 
five percent (5%) or more in the subcontractor or delegated entity, if applicable.  All 
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subcontracts shall be submitted to DHCFP for approval prior to their effective date.  
Failure to obtain advance written approval of a subcontract from DHCFP will result in 
the application of a penalty of $25,000 for each incident; 


3.14.4.4 By the service start date and whenever a change occurs, submit to DHCFP for 
review and approval the names of any material subcontractors the vendor has hired to 
perform any of the requirements of the Contract and the names of their principals; 


3.14.4.5 Maintain all agreements and subcontracts relating to the contract in writing.  
Provide copies of all agreements and subcontracts to DHCFP within five (5) days of 
receiving such request.  All such agreements and subcontracts shall contain relevant 
provisions of the contract appropriate to the subcontracted service or activity, 
specifically including but not limited to the provisions related to confidentiality, HIPAA 
requirements, insurance requirements and record retention.  The vendor has the 
responsibility to assure that subcontractors are adequately insured to current insurance 
industry standards; 


3.14.4.6 Remain fully responsible for meeting all of the requirements of the Contract 
regardless of any subcontracts for the performance of any Contract responsibility.  No 
subcontract will operate to relieve the vendor of its legal responsibility under the 
Contract; 


3.14.4.7 Must have a written agreement with the subcontractor that specifies the 
activities and report responsibilities delegated to the subcontractor and provides for 
revoking delegation or imposing sanctions if the subcontractor’s performance is 
inadequate or substandard; 


3.14.4.8 Must monitor the subcontractor’s performance on an on-going basis and 
subject the subcontractor to formal review according to periodic schedules established 
by the State, consistent with industry standards and/or State laws and regulations.  If the 
vendor identifies deficiencies or areas for improvement, the vendor and the 
subcontractor must take corrective action; 


3.14.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor 
of the vendor’s intention to terminate any such subcontract;  


3.14.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must 
provide full and complete information about the ownership of any subcontractor with 
whom the vendor has had business transactions totaling more than twenty-five 
thousand dollars ($25,000.00) during the twelve-month (12-month) period ending on the 
date of request as required by 42 CFR 455.105.  Failure to timely comply with the request 
will result in withholding of payment by the State to the vendor.  Payment for services 
will cease on the day following the date the information is due and begin again on the 
day after the date on which the information is received; 


3.14.4.11 DHCFP retains the right to review contracts between the vendor and 
providers.  DHCFP agrees to protect the terms of Vendor-Provider contracts, if the 
vendor clearly label individual documents as a "trade secret" or "confidential"” as per 
Section 25 of Attachment D, Contract Form; and 
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3.14.4.12 In the event any network provider or subcontractor is determined not to meet 
federal requirements and results in a federal disallowance of federal funds, the vendor 
will be financially responsible to refund the amount of the federal disallowance and the 
corresponding state share to DHCFP.  If such disallowance is treated as a default or 
breach, or otherwise subject the vendor to sanctions under Section 13 of Attachment D 
Contract Form, any such liquidated damages are not exclusive and are in addition to 
any other remedies available under this contract.  All existing subcontracts, requiring 
amendments to meet the requirements of this contract, shall be amended.  All future 
subcontracts must meet the requirements of this contract and any amendments 
thereto. 


We have the unique ability to directly and effectively perform nearly all the activities 
required under the DHCFP contract.  We intend to engage only three subcontractors 
under the Nevada contract. We have extensive experience working with these 
subcontractors in other states and have developed thorough oversight mechanisms to 
ensure they deliver high quality services.  Below are the subcontractors and services 
they intend to offer:   


1. Interpretation/Translation services provided by MAGNUS 
2. Primary source verification services provided by VerifPoint and  
3. Fulfillment services provided by OCDM 


Due to our long relationship with these subcontractors providing services for our other 
Medicaid contracts throughout the country, they are fully aware of, and compliant with, 
our strict policy requiring contracts with subcontractors and downstream vendors to 
adhere to all the same conditions and obligations as those LIBERTY is bound to in our 
contracts with state and federal entities, including compliance with: 


1.  All relevant sections of 42 CFR 438, as applicable; 
2.  Relevant confidentiality and HIPAA provisions, including a BAA, if applicable;  
3.  Insurance requirements (adequate insurance, current industry standards) 
4.  Record retention obligations 
5.  Clear and specific scope of work, including sanctions for failure to perform, or 


substandard performance; 
Our agreements with these subcontractors are maintained in writing and we are fully 
capable of providing DHCFP copies within five (5) days of request.  In addition, we 
regularly maintain through affidavits, and are prepared to provide full and complete 
information about the ownership of any subcontractor with whom we have had business 
transactions totaling more than twenty-five thousand dollars ($25,000.00) during the 
twelve-month (12-month) period ending on the date of request.  
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While we do not intend to engage any subcontractor other than those listed above to 
perform activities under the Nevada contract, if circumstances arise that require us to 
do, we fully understand and will comply with Nevada’s requirement to obtain prior 
approval from DHFCP.  In addition, we are prepared to formally submit to DHCFP for 
review and approval the names of the subcontractors noted above, and the names of 
their principles and will do so by the service start date, and whenever a change occurs.  
Similarly, we will notify DHCFP, in writing, immediately upon notifying any material 
subcontractor of our intention to terminate their subcontract.   


Due Diligence 
Based on their proven track records, and our working relationships with OCDM, 
MAGNUS, and VerifPoint, all three vendors consistently meet or exceed our contractual 
performance expectations.  Nonetheless, LIBERTY continues to monitor and evaluate 
their performance to ensure the activities they are delegated provide the best possible 
service to our members. LIBERTY accomplishes this through specific Policies and 
Procedures dedicated to the oversight of delegated activities which apply to any entity 
to which we have delegated administrative or health care functions. At the outset of 
any engagement, and on an ongoing basis thereafter, our Delegation Oversight 
Committee formally evaluates each subcontractor’s ability to perform delegated 
activities.  Specifically, upon initial contracting any subcontractor, we perform a pre-
delegation assessment covering several components, including:   
 


 Compliance – to determine whether the vendor has adequate systems in place 
to comply with all applicable regulatory and contractual requirements to which 
LIBERTY is subject (FWA, False Claims Act, HIPAA Privacy & Security, etc.). 
 


 Organizational and Financial Stability – to evaluate the vendor’s business 
practices and financial and operational stability, including their ability to 
perform all activities LIBERTY requires of a transportation vendor.  
 


 Onsite Visit – to review, first hand, the vendor’s facilities and to meet and 
interview, in person, key personnel, including outlining expectations to ensure a 
high level of service quality.  


 
 Privacy & Security – we enter into a Business Associate Agreement with any 


vendor that handles or has access to our members’ PHI.  
 


 Grievances – at the outset of any new vendor engagement, we establish a 
documented protocol for identifying and referring grievances to LIBERTY for 
resolution.  LIBERTY requires all vendors to fully cooperate with us in researching 
and resolving complaints, in order to ensure our ability to comply with applicable 
grievance, appeal, and fair hearing procedures and timelines. 
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Vendor Oversight 
Moreover, if LIBERTY is awarded the Nevada contract, our Vendor Oversight Program, 
carried out by LIBERTY’s Delegation Oversight Committee will be responsible for the 
following, consistent with DHCFP’s prescribed schedules, and applicable law:  


 
 Ensuring delivery of administrative and health care services at an acceptable or 


higher level of care to meet all standards required by this RFP. In LIBERTY’s pre-
delegation assessment, and ongoing oversight program, we evaluate whether 
subcontractors are accountable, responsive, reliable, patient, have well-
developed communication skills, and adhere to customer service industry’s best 
practices. In addition, LIBERTY ensures that the subcontractor maintains a 
reasonable accounting system that enables LIBERTY, our clients, and relevant 
oversight entities to readily audit, examine, and make copies of or extracts from 
all financial and other records related to services it performs on behalf of LIBERTY, 
including onsite inspections, on demand. 
 


 Ensure adherence to required grievance policies and procedures. With each 
vendor that performs administrative or healthcare services for us, we establish a 
documented protocol for identifying and referring grievances to LIBERTY for 
resolution.  LIBERTY requires our vendors to fully cooperate with us in researching 
and resolving complaints, in order to ensure our ability to comply with applicable 
grievance, appeal, and fair hearing procedures and timelines. We regularly 
monitor our vendors’ adherence to complaint protocols, during monthly joint 
operating committee meetings and work collaboratively with them to resolve the 
root causes of any instances of member or provider dissatisfaction.  
 


3.14.5 Implementation 


3.14.5.1 Vendor Plan 


The vendor shall: 


A. Develop and submit to DHCFP for approval, no later than one (1) month after 
notification that DHCFP has selected it for Contract negotiations, a detailed work 
plan and timeline for performing the obligations set forth in the Contract for the first 
contract year. 


B. Provide DHCFP with updates to the initial work plan and timeline, identifying 
adjustments that have been made to either, and describing the vendor’s current 
state of readiness to perform all Contract obligations.  Until the service start date, 
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the vendor shall provide biweekly written updates to the work plan and timeline, 
and thereafter as often as DHCFP determines necessary. 


C. Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) 
business days prior to the service start date, all deliverables to allow for timely DHCFP 
identified modifications. 


D. Beginning no later than sixty (60) calendar days prior to the service start date, the 
vendor shall implement procedures necessary to obtain executed subcontracts and 
Medicaid provider agreements with a sufficient number of providers to ensure 
satisfactory coverage of initial enrollments.  The DHCFP reserves the right to require 
an access report at any time after the service start date when barriers to access or 
network inadequacies are identified or are questionable. 


E. Ensure that all workplace requirements the DHCFP deems necessary, including but 
not limited to office space, post office boxes, telephones and equipment, are in 
place and operative as of the service start date. 


F. Ensure that there is no interruption of covered services to enrolled recipients and 
work cooperatively with the DHCFP to meet these requirements. 


G. Ensure that a toll-free telephone number is in operation at the vendor’s office as of 
8:00 a.m. (Pacific Time) on the first day of the open enrollment period for recipient 
access and remains in operation for the duration of the contract, unless otherwise 
directed or agreed to by the DHCFP.  A single telephone number may be utilized as 
long as there is a menu option to channel different caller categories, e.g. recipients, 
providers, etc.    


H. Establish and implement enrollment procedures and maintain applicable enrolled 
recipient data. 


I. Establish its Provider Network and maintain existing Provider Agreements with such 
Providers. 


Implementation Work Plan and Timeline 
For implementation, we will assemble a team of representatives from each of our 
internal departments to ensure a successful implementation in partnership with DHCFP. 
This includes a streamlined and efficient process whereby we dedicate our Nevada-
based team of experienced local community professionals who will work closely with 
our corporate management team to synchronize the entire implementation process. 


Our teams will collaborate to design a custom implementation work plan and timeline 
to be successfully executed under the guidance of our dedicated Nevada-based 
team.  All aspects of the implementation work plan and timeline are subject to 
approval by DHCFP.  The plan will have measurable objectives, timetables for 
completion, and incremental goals that are logically organized to result in a 
streamlined implementation process where all stakeholders are informed throughout.  
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We will hold bi-weekly meetings with DHCFP to provide updates to the initial work plan 
and timeline.  These scheduled meetings will be used to address issues, resolve 
problems swiftly, provide the utmost in continuity and efficiency, and detail the current 
state of readiness to perform the details outlined in the contract.  We will hold meetings 
with stakeholders to provide status, present issues for discussion, gather 
recommendations, and respond to DHCFP requests.  A tracking document will be 
provided to allow DHCFP to remain informed on all levels of detail until implementation 
has been successfully completed.  We commit to submitting all deliverables no less 
than ten business days prior to the service start date for DHCFP’s review and revision.  
After the start date, meetings will continue as often as determined necessary by DHCFP.   


Implementation tasks include: 


 Project Planning. Overall planning process to ensure that the project phases, 
activities, and tasks are undertaken in a coordinated fashion. 


 Project Execution. Identify the specific activities in the project, the resources 
applied to the project, and the organization of the project. 


 Project Closure. Release the deliverables to the business (once complete), close 
the project tasks, and perform a Post Implementation Review of the project. 


 Project Management. Discuss the project to ensure all parties are on schedule, 
and track the progress of the plans, such as: 
 


• Time Management. 
• Cost Management. 
• Quality Management. 
• Change Management. 
• Risk Management. 
• Issue Management. 
• Communications Management. 


 
We have successfully implemented multiple Medicaid programs in several states within 
relatively short timeframes, including those of Nevada’s size and scope. For example, 
we successfully implemented both Florida Medicaid Managed Medical Assistance 
(MMA) and Illinois’ Family Health Plan and Affordable Care Act (FHP/ACA), for effective 
dates of May 2014 and July 2014, respectively, at the exact same time for over 1 million 
members between the two states. As with all of our new partnerships, our goal is to 
ensure a seamless transition without any interruption of services to members.  Our 
claims system has the flexibility to allow for the setup and tracking of continuation of 
care by member.  The claims system will be tested prior to the effective date and will 
include testing of: claims payment, preauthorization processing, provider payments 
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and retroactive membership claims.  We would dedicate that same level of 
commitment, expertise and personalization to the Nevada program.  


Figure 3.14.5.1-1 below contains an excerpt of our sample implementation work plan 
and timeline; from here, we will work with DHCFP representatives to fully develop a 
custom plan for the contract.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Key Responsibilities 
Below we describe a number of our key responsibilities and how we plan to address 
them. 


Recruiting, Enrolling, and Maintaining an Appropriate Dental Provider Network 
We have 10 years of experience in developing and maintaining networks that serves a  
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culturally and geographically diverse patient base.  We understand the importance of 
ensuring that Nevada membership has access not only to dentists and staff that speak 
threshold languages, but that are also located within the defined regions. In developing 
provider networks, our primary concern is to recruit general dentists and specialists that 
are currently treating members in the program, familiar with special health care needs, 
and can offer wide range of services.  By no later than 60 calendar days prior to service 
start date, we commit to having a sufficient number of providers to serve initial member 
enrollment and will continue to develop, monitor and recruit our provider network.  We 
also commit to implementing procedures necessary to obtain executed Medicaid 
provider agreements and contracts. 


We will employ local Network Managers to support the growth of the Nevada 
membership and development of a strong and accessible provider network.  Our team 
monitors our network adequacy, anticipates future needs, and promptly identifies and 
addresses gaps to ensure that members have access to care and that we continue to 
meet Nevada standards.  We will provide an access report at any time should DHCFP 
require one. 


Workplace-Office Space, Equipment and Staff 
We commit to having Nevada office space, post office boxes, telephone systems, 
computer equipment, staffing, etc. in place prior to the service start date.  We are 
experienced in hiring, training and maintaining staff specifically for Medicaid programs 
in numerous states. Staffing models based on utilization data are used in each 
department to ensure we are hiring and maintaining sufficient staff levels throughout the 
life of the contract. We understand the importance of providing seasoned local 
management familiar with Nevada’s regional differences, and towards that end, we will 
commit our current Nevada office of seasoned professionals to support the 
implementation of the Nevada program. 


Toll-free Telephone Number Operation 
As of 8AM PT on the first day of open enrollment and on-going for the remainder of the 
contract, we will dedicate a toll-free telephone number with options to channel 
members and providers to different caller categories.   
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Eligibility data and verification 
We will establish and implement enrollment procedures and maintain data with DHCFP.  
We will verify eligibility for members and providers using numerous tools to ensure our 
members and providers have user-friendly, convenient ways to access information at 
any time. Our Member Service team handles routine eligibility verifications daily, while 
our web portal allows both members and providers to easily verify eligibility in real time 
without having to directly contact us. Also, members have the ability to verify their 
eligibility through our smart phone application, and even present a digital ID card to 
their provider as proof that they are a current member.  


 


3.14.5.2 Pre-Implementation Readiness Review 


DHCFP may conduct Operational and Financial Readiness Reviews on all awarded 
vendors and will, subject to the availability of the DHCFP resources, provide technical 
assistance as appropriate.  The purpose of the readiness reviews is to assess the 
vendor’s readiness and ability to provide services to enrolled recipients.  The areas that 
may be reviewed include, but are not limited to: financial operations; administration 
and organization; recipient services; provider network; quality improvement; and, 
management information systems, including claims processing and reporting systems.  
The vendor shall provide necessary documentation specified by the DHCFP and 
cooperate with the DHCFP or its designees in conducting the review.  The DHCFP shall 
determine when the vendor may begin marketing and providing program services.  
Provision of services as set forth in the contract is also subject to review and prior 
approval of CMS. 


Our experience and expertise in delivering network, dental, and administrative services 
to Medicaid managed care plans and states allow us to be proficient at completing 
pre-implementation reviews in a responsive manner in order to demonstrate to clients, 
governmental entities, and other oversight bodies our compliance with a variety of 
regulatory, quality, and service requirements.  Such reviews span all company 
operations and a wide array of state, federal, and industry requirements, and frequently 
include onsite audits, direct file and system reviews, and in-person interviews.  Areas 
frequently reviewed include:  


 adherence to financial operations;  
 administration and organization;  
 recipient services;  
 provider network;  
 quality improvement; and  
 management information systems, including claims processing and reporting 


systems. 
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In Nevada, we will complete the required readiness review by engaging our expert 
Quality and Compliance teams, and applying our established workflows.     


1. Readiness Tool: Within approximately three days or fewer of receiving readiness 
review materials, our survey teams will develop a customized internal crosswalk 
mapping each discrete review element to the functional area within LIBERTY 
responsible for response and ongoing oversight. 


2. Document Production: LIBERTY maintains a comprehensive repository of current 
policies, procedures, and substantiating documents used to respond to readiness 
review requests. We are skilled at producing clean, responsive materials which fulfill 
review requirements upon initial submission. Based on past experience with similar 
reviews, we estimate we can produce the required materials within 30 days of 
request.  


3. Offsite Review Question/Answer: LIBERTY designates highly trained, dedicated staff 
to liaise with each reviewer concerning any questions or requests for additional 
information. We strive for first contact resolution and, when this is not possible, we 
aim to produce additional materials within 24 to 72 hours of request. 


4. Onsite Review: LIBERTY is accustomed to having auditors on site and has established 
effective protocols for providing appropriate access to personnel, records, systems, 
and materials. Reviewers routinely compliment us on our open and engaging 
approach, our impressive facilities, and our knowledgeable staff. 


LIBERTY’s strong readiness review record comes from both our extensive experience in 
managing new implementations, and our formal approach to monitoring and adapting 
to relevant requirements at both the state and federal levels.  We are confident that 
applying this same approach in Nevada will yield similar and strong results. 


 


3.14.6 Presentation of Findings 


The vendor must obtain the DHCFP’s approval prior to publishing or making formal 
public presentations of statistical or analytical material that includes information about 
enrolled recipients.  This material must protect specific individual recipient privacy and 
confidentiality to the extent required by both federal and state law and regulation. 


As a direct contractor with the state of California for its Medicaid dental program, 
LIBERTY currently operates under the rule that we must obtain approval prior to 
publishing or making public presentations of statistical or analytical material regarding 
the program, and will operate under the same rule if awarded the contract in Nevada. 
We also will not provide statistical or analytical reports to outside entities, including 
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other state programs or departments, without express consent from DHCFP to ensure the 
material protects the privacy and confidentiality of specific recipients to the extent 
required by both federal and state law and regulation.  
 


3.14.7 Vendor Marketing Materials 
3.14.7.1 The vendor may develop marketing materials for distribution during any open 
enrollment period.  The vendor must request and obtain permission from the DHCFP to 
distribute materials during an open enrollment period as well as in other locations or to 
implement an advertising campaign.  Marketing materials must be submitted to the 
DHCFP for review and approval a minimum of sixty (60) days prior to the scheduled 
Medical Care Advisory Committee (MCAC) meeting for approval.  The MCAC 
Schedule is subject to change.  Please refer to the DHCFP website, 
http://dhcfp.nv.gov for revisions.  Notwithstanding the requirement that the MCAC 
must review all vendor marketing materials, the DHCFP has the sole authority to 
approve or disapprove materials (including updates to existing materials), distribution 
and advertising campaigns.  The vendor, or any provider, organization, or agency that 
contracts with the vendor, is not permitted to market directly to potential recipients.  
Vendors are also prohibited from providing materials that contain false or misleading 
information, and from initiating cold calls to potential recipients. 


3.14.7.2 The vendor may not distribute, in any manner, marketing materials related to 
the managed care program without the prior written approval of the DHCFP.  This 
includes any updates to previously approved materials.  Although federal regulations 
require the MCAC to review vendor marketing materials pursuant to Section 4707 (a) 
of the Balanced Budget Act of 1997, the DHCFP has the sole authority to approve the 
vendor’s marketing materials.  If DHCFP approval is granted, the vendor must distribute 
the materials to its entire service area to ensure that, before enrolling, the potential 
recipient receives the accurate oral and written information that he/she needs to 
make an informed decision regarding whether to enroll with the vendor.  The vendor 
may not seek use of approved marketing materials to influence enrollment in 
conjunction with the sale or offering of any private insurance.  The vendor may not, 
directly or indirectly, engage in door-to-door, telephone, or other cold-call marketing 
activities. 


3.14.7.3 The vendor must provide the methods by which it intends to assure the DHCFP 
that marketing, including plans and materials, is accurate and does not mislead, 
confuse, or defraud recipients or potential recipients or the DHCFP.  Statements that 
will be considered inaccurate, false, or misleading include but are not limited to any 
assertion or statement that:  


A. The recipient must enroll with the vendor in order to obtain benefits or in order 
not to lose benefits; or 


B. The vendor is endorsed by CMS, the federal or state government, or similar 
entity. 
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While many plans have adopted an aggressive marketing and advertising approach, 
LIBERTY has always relied on word of mouth and member referrals as our main 
marketing engine. We have not developed marketing or advertising materials for any of 
our Medicaid programs and currently do not have any plans to do so. LIBERTY’s primary 
marketing strategy has been to distinguish itself as the leading plan with regard to the 
level of service it provides to our beneficiaries and contracted providers in our 
Medicaid dental programs. We know that satisfaction with our Nevada program will be 
significantly influenced by community organizations and advocates. For example, our 
specific indirect marketing strategies allow for the development of long lasting and 
interactive relationships with our recipients, providers, and community organizations 
and have recently brought new enrollment to the State of California. The Department of 
Health Care Services approved the assignment of two failed dental plans’ membership 
to LIBERTY, which is further testament to the appropriate marketing strategy concerning 
our Medicaid beneficiaries. Also, we recognize the vulnerability of the Nevada recipient 
population and we will thoroughly monitor aggressive and/or inappropriate marketing 
activities in any of our contracted provider offices.  


If we decide to utilize marketing and/or advertising materials, our local Nevada-based 
team will be involved in the creation of these materials to ensure that we reflect the 
regional culture in our communications. We fully understand that any and all marketing 
or advertising materials must be submitted to DHCFP for review and approval a 
minimum of sixty (60) days prior to the scheduled Medical Care Advisory Committee 
(MCAC) meeting. We understand that we are not permitted to market directly to 
potential recipients and that we are prohibited from providing materials that contain 
false or misleading information, and from initiating cold calls to potential recipients. We 
also understand that we may not seek use of approved marketing materials to 
influence enrollment in conjunction with the sale or offering of any private insurance, 
and that we may not, directly or indirectly, engage in door-to-door, telephone, or other 
cold-call marketing activities. We further agree that any and all costs associated with 
developing, printing and distributing materials are our responsibility.  


Our Director of Fulfilment will ensure that any and all marketing and/or advertising 
materials receive DHCFP approval prior to printing and/or releasing materials for mass 
distribution, whether printed or electronic. If materials have not received DHCFP 
approval, the Director of Fulfilment will send the materials back to the appropriate 
Account Executive and/or Director of Compliance to ensure approval is received prior 
to distribution. By ensuring any and all marketing and/or advertising materials are 
approved by DHCFP prior to distribution, we can assure the DHCFP that any marketing 
and advertising plans and materials we do create are accurate and do not mislead, 
confuse, or defraud recipients or potential recipients, or the DHCFP.







 
SECTION 3: SCOPE OF WORK  


3.15 PROGRAM INTEGRITY  
 


          


Dental Benefits Administrator RFP # 3290  Page 494  


3.15	PROGRAM	INTEGRITY 


  







 


 


 


 


 


 


 


 


 


 


This page was intentionally left blank 







 
SECTION 3: SCOPE OF WORK  


3.15 PROGRAM INTEGRITY  
 


          


Dental Benefits Administrator RFP # 3290  Page 495  


3.15 PROGRAM INTEGRITY 


3.15.1 General Requirements and Authorities 


3.15.1.1 The vendor shall have internal controls for Program Integrity including a 
Program Integrity Unit (PIU) designed to identify, review, recover and report improper 
payments, including fraud, waste and abuse (FWA) activities, on an ongoing basis. 


3.15.1.2 The vendor must be familiar with and compliant with all federal and state 
regulations related to Program Integrity, as well as all Nevada Medicaid policies. The 
Vendor must also require compliance from subcontractors and providers for the same. 
Medicaid payments to vendors are government funds, funded by federal and state 
money. These payments made by State Medicaid to vendor entities, including but not 
limited to pre-paid plans, subcontractors to PAHP, and any sub-subcontractors, and 
providers of medical services, supplies or drugs, for the benefit of Medicaid recipients 
may be recovered if obtained by fraud. Any act of health care fraud involving such 
government funds will be subject to prosecution by the State Attorney General's Office 
under the State False Claims Act ("FCA''), as well as any other applicable laws. Relevant 
citations for Program Integrity compliance include, but are not limited to, the citations 
below. 


A. Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 


B. 42 C.F.R.§ 438, Subpart H; 


C. 42 C.F.R. § 455 Subpart A, B and E; 


D. 42 C.F.R. § 1000 through 1008; 


E. 42 C.F.R. § 456.3, 456.4. 456.23; 


F. 42 C.F.R. § 457.950(a)(2); 


G. Section 6032 of the Federal Deficit Reduction Act of 2005; 


H. Nevada Revised Statutes, Chapter 422; 


I. Nevada DHCFP Medicaid Services Manual; and 


J. Nevada DHCFP Medicaid Billing Guides. 


We understand and will comply with section 3.15.1. 


We are committed to complying with the requirements of Section 6032 of the Federal 
Deficit Reduction Act of 2005, and to preventing and detecting any fraud, waste and 
abuse.  Our successful track record in identifying and addressing fraud, waste and 
abuse (FWA) – as well as usage patterns that do not rise to the level of FWA but 
nonetheless impose unnecessary excess costs.  Examples of our work in this area are 
conveyed in the Figure 3.15.1-1 below. 
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FIGURE 3.15.1-1. EXAMPLES OF LIBERTY’S SUCCESSES IN IDENTIFYING AND INVESTIGATING 
FRAUDULENT ACTIVITIES IN OTHER STATES 


 


In furtherance of this policy and to promote compliance with the Deficit Reduction Act, 
LIBERTY disseminates the below policy to all personnel (including management, 
contractors and other agents) to ensure that such persons are aware of relevant federal 
and state laws regarding the submission of false claims. 


Policy 
LIBERTY prohibits the submission of a false claim for payment from a federal or state 
funded health care program.  The submission of a false claim (i) violates federal and 
state law; (ii) may result in significant administrative and civil penalties under the federal 
False Claims Act and/or Nevada State False Claims Act, respectively; and (iii) may also 
violate federal and state criminal laws. 


To assist LIBERTY in meeting its legal and ethical obligations, any individual who 
reasonably suspects or is aware of the preparation or submission of a false claim or 
report, or any other potential fraud, waste or abuse related to a federal or state funded 
health care program, is required to report such information to his or her supervisor and 
the LIBERTY Compliance Officer.  Any individual who reports such information will have 
the right and opportunity to do so anonymously, and will be protected against 
retaliation and intimidation for reporting such information under our internal compliance 
policies and procedures, as well as federal and state law.  However, LIBERTY retains the 
right to take appropriate action against an individual who has participated in a 
violation of federal or state law or LIBERTY policy. 


LIBERTY is committed to the prompt and thorough investigation of actual or potential 
fraud, waste and/or abuse, and requires all personnel to assist in such investigations.  If 
an individual believes that LIBERTY is not responding to his or her report within a 


 In 2014, LIBERTY identified an outlier provider from the State of Illinois Medicaid program within 2 months of the 
health plan’s transition to LIBERTY. Upon investigation, it was found the provider been billing for years for services 
that were not rendered. We counseled the provider regarding the aberrant patterns, and authorities were notified.  
The provider abandoned the office and LIBERTY terminated this provider’s contract.  In June 2016, the Office of 
Inspector General sent out a provider alert to a wide array of different carriers suspending all payments to this 
entity. 


 In February 2015, an outlier provider in Florida was identified as warranting investigation. Our on-site audit 
revealed the office environment was not conducive to child well-being, and we subsequently terminated the 
provider contract. The provider was later arrested for Medicaid fraud and allegations of child abuse. 


 In April 2015, LIBERTY identified a provider that demonstrated a pattern below the standard of care.  The provider 
was deemed to be systematically undermining and defrauding the system. Children who obtained care had 
undetected caries, sealants place over fillings, fillings placed over sealants, and overall treatment was below the 
standard of care. We terminated the provider contract and reported to authorities.  As of November 2016 this case 
is still under investigation by the Illinois State Police.    
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reasonable period of time, he or she is required to bring the matter to the attention of 
the Compliance Officer.  Failure to report and disclose, or assist, in an investigation of 
fraud, waste and/or abuse is a breach of the duty that all personnel have to LIBERTY and 
may result in disciplinary action, up to and including termination. 


Federal & Nevada Statutes Relating To False Claims and Whistleblower Activity 


LIBERTY’s operations fully comply with all federal laws.  We have closely reviewed 
Nevada’s False Claims and Whistleblower statutes.  LIBERTY agrees to comply with these 
provisions.  We are committed to conducting all business activities in a highly ethical 
manner, and to ensuring that the provider community delivering services to our 
enrollees does the same.       


 


3.15.2 Provider Credentialing  


3.15.2.1 The vendor must: 


A. Have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the vendor, including 
PDP and specialists and other health care professionals are licensed by the State of 
Nevada and qualified to perform the services.  The vendor may not employ or 
contract with providers excluded from participation in the federal health care 
programs under Section 1128 of the Social Security Act. 


B. Provide credentialing criteria for review and approval by DHCFP’s Provider 
Enrollment unit ninety (90) calendar days prior to the start of the contract and 
ensure that all network providers meet the criteria. Changes to the credentialing 
process will need to be provided in writing to the DHCFP’s Provider Enrollment unit 
thirty (30) calendar days prior to the change.  If the change is unanticipated, the 
vendor will notify the DHCFP’s Provider Enrollment unit within five (5) calendar days 
of the change.  


C. Provide Credentials for network providers, subcontractors, or subcontractor’s 
providers to the DHCFP and/or MFCU upon request, at no cost. 


LIBERTY has established credentialing and re-credentialing policies and procedures to 
ensure providers meet all our criteria to participate, which will be amended to meet all 
Nevada Medicaid requirements upon award. Providers must be licensed by the State of 
Nevada to be approved during the credentialing process. LIBERTY conducts ongoing 
monthly reviews of providers to identify any providers who are nearing license 
expiration and notifies providers of the need to renew their licensure. Additionally, 
during the initial credentialing period and during these ongoing reviews, LIBERTY 
identifies any providers who are excluded, debarred, or suspended from participating 
the Medicaid program. LIBERTY will submit all credentialing criteria to the DHCFP ninety 
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days before the start of the contract period for approval. LIBERTY agrees to submit any 
changes to the criteria to DHCFP for approval thirty days prior to the set implementation 
of the changes. If any unanticipated changes the criteria occur, LIBERTY will submit the 
changes within five calendar days of the change. Upon request, LIBERTY will provide all 
credentials for network providers, subcontractors, and subcontractors to the DHCFP 
and/or MFCU at no cost. 


 


3.15.3 Provider Enrollment 


3.15.3.1 The vendor must comply with federal requirements including the Patient 
Protection and Affordable Care Act (PPACA) of 2010 for Medicaid enrollments.  


With more than 2 million Medicaid members throughout the county, we fully understand 
and comply with federal Medicaid enrollment guidelines for providers, including those 
established under the ACA.  We only permit providers who are eligible to participate in 
government programs to participate in our networks. 


Upon initial contract, and at least annually thereafter, LIBERTY requires each 
participating provider to disclose any person or entity with an ownership interest of five 
percent (5%) or more in the Provider’s Office, including disclosure of all owner affiliates 
and subsidiaries. LIBERTY screens any entities/individuals the provider discloses against 
all required databases.    


In addition to these screenings, our Quality Management Department oversees an 
extensive credentialing process for reviewing and accepting or rejecting the 
professional credentials of each of our applicant and contracted dental providers.  Our 
reviews fully comply with all federal Medicaid enrollment guidelines for providers, 
including those established under the ACA   In addition, we perform required individual 
background history checks on our providers, and review information from the 
applicable State Board of Dental Examiners and other pertinent federal and/or state 
provider sanction and licensure reports during Credentialing Committee meetings.  


 


3.15.3.2 The vendor may enroll new providers.  A provider who is a non-Medicaid 
provider that has been enrolled by the vendor must be referred to Nevada Medicaid’s 
fiscal agent for enrollment. Although the vendor may enroll a provider prior to the 
provider enrolling as a Medicaid provider, the provider is not permitted to provide 
services to the Medicaid DBA recipients until the provider is enrolled with Nevada 
Medicaid’s fiscal agent.   
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LIBERTY continuously recruits providers to ensure that the Medicaid population has 
appropriate access to care.  We have been successful in other states in bringing new 
dental providers (not previously accepting Medicaid patients) into our Medicaid 
program, which allows us to improve recipient access to care and maintain our access 
standards, appointment standards, ratio of member to provider and changes in cultural 
and linguistic needs of the population.      


Our Network Managers are responsible for obtaining all necessary applications and 
required contracting information and credentialing documents from the dental 
providers during the contracting process. Network Managers will work with the dental 
offices if they have not yet enrolled in the Nevada Medicaid program to provide 
enrollment instructions, contact information, and education to help them register with 
Medicaid. LIBERTY’s contracting process requires that each dentist is registered with 
Medicaid and has a valid Medicaid identification number before treating recipients. 


During the provider enrollment process, we also work to ensure that all our providers are 
enrolled with Nevada Medicaid as an approved service provider. On a regular basis, 
we request a State Medicaid provider file. Upon receipt of a provider application, we 
validate the Medicaid number provided against the State Medicaid file. Once we verify 
that a provider is listed in the Medicaid file, we initiate the credentialing process. If the 
provider is not listed in the file, we still initiate the credentialing process; however, we 
assist the provider in becoming a Nevada Medicaid provider. Additionally, we 
compare our data that we have received from our provider application process to the 
data in the State Medicaid file to identify any discrepancies in the data. We follow up 
with the provider and state to facilitate the effort to maintain only accurate information 
in all systems.  


 


3.15.3.3 All providers, both within the state of Nevada and outside the state of Nevada, 
are required to maintain a license in good standing in the state where services are 
provided.  


LIBERTY requires that all network providers maintain an active license at all times.  To be 
considered for participation in the network, a provider must complete a credentialing 
application and submit the following: 


 Practice name, address, phone and fax numbers. 
 TIN and SSN for processing and collecting the required individual background 


history checks. 
 NPI for providers (Type I) and billing entities (Type II), as applicable.  
 Education and training information as appropriate to practice specialty(ies). 







 
SECTION 3: SCOPE OF WORK  


3.15 PROGRAM INTEGRITY  
 


          


Dental Benefits Administrator RFP # 3290  Page 500  


 Specify if Board Certified and Hospital Privileges, as applicable. 
 The most recent five (5) years of work history. 
 Signed and dated Credentialing Attestation, Authorization and Release Forms. 
 A current professional Dental License(s). 
 A current DEA Certificate or State Controlled Substance certificate, if applicable. 
 A current Malpractice Insurance Certificate showing ‘Professional Liability’ 


coverage with coverage of at least $1,000,000 per occurrence and $3,000,000 
aggregate. 


 A Specialty Certification from the educational facility attended (if applicable). 


Only providers who successfully completed our NCQA credentialing process can 
provide treatment to our recipients.  For providers willing to treat Nevada Medicaid 
recipients but are outside of Nevada, they must be licensed in their home state of 
practice in order for us to enter into a single case agreement. 


 


3.15.3.4 The vendor may need to enter into single case agreements with non-Medicaid 
providers as needed. These single case agreements must be reported to the DHCFP.  


When network providers are not available to provide services to recipients, we will 
contact non-Medicaid providers who are willing to enter into single case agreements 
when necessary.  During our discussion, we will ensure that providers understand the 
benefits and needs of the population before we enter into the single case agreement.  
Our goal is to ensure that recipients receive prompt access to needed dental services 
and receive high quality care.   We will report to DHCFP any single case agreements 
that we enter into, within DHCFP’s required timeframe and in a format approved by 
DHCFP.     


 


3.15.3.5 Provider Terminations.  If a provider is disenrolled, de-credentialed, terminated 
or removed from the active Provider List, the vendor at a minimum must provide the 
DHCFP the basis, reasons or causes for such action and any and all documentation, 
data, or records obtained, reviewed, or relied on by the vendor including, but not 
limited to: provider/patient files; audit reports and findings; and medical necessity 
reviews. 


When a provider is dis-enrolled, de-credentialed, terminated or removed from our 
active Provider list, we will notify the DHCFP and will provide all required documentation 
and reasons or causes. Our goal is to keep quality providers in-network and minimize 
disruption to recipients.  
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During our Aug.2016 
Credentialing Committee 
meeting there were three 
providers who were not in 
compliance with Re-
Credentialing requirements.  
As a result, the Committee 
unanimously DENIED each 
of the three providers, 
which resulted in network 
termination. 


If we initiate a termination due to credentialing or other reasons, we will comply with 
section 3.6.5.11 and will notify DHCFP Provider Enrollment Unit within five (5) business 
days. 


3.15.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the 
vendor will submit to the DHCFP a list of all providers who have been enrolled and a list 
of all providers who have disenrolled, deactivated, terminated, de-credentialed or 
been removed from the active provider enrollment. If the provider has been 
terminated, de-credentialed or disenrolled, the cause and all required documentation 
of the termination will be supplied to the DHCFP within five (5) business days of the 
decision to terminate.  


LIBERTY will submit to DHCFP, on a monthly basis and no 
later than the tenth (10) calendar day of the month, a list 
of network providers who are servicing Nevada 
Medicaid recipients.  We will note any new providers 
who enrolled to the network and report the required 
documentation for any providers who have been 
terminated, de-credentialed or dis-enrolled from the 
network.  We commit to provide DHCFP with our new 
network providers – and our terminated providers by 
reason -- within the timeframe requested and in a format 
that is approved by DHCFP.     


A provider’s network status may be reduced, suspended or terminated for any lawful 
reason, including, but not limited to: a lapse in basic qualifications, such as licensure, 
insurance, board certification or required dental staff membership or privileges at a 
specified hospital/healthcare facility; a determination that the provider cannot be 
relied upon to deliver the quality or efficiency of member care desired by Nevada; or a 
determination that the provider cannot be relied upon to follow our clinical or business 
guidelines or directives.  


 


3.15.4 Provider Contracts 


3.15.4.1 The Vendor must execute and maintain, for the term of the contract, written 
provider agreements with a sufficient number of appropriately credentialed, licensed or 
otherwise qualified providers to provide enrolled recipients with all medically necessary 
covered services. 


As part of the provider contracting process, LIBERTY requires that our providers submit a 
signed master provider agreement along with credentialing application for each 
practicing dentist at the location.  Upon successful credentialing of providers, we 
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counter sign the provider agreement and forward an executed copy to the providers 
for their file.  After we enter provider information and activate the contract in our system, 
we store all contract and credentialing documents in our provider file.  These written 
provider agreements can be easily accessible as they are stored in our MIS system. 


We routinely monitor our existing network to ensure we have a sufficient number of 
qualified providers, to ensure access to care for all members (recipients). 


 


3.15.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider 
contract prior to execution.  In addition, prior to distributing or executing any 
substantive changes or amendments to the base contract, the Vendor shall submit 
drafts of standard language for any such contract to the DHCFP for review.  Provider 
contracts must meet all state and federal requirements.  The Vendor shall submit any of 
its provider contracts to the DHCFP within 5 business days upon request.  


LIBERTY will provide our base provider contract for DHCFP’s review before we begin our 
recruitment effort.  Our Compliance Department will research various regulations and 
include Nevada and federal requirements to ensure that LIBERTY and our network 
providers comply with DHCFP requirements.  After receiving DHCFP’s approval, if there 
are substantive changes or amendments to the base provider contract, we will further 
submit to DHCFP for review and approval before implementation.  We will make 
available our provider contracts to DHCFP upon request. 


 


3.15.4.3 The timing and other events associated with provider recruitment must occur in 
a manner that will ensure meeting the objectives noted within this RFP.  The effort must 
include outreach to providers who are not currently participating in the DHCFP's dental 
program or have a signed agreement but do not actively accept eligible recipients. 


As an organization founded and led by a dentist, we are committed to establishing and 
maintaining strong provider relationships. LIBERTY has successfully recruited, contracted, 
developed, and maintained Medicaid dental provider networks in multiple states. It is 
LIBERTY’s goal to provide the support and resources our network providers need to 
optimally care for our members.   


If LIBERTY is awarded the Nevada Medicaid contract, we will partner with DHCFP and 
take the following steps to make sure that there is no disruption to recipients’ care.  


1. Identify Key Providers to Contract. In order to support the growth of the network with 
minimal disruption to recipients’ care, we will work with DHCFP to request a list of 
providers that shows each dentist’s volume of Medicaid recipients, along with claim 
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dollars. This will allow us to prioritize our recruiting efforts to maximize continuity of care, 
reaching out to those dentists that account for the largest portion of the Medicaid 
population.  


2. Provide an Endorsement Letter. We will work with DHCFP to provide an endorsement 
letter for LIBERTY shortly after the award announcement. In our previous recruitment 
experiences, an endorsement letter affords a huge advantage in enticing providers to 
sign contracts much more quickly once an award is announced. At minimum, this letter 
will validate that LIBERTY is the State’s selected dental partner for Nevada’s Medicaid 
program.  


3. Develop Fee Schedule. We will work closely with DHCFP to ensure that our fee 
schedule meets the requirements of the Nevada Medicaid program. We will partner 
with DHCFP to ensure that our efforts to administer dental benefits include cost effective 
unit pricing.  


4. Identify Additional Providers. In addition to prioritizing key providers to recruit by 
Medicaid recipient volume (see step #1 above), we use our database to identify all 
Medicaid dentists by county, and all non-Medicaid dentists with appropriate 
background and utilization profiles, to include in our recruitment plan.     


5. Distribute Recruitment Letters. We will coordinate a mailing to include highly utilized 
dentists (see step #1), along with additional providers we identified (see step #4). 
Mailings will include DHCFP’s endorsement letter, our provider agreement, a Medicaid 
addendum, fee schedule, credentialing application and our recruitment flyers.  


6. Assemble a Recruitment Team. We will assemble a team of experienced Network 
Managers that have successfully recruited a Medicaid network in other markets, as well 
as our current Network Manager who is already familiar with the Nevada market and 
has developed great relationships with the dentists. Together, they will contact providers 
to discuss the award announcement, share our Medicaid experiences in other states, 
review our mission, assist with contracting questions, and ultimately build and 
strengthen relationships with the providers.  


7. Monitor Recruitment Results. We monitor access, disruption and in-network claims 
volume results by using our recruitment dashboard. This dashboard summarizes the total 
number of targeted dentists, along with a status of which providers have submitted 
contracts or are in credentialing, those who have verbally agreed to contract, or are 
still making a decision. This dashboard allows us to effectively follow up with Network 
Managers on a specific provider or status at any time. During an active recruitment 
project, our Project Management team monitors the dashboard daily to review progress 
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and results; if necessary, we will shift or add resources where needed to ensure we 
meet our objectives.  


8. Generate GeoAccess Reports. During our monitoring of the recruitment effort (step 
#7), we will generate GeoAccess reports weekly to review adequacy of the Nevada 
network and identify areas that need further expansion. This will allow us to meet 
Nevada’s recipients’ needs by having providers that meet DHCFP’s access 
requirements.  


9. Follow Up with Providers. Our Network Managers will follow up with providers after the 
initial phone call or visit if no decision has been made within 3-5 days. This keeps the 
momentum going so providers remember our recent contracting discussion. Depending 
on how close we are to obtaining contract documents, our Network Managers will visit 
the providers to pick up contracts or even assist them in filling out the necessary 
documentation.  


Network Managers are responsible for obtaining all necessary applications and 
required contracting information and credentialing documents from the dental 
providers during the contracting process. Network Managers will work with the dental 
offices if they have not yet enrolled in the Nevada Medicaid program to provide 
enrollment instructions, contact information, and education to help them register with 
Medicaid. LIBERTY’s contracting process requires that each dentist is registered with 
Medicaid and has a valid Medicaid identification number. 


We are aware from this RFP that we can enter into single case agreements with non-
Medicaid providers as needed.  For providers willing to treat Nevada Medicaid 
recipients but are outside of Nevada, they must be licensed in their home state of 
practice in order for us to enter into a single case agreement.   


LIBERTY has extensive experience in developing a network within the timeframe 
requested by clients.  Below in Table 3.15.4.3-1 is an example of States where we were 
successful in building a network organically to meet specific implementation 
requirements.   
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TABLE 3.15.4.3-1. NETWORK DEVELOPMENT TIMEFRAMES 


State Total Providers by 
Contract Effective 
Date 


Implementation  
Timeframe 


Total Providers in 
Network after 
Implementation 


Arizona 311 5 months 664 


Arkansas 58 6 months 128 
Tennessee 164 6 months 457 
South Carolina 226 6 months 701 
Mississippi 52 6 months 124 


Florida 12,867 6 months 14,737 
New Jersey 712 6 months 11,664 


     


3.15.4.4 The vendor must also have written policies and procedures for monitoring its 
providers, and for disciplining providers who are found to be out of compliance with the 
vendor’s dental management standards. The vendor must submit these policies and 
procedures to the DHCFP within 5 business days upon change of policies and 
procedures or upon request.  


Our provider agreement requires that providers comply with our policies and 
procedures.  Upon request of the DHCFP, we will submit our policies and procedures 
within 5 business days upon any change of policies and procedures. Below in Figure 
3.15.4.4-1 is an excerpt of a Compliance section of our provider contract.   


FIGURE 3.15.4.4-1. EXCERPT FROM PROVIDER MANUAL 


 


 


 


 


 


 


 


 


ii. Compliance with Policies and Procedures. Dental Office shall, and shall ensure all 
Dentists and other Dental Office Agents, comply fully with, and abide by, the rules, 
policies, and procedures that LIBERTY has established or will establish, including, but 
not limited to, those related to timeliness of access to care, coverage rules and 
payment, quality improvement/management, utilization management (including, but 
not limited to, precertification procedures, referral processes or protocols, and 
reporting of clinical encounter data), member grievances, provider credentialing, 
and LIBERTY’s compliance program. Dental Office shall, and shall ensure Dentists and 
other Dental Office Agents, also comply with all policies, procedures and guidelines 
identified in the Provider Manual, which may be amended from time to time by 
LIBERTY.  
 
iii. Compliance with Applicable Laws. Dental Office shall, and shall ensure all Dentists 
and other Dental Office Agents, comply with all applicable state and federal laws, 
regulations, rules and guidelines.  
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We have a systematic process for the ongoing review and evaluation of our network 
providers to ensure that they comply with our policies and procedures.  This can be 
assessed through the review of member satisfaction survey results, complaints and 
grievance tracking reports, utilization patterns, and desktop audits to identify potential 
quality issues.  


If we identified that a provider is not complying with our policies and procedures, below 
are actions that we take to address:   


o Schedule a counseling session to discuss with the provider and/or office staff on the 
specific issue.  Our goal during the counseling session is to identify the cause of the 
issue, partner with the provider to resolve the issue; we may include our Dental 
Director in the meeting when appropriate.  


o Re-educate provider on the section(s) or area(s) that they did not comply 
o Follow up within x days to ensure compliance (timeframe depends on the severity of 


the issue) 
o Continue to monitor if improvement is shown and follow through until provider is in 


compliance  
o Close the office to accept new recipients if no improvement is shown within 60-90 


days (timeframe may be shorter depends on the severity of the issue) 
Term the office from the contract if there is no effort or refusal to comply with our 
policies and procedures. 


 


3.15.4.5 Provider contracts must not be structured to provide financial or other 
incentives to providers and subcontractors for denying, reducing or limiting medically 
necessary services. 


Our provider contract does not allow financial or other incentives to providers and 
subcontractors for denying, reducing, or limiting medically necessary services to a 
recipient. Below in Figure 3.15.4.5-1 is an excerpt from our provider contract.   
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FIGURE 3.15.4.5-1. EXCERPT FROM PROVIDER MANUAL 


 


 


3.15.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


LIBERTY does not include “gag” clauses in our provider contracts.   


 


3.15.4.7 All provider contracts must be made available to the DHCFP and / or MFCU 
within five (5) business days upon request. 


Scanned executed provider contracts are stored in our MIS system and can be 
accessible at any time.  We will make available to the DHCFP of all provider contracts 
within five (5) business days of the request. 


 


3.15.4.8 Maintenance of the network includes, but is not limited to: 


A. Initial and ongoing credentialing; 


B. Adding, deleting, and periodic contract renewal; 


C. Provider education; and 


D. Discipline/termination, etc. 


To maintain and support a provider network that creates the highest standard of care 
for our recipients, we assign a Network Manager to each dental provider. Our Network 


Fees. In exchange for the provision of Covered Services to Members, Dental Office 
shall be compensated in accordance with the applicable compensation set forth in 
an Exhibit and/or in the applicable compensation addendum or fee schedule based 
upon the applicable coverage of the Dental Plan(s) in which Dental Office 
participates. LIBERTY shall pay or deny Dental Office claims in accordance with any 
applicable prompt payment statutes. Dental Office acknowledges and agrees that 
all such compensation will be based on the current, applicable Dental Plan(s). 
Dental Office agrees to accept such compensation and any applicable Cost 
Sharing as payment in full for the rendered Covered Services. Dental Office 
acknowledges that LIBERTY shall not be liable in any way for payment for Covered 
Services rendered by Dental Office to Members to the extent such payment is the 
responsibility of the Payor under the applicable Dental Plan. In addition, LIBERTY shall 
not directly or indirectly make payment to a Dental Office as an inducement to 
reduce or limit medically necessary services furnished to a Member.  
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Managers are the liaisons to our providers, and are their main point of contact 
whenever a need or question arises. The Network Manager performs an initial service 
visit to the provider’s office upon contract execution, and then follows up annually. 
Service visits further strengthen the working relationship and provide assistance with 
issues or questions.   


Additionally, the Network Manager provides education and training to our providers 
and their staff during the onboarding process, after staff changes, and upon request.  
Our Network Managers encourage and support providers to participate in various 
community-sponsored events, such as health fairs, as a way to provide free screenings 
and conduct recipient outreach.  


Our Network Managers maintain and ensure the highest quality in our provider networks 
through various approaches: 1) Conducting service calls 2) Reviewing utilization 
patterns 3) Addressing recipient complaints, and 4) Monitoring provider networks.   


These are each described in more detail below. 


Conducting Service Calls 
Adding/deleting and periodic contract renewals 
At each provider service call, the Network Manager confirms that the provider profile is 
current. This includes, but is not limited to, confirming wait times for periodic evaluations, 
wait times for non-urgent and urgent appointments, languages spoken, after hours, 
dentists participating at the practice, and whether they are accepting new recipients. 


Provider education  
Next, the Network Manager discusses any new policies or procedures that have been 
implemented that could impact Nevada recipients. We remind providers and their staff 
where to locate and request a copy of the Provider Manual. In addition, we review any 
concerns or issues that need to be discussed with providers or their staff. This 
strengthens our partnership as we work together to resolve issues.  


Each service call is documented using our Provider Service Report (PSR) summarizing 
the discussion and findings.  If there are changes with the provider profile, we update 
the information in our system accordingly.    


1.    Reviewing Utilization Patterns – discipline/termination 
Our core MIS system allows us to identify unique elements on claims through custom 
logic, providing us with an opportunity to evaluate for Fraud Waste and Abuse (FWA) or 
other outliers. Key elements of data are then analyzed by our Utilization Management 
team to help minimize or eliminate potential FWA, while maximizing effectiveness of 
care. If a provider is identified as having any aberrant utilization pattern, the Network 
Manager is notified. The Network Manager will schedule a counseling session with the 
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provider, the provider staff, and our Dental Director to review claims in question, discuss 
patterns identified, evaluate standards of care, and determine next steps. A summary of 
the meeting is documented using our Provider Service Report (PSR).  We also take this 
opportunity to educate providers and review our general standards of care, reminding 
them of our policies and procedures.  A follow up meeting is scheduled within 60 or 90 
days (depends on the severity of the concern) to evaluate if there was improvement.  If 
no improvement is made, we may restrict the provider to new recipients and ultimately 
proceed in terminating the provider from the network.  An example has been provided 
in the sidebar.       


If we do proceed with restricting or terminating a provider, we will evaluate the overall 
network to ensure that recipients continue to have ample choices, and communicate 
this change to the membership. Our ultimate concern, whenever there is a change to 
the provider network, will be that all changes to access and availability are clearly and 
timely communicated to Nevada recipients.           


2. Addressing Recipient Complaints  
We are able to track and trend recipient complaints, including those that are provider-
specific. If a trend is identified where a provider has a high number of complaints, the 
Network Manager is notified. The Network Manager schedules a counseling session with 
the provider and their staff to discuss the specific complaints. The Network Manager 
reviews our policies and procedures as they apply to the complaint. If necessary, the 
Network Manager may conduct an unannounced service call.  A summary of all 
meetings are documented using our Provider Service Report.  Depending on the nature 
of a complaint, the Network Manager follows up to ensure any corrective action is 
completed until the issue is resolved.       


3. Monitoring Provider Networks 
Network Managers are very familiar with their assigned territories, and use various tools 
and reports (such as GEO Access) to confirm when it is necessary to add dentists to the 
network.  GEO Access reports are reviewed at least quarterly and as often as needed 
when changes impact the network. When there is a change to the provider network, 
such as termination or a provider not accepting new recipients, Network Managers 
research our system to identify existing providers that are currently participating within 5 
or 10 miles radius. This determines the urgency of adding new dentists to the network.      


4. Re-Credentialing 
Our provider re-credentialing cycle repeats every three years (or more frequently 
should an issue be identified).  Sixty days before the re-credentialing date, the dentist 
will receive a written request to submit required documents to our designated CVO.  If a 
provider fails to forward any required information to the CVO, our Credentialing 
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Coordinator will assist in obtaining the missing or expired information. We utilize a Peer 
Review Committee to review any contracted provider who has generated an adverse 
report. Explanations are then assessed and determined to be either inadequate or 
satisfactory. Failure to comply with requests for information can result in provider 
termination from the network. 


 


3.15.4.9 The vendor must have written policies and procedures for monitoring its network 
providers, and for disciplining those who are found to be out of compliance with the 
vendor’s dental management standards. 


LIBERTY’s provider agreement requires that providers comply with our policies and 
procedures.  Figure 3.15.4.9-1 is an excerpt of a Compliance section of our provider 
contract.  


FIGURE 3.15.4.9-1. EXCERPT FROM PROVIDER MANUAL 


 


 


 


 


 


 


 


  


 


 


 


We have a systematic process for the ongoing review and evaluation of our network 
providers to ensure that they comply with our policies and procedures.  This can be 
assessed through the review of member satisfaction survey results, complaints and 
grievance tracking reports, utilization patterns, and desktop audits to identify potential 
quality issues.  


ii. Compliance with Policies and Procedures. Dental Office shall, and shall ensure all 
Dentists and other Dental Office Agents, comply fully with, and abide by, the rules, 
policies, and procedures that LIBERTY has established or will establish, including, but 
not limited to, those related to timeliness of access to care, coverage rules and 
payment, quality improvement/management, utilization management (including, 
but not limited to, precertification procedures, referral processes or protocols, and 
reporting of clinical encounter data), member grievances, provider credentialing, 
and LIBERTY’s compliance program. Dental Office shall, and shall ensure Dentists and 
other Dental Office Agents, also comply with all policies, procedures and guidelines 
identified in the Provider Manual, which may be amended from time to time by 
LIBERTY.  


iii. Compliance with Applicable Laws. Dental Office shall, and shall ensure all Dentists 
and other Dental Office Agents, comply with all applicable state and federal laws, 
regulations, rules and guidelines.  
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 If we identified that a provider is not complying with our policies and procedures, 
below are actions that we take to address:   


o Schedule a counseling session to discuss with the provider and/or office staff on the 
specific issue.  Our goal during the counseling session is to identify the cause of the 
issue, partner with the provider to resolve the issue; we may include our Dental 
Director in the meeting when appropriate.  


o Re-educate provider on the section(s) or area(s) that they did not comply 
o Follow up within x days to ensure compliance (timeframe depends on the severity of 


the issue) 
o Continue to monitor if improvement is shown and follow through until provider is in 


compliance  
o Close the office to accept new recipients if no improvement is shown within 60-90 


days (timeframe may be shorter depends on the severity of the issue) 
 
Terminate the office from the network if there is inadequate resolution or a refusal to 
comply with our policies and procedures. 


 


3.15.4.10 The vendor must take appropriate action related to dual FFS and DBA network 
providers and provide all documentation related to any disciplinary action, sanction, 
de-credentialing, removal from the provider panel to DHCFP in a time and manner as 
determined by the DHCFP as follows:  


A. Upon the vendor’s awareness through public sources of any disciplinary action, or 
any sanction taken against a network provider, or any suspected provider fraud or 
abuse, the vendor shall immediately inform the DHCFP’s Provider Enrollment Unit;  


B. The vendor is required to check the Office of the Inspector General (OIG) website 
and DHCFP's excluded Provider list at least monthly to confirm its network providers 
have not been sanctioned by the OIG or by the DHCFP; and 


C. If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid 
agency or certification/licensing entity has taken an action or imposed a sanction 
against a network provider, the vendor shall review the provider’s performance 
related to this RFP and take any action or impose any sanction, including 
disenrollment from the vendor’s provider network. 


LIBERTY’s Special Investigative Unit (SIU) maintains a training and educational library 
specific to Fraud, Waste and Abuse (FWA) in conjunction with LIBERTY’s Compliance 
Program, and assists in providing training to employees, contractors and other business 
entities. The Program Integrity Plan fully supports and requires compliance with the 
federal and state laws that prohibit the submission of false claims in conjunction with 
federal health care programs, including Medicaid and Medicare. 
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LIBERTY maintains a FWA Prevention and Detection Plan that demonstrates its 
commitment to prevent, detect, and correct incidents that could lead to FWA, including 
provider disciplinary actions and/or sanctions. 


Provider Verification 
Our FWA plan works closely with the Quality Management Department, which oversees 
an extensive credentialing process for reviewing, accepting or rejecting the 
professional credentials of each applicant dentist or contracted dental provider.  The 
Provider Relations Department conducts verification that a provider is eligible to 
participate in the Medicare, Medicaid or Children’s Health Insurance Programs (CHIP), 
along with the required individual background history checks.  Our Provider Relations 
team also verifies NPI provider (Type I) and billing entities (Type II) for accuracy and 
maintenance purposes.  Monthly, information on sanctions, limitations on licensure, and 
complaints are reviewed between credentialing and subsequent re-credentialing 
cycles. These sanctions and disciplinary reports are addressed within 30 days of their 
publication. Information from the State Board of Dental Examiners and other pertinent 
provider sanction and licensure reports are reviewed at Credentialing Committee 
meetings. Complaints and adverse events (e.g., injury to a member that happened 
while receiving health care services from a provider) are tracked and reported to the 
QMI Committee at least quarterly, or as areas for improvement are identified.  


LIBERTY’s FWA plan also includes initial background checks as a proactive method to 
prevent affiliations with or relationships with: 


 An individual or entity who/that is debarred, suspended, or otherwise excluded 
from participating in procurement activities under federal Acquisition Regulation 
or from participating in non- procurement activities under regulations issued 
under Executive Order No. 12549 or under guidelines implementing Executive 
Order No. 12549; 


 An individual or entity who is an affiliate, as defined in the Federal Acquisition 
Regulation; or 


 Any individual or entity excluded for cause from participation in ant state 
Medicare or Medicaid program. 


LIBERTY performs and examines additional screenings for criminal convictions, Office of 
the Inspector General (OIG) and General Services Administration (GSA) exclusion lists, 
and other background records prior to employing an associate or appointing a non-
employee Director. Upon hire, individuals must agree to comply with LIBERTY’s Code of 
Business Ethics and Conduct and complete all mandatory FWA training courses. 
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DHCFP’s Provider Enrollment Unit will be notified if LIBERTY denies a provider 
credentialing application, disenrolls a provider for program integrity-related reasons, or 
otherwise limits the ability of a provider to participate in the program, for program 
integrity reasons. 


A provider’s network status may be reduced, suspended or terminated for any lawful 
reason, including, but not limited to: a lapse in basic qualifications, such as licensure, 
insurance, board certification or required dental staff membership or privileges at a 
specified hospital/healthcare facility; a determination that the provider cannot be 
relied upon to deliver the quality or efficiency of member care desired by Nevada; or a 
determination that the provider cannot be relied upon to follow our clinical or business 
guidelines or directives. 


 


 


3.15.5 Affiliations with Debarred or Suspended Persons 


3.15.5.1 Monitoring for Prohibited Affiliations 


A. The vendor may not employ or contract with providers excluded from participation 
in federal healthcare programs.  


B. The vendor may not be controlled by a sanctioned individual. 


C. The vendor may not have a contractual relationship that provides for the 
administration and management or provision of medical services, or the 
establishment of policies, or the provision of operational support for the 
administration, management or provision of medical services, either directly and 
indirectly, with an individual convicted of certain crimes as described in section 
1128(b)(8)(B) of the Act.  


D. The vendor may not employ or contract, directly or indirectly, for the furnishing of 
health care, utilization review, medical social work, or administrative services, with 
one of the following: 


1. Any individual or entity excluded from participation in federal healthcare programs; 
or 


2. Any entity that would provide those services through an excluded individual or 
entity. 


E. The vendor’s must have policies and procedures for ensuring that, pursuant to 42 
CFR 438.610, the vendor will not knowingly have a director, officer or partner who is 
or is affiliated with a person/entity that is debarred, suspended or excluded from 
participation in federal healthcare programs.  
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F. The vendor is prohibited from knowingly having a person with ownership of more 
than 5% of the vendor’s equity who is (or is affiliated with a person/entity that is) 
debarred, suspended, or excluded from participation in federal healthcare 
programs. 


G. The vendor is prohibited from knowingly having an employment, consulting, or other 
agreement with an individual or entity for the provision of vendor contract items or 
services who is (or is affiliated with a person/entity that is) debarred, suspended, or 
excluded from participation in federal healthcare programs. 


H. If the DHCFP learns that the vendor has a prohibited relationship with a person or 
entity who is disbarred, suspended, or excluded from participation, the DHCFP will 
notify the Secretary of noncompliance. The State may continue the existing 
agreement with the vendor unless the Secretary directs otherwise. The DHCFP may 
not renew or extend the existing agreement with the vendor unless the Secretary 
provides to the DHCFP and to Congress a written statement describing compelling 
reasons that exist for renewing or extending the agreement.  


LIBERTY is committed to preventing individuals and entities that are excluded, debarred, 
suspended, or are otherwise ineligible to participate in federal or state Health Care 
Programs or Procurement or Non-Procurement Programs, from direct or indirect 
affiliation with our company.  Since government programs make up the vast majority of 
our business, we have rigorous internal protocols in place to ensure we conduct all 
required exclusion screenings upon initial engagement and at least monthly thereafter 
and, for non-contracted payees, prior to payment; that screenings are properly tracked 
and monitored; that we immediately and appropriately verify and report exclusions to 
required oversight agencies, and properly pursue any required recoupment; and that 
we maintain all relevant screening documentation for a minimum of 10 years.  


LIBERTY’s exclusion screening protocols protect the integrity of the programs in which 
we participate, and are designed to ensure compliance with contractual requirements, 
best practices, and all applicable state and federal law including 42 CFR 1002; 42 CFR 
438.610; Section 1128(b)(8)(B) of the Social Security Act, etc.  Our standard protocols, 
which have proven effective in LIBERTY’s other Medicaid markets, involve: 


Screening all owners, employees, providers and subcontractors against federal and 
state exclusion databases upon initial engagement, and on at least a monthly basis 
thereafter, and requiring our providers and subcontractors to do the same.  


Requiring our officers, providers and subcontractors to disclose any individual or entity 
with a direct or indirect ownership of five percent (5%) or more in LIBERTY, the Provider 
Office, or the subcontractor, respectively, together with the individual’s date of birth and 
SSN and/or entity’s EIN.  
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Preventing any individual or entity listed in the excluded or disbarred databases 
(including owners, employees, providers and subcontractors) from any direct or indirect 
affiliation with LIBERTY, and requiring our providers and subcontractors to do the same.   


Requiring any services directly or indirectly provided by excluded individuals or entities 
to be refunded to the appropriate entity, and/or obtained elsewhere. 


Screening for Suspended, Excluded or Disbarred Entities  
Our exclusion screenings apply to our owners, to all employees (including directors, 
officers, partners, temporary employees and interns), members of our Board of Directors 
for all LIBERTY subsidiaries and affiliates, all providers to whom we issue payment or who 
participate in our networks, and all contractors which do business with LIBERTY. We 
perform required exclusion screenings, at a minimum, upon initial hire/contract and 
monthly thereafter, and in the case of non-contracted payees, prior to payment. The 
exclusion screenings we perform include an automated, electronic review of the 
following databases:  


 The United States Department of Health and Human Services, Office of Inspector 
General’s (“OIG”) List of Excluded Individuals/Entities (“LEIE”).  


 The General Service Administration’s (“GSA”) Excluded Parties List System 
(“EPLS”) 


 State Medicaid Inspector General’s Lists of Restricted, Terminated or Excluded 
Individuals or Entities 


 The Office of Foreign Assets Control – Specially Designated Nationals (OFAC) 


We also check other sources and lists if appropriate. For example, if a potential 
employee’s application indicates that s/he worked in another state—or if a contractor 
works, or has worked, in any another state—we will check the relevant state-specific 
databases, if available. 


Owner and Employee – Screening and Oversight  
LIBERTY’s ownership is verified at least annually, through attestations which require 
disclosure of any person or entity with an ownership interest of five percent (5%) or more 
in our company, including disclosure of all owner subsidiaries and affiliates.  In addition, 
we require that these attestations be updated any time ownership changes.  We screen 
all owners, including their subsidiaries and affiliates, if any, and all employees, including 
partners, officers, directors, temporary employees and interns upon initial engagement 
and at least monthly thereafter, against all required exclusion lists, including those listed 
above.  Our protocols also require comprehensive criminal background checks on all 
owners and employees.   
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If LIBERTY learns any owner or employee is excluded, debarred, suspended, or is 
otherwise ineligible to participate in any of our programs, our protocol requires us to: 


 Prevent payments to the individual or entity; 
 Discontinue any affiliation with the individual or entity;  
 Report the individual or entity to all required oversight agencies; and 
 Pursue recoupment of funds issued to the individual or entity. 
 Subcontractor Screening and Oversight 


LIBERTY contractually binds any vendor that provides us health related or administrative 
services to adhere to the same exclusion screening protocols as we do. During the due 
diligence process, LIBERTY also requires each vendor to disclose any person or entity 
with a direct or indirect ownership interest of five percent (5%) or more in the vendor, 
including disclosure of all owner affiliates and subsidiaries.  In addition to our vendors, 
LIBERTY screens any entities/individuals the vendor discloses against the required 
databases.  If a LIBERTY vendor or any of its owners, employees or subcontractors 
becomes suspended, excluded or disbarred at any time, we require the contractor to 
immediately disclose such information to LIBERTY so that we may ensure that the 
relationship with the party is properly terminated, all funds are appropriately refunded, 
and all required regulatory reporting is completed.   


In addition to the controls described above, LIBERTY’s Delegation Oversight Committee 
is responsible for formal, ongoing oversight of delegated functions, including verifying, 
at least annually, that vendors have performed the required exclusion screenings, and 
that ownership disclosures are current.  


Provider Screening and Oversight 
Upon initial contract, and at least annually thereafter, LIBERTY requires each 
participating provider to disclose any person or entity with an ownership interest of five 
percent (5%) or more in the Provider’s Office, including disclosure of all owner affiliates 
and subsidiaries.   LIBERTY screens any entities/individuals the provider discloses against 
the required databases.    


In addition to the routine screenings described above, our Quality Management 
Department oversees an extensive credentialing process for reviewing and accepting 
or rejecting the professional credentials of each of our applicant and contracted dental 
providers.  Among other reviews, we perform required individual background history 
checks on our providers, and review information from the applicable Board of Dental 
Examiners and other pertinent provider sanction and licensure reports during 
Credentialing Committee meetings.  
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Screening Consequences 
LIBERTY’s policy requires us to place any individual or entity that appears on any 
exclusion list on a “HOLD payment” status, which prohibits payment from being made 
to that person or entity, until we verify that the person or entity is indeed excluded from 
affiliation with our company. If, following an appropriate and prompt investigation, 
LIBERTY determines that the individual/entity is ineligible to participate with us, we will 
terminate them or, if they are seeking participation with us, we will withdraw any offer 
made to them. In addition, we will notify all appropriate government entities, including 
DHCP, consistent with applicable law or contract.  Finally, we will make all reasonable 
efforts to recover any payments made to excluded entities or individuals and refund 
them to the appropriate party(ies).   


In short, LIBERTY is committed to protecting our recipients’ and providers’ rights, as well 
as preventing potential fraud against DHCP and the state of Nevada.  We are confident 
that the strong exclusion screening protocols that have proven to be effective in our 
other Medicaid markets will be equally successful in Nevada, and will comply with all 
related requirements under this contract. 


 


3.15.6 Compliance Plan 


3.15.6.1 Vendors must have a program that includes administrative and management 
arrangements or procedures, including a mandatory compliance plan to guard against 
fraud and abuse. 


3.15.6.2 Vendors will have written policies, procedures, and standards of conduct that 
articulate the organizations commitment to comply with all applicable Federal and 
State program integrity standards. 


3.15.7 General Requirements 


A. The vendor must have a comprehensive compliance plan which encompasses the 
elements necessary to monitor and enforce compliance with all applicable laws, 
policies, and contract requirements.  


B. The compliance plan must be reviewed and approved annually by the DHCFP. 


C. The compliance plan must include the following elements, and any others as 
directed by the DHCFP: 


1. Written policies and procedures for the functions in this section; 


2. Standards for effective communication between the Compliance Officer, Program 
Integrity staff, management, vendor staff, and the DHCFP; 
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3. Mandatory on-going training and education of the Compliance officer, Program 
Integrity staff, management and staff, and subcontractors on the prevention and 
detection of fraud, waste, abuse, and improper payments; 


4. Delineation of the staff and division of responsibilities within the vendor’s Program 
Integrity Unit; 


5. Specific objectives and goals for Program Integrity operations in the coming year;  


6. The process that the vendor will use to enforce program integrity standards through 
well publicized disciplinary guidelines; 


7. The process that the vendor will use to complete internal program integrity 
monitoring and auditing; 


8. How the vendor will promptly respond to detected program integrity offenses and 
develop corrective action initiatives; and 


9. A report on the success of the objectives and goals from the previous year. 


 
We understand and agree to comply with Section 3.15.6 and 3.15.7. 
 
LIBERTY’s Compliance Plan clearly defines standards, describes the methods for 
monitoring standards, and identifies corrective action processes and, among other 
objectives, is designed to guard against fraud and abuse.  Since it is regularly vetted by 
our various Medicaid and Medicare plan partners to ensure adherence with applicable 
law, contractual requirements and best practices, we are confident that it will satisfy all 
requirements under the Nevada contract.   Consistent with industry standards, our 
Compliance Plan includes the following components:   


Administratively  
• Communicates LIBERTY’s commitment to compliance.  
• Communicates specific organizational objectives to our staff and supports 


organizational standards of integrity in reporting inappropriate conduct, 
fraudulent activities, and abusive patterns.  


• Establishes a consistent process for distributing and communicating new 
regulations, regulatory changes, and modifications within the organization.  


• Creates accountability for receiving regulatory information, operationalizing 
regulatory requirements, and monitoring performance against standards.  


 
Programmatically  


• Identifies specific regulatory statutes that govern our various Medicaid managed 
care program operations.  


• Establishes program standards in accordance with the specific regulations.  
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• Establishes a consistent process for analyzing and interpreting the organizational 
impact of regulations.  


 
Monitoring  


• Provides a process to assess our performance against regulatory requirements 
and established internal performance standards.  


• Provides guidance and standards for monitoring activities such as claims 
processing, customer service, and enrollment functions.  


 
Disciplinary and Corrective Actions  


• Provides a process for disciplinary actions for wrongdoing and unlawful behavior.  
• Provides a structure for the formation and implementation of corrective 


measures.  
 
In addition, our Compliance Plan reflects all elements of a successful compliance 
program, including:  
 
1. Standards & Procedures – LIBERTY has written policies, procedures, and standards of 


conduct that articulate our commitment to comply with all applicable Federal and 
State standards.  


 
2. High Level Oversight and Delegation of Authority – LIBERTY has a designated 


compliance officer and a compliance committee that are accountable to our Board 
of Directors.  


 
3. Employee Training – We provide effective, comprehensive compliance training and 


education to all employees and providers upon new hire/contract, and annually 
thereafter.  


 
4. Communication – We have well publicized, effective lines of communication 


between our compliance officer and employees, including various mechanisms for 
anonymous reporting (online, email, phone, and fax).  


 
5. Monitoring and Auditing – LIBERTY is subject to up 15 independent audits per month 


to ensure compliance with all applicable standards.  
 
6. Enforcement and Disciplinary Mechanisms – We enforce compliance standards 


through well-publicized disciplinary guidelines.  
 
7. Corrective Actions and Prevention – After an offense has been detected, LIBERTY 


takes reasonable steps to respond appropriately t and to develop corrective action 
initiatives, including adhering to any applicable reporting requirements. 







 
SECTION 3: SCOPE OF WORK  


3.15 PROGRAM INTEGRITY  
 


          


Dental Benefits Administrator RFP # 3290  Page 520  


8. Program Integrity –  We delineate the staff and division of responsibilities within our 
Program Integrity Unit, and outline specific objectives and goals for Program 
Integrity operations annually  


9. Reporting – We report to the Board of Directors quarterly on our compliance 
program, and issue a year end summary on the success of the year’s goals. 


 
 


3.15.8 Deficit Reduction Act  


3.15.8.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the 
vendor must, as a condition of receiving Medicaid payment, do the following: 


A. Establish and make readily available written policies for all employees of the vendor, 
including management, and of any subcontractor or provider, that provide 
detailed information about the False Claims Act established under sections 3729 
through 3733 of Title 31, United States Code, administrative remedies for false claims 
and statements established under chapter 38 of title 31,  United States Code, any 
State laws pertaining to civil or criminal penalties for false claims and statements, 
and whistleblower protections under such laws, with respect to the role of such laws 
in preventing and detecting fraud, waste, and abuse in Federal health care 
programs (as defined in section 1128B(f) of the Social Security Act of 1932); 


B. Include as part of such written policies, detailed provisions regarding the vendor's 
policies and procedures for detecting and preventing fraud, waste, and abuse; and 


C. Include in any employee handbook for the vendor, a specific discussion of the laws 
described above, the rights of employees to be protected as whistleblowers, and 
the vendor's policies and procedures for detecting and preventing fraud, waste, 
and abuse. 


LIBERTY is fully aware of and compliant with the requirements of Deficit Reduction Act of 
2005.  As a result, through our Fraud Waste and Abuse program (attached) we establish 
comprehensive written polices for our employees and staff that provide detailed 
information about the False Claim Act and any related state laws pertaining to civil or 
criminal penalties for false claims and statements, and whistle blower protections under 
such laws, with respect to the role of such laws in preventing and detecting fraud, 
waste, and abuse in Federal health care programs.    


In addition, our employee handbook and annual compliance training includes specific 
discussion of these laws, the rights of employees to be protected as whistleblowers, as   
well as our policies and procedures for detecting and preventing fraud, waste, and 
abuse. Please see Attachment 15 for our FWA Program.  
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3.15.9 Under-utilization of Services 


3.15.9.1 Vendors must monitor for the potential under-utilization of services by their 
recipients in order to assure that all Medicaid-covered services are being provided, as 
required. If any under-utilized services are identified, the vendor must immediately 
investigate and, if indicated, correct the problem(s) which resulted in such under-
utilization of services. The vendor’s monitoring efforts must, at a minimum, include the 
following activities:  


A. An annual review of their prior authorization procedures to determine that they do 
not unreasonably limit a recipient’s access to Medicaid-covered services; 


B. An annual review of the procedures providers are to follow in appealing the 
vendor’s denial of a prior authorization request to determine that the process does 
not unreasonably limit a recipient’s access to Medicaid-covered services; and 


C. Ongoing monitoring of vendor service denials and utilization in order to identify 
services which may be underutilized. 


We rely on utilization and authorization data to monitor trends in recipient utilization, as 
well as provider treatment patterns, to ensure beneficiaries are accessing appropriate 
covered services and providers are emphasizing preventive and restorative services 
when appropriate. We have developed a proprietary UM analysis tool that allows us to 
establish network normative patterns for every dental service category. We use various 
methods to identify and track Utilization Data from our core application. Our system 
houses Claims, Estimate, Check, Provider\Office, Group, Billing, Member 
communications, and all other supporting data. Our reporting tools enable us to pull 
data from the core system on a regular basis, using the existing datasets, which can 
then be exported and referenced for a variety of reporting needs. These include test 
and reporting environments, data warehouse, and custom applications that share data 
from the core system.  


To supplement the review of submitted utilization data, we leverage data produced by 
our Analytics and Dental Care Management teams to identify trends in care gaps 
suggesting under-utilization of services. Utilization management and care gap data are 
reviewed and analyzed regularly and discussed at quarterly QM and Peer Review 
meetings for utilization management. Information is also presented to our Utilization 
Management Commitment to solicit feedback and drive actions to improve utilization 
and, ultimately, health outcomes. 


In addition, our UM analysis tool automatically analyzes every network dental office 
against the established patterns of utilization and identifies both over and under-utilizing 
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providers in each dental service category. The UM Tool allows us to develop customized 
corrective actions and counseling for every provider identified. 


We conduct an annual review of all Utilization Management policies and procedures 
which includes the processes for prior authorizations (and LIBERTY’s follow-up and 
outreach to monitor any under-utilization of services approved through the prior-
authorization process) to ensure they do not unreasonably limit Medicaid covered 
services.  Figure 3.15.9-1 provides a sample UM reporting authorization form. 


FIGURE 3.15.9-1. SAMPLE UM REPORTING AUTHORIZATION 


 


We will set guidelines and maintain a complaint and appeals process to streamline the 
claims/preauthorization settlement practices and provider appeal resolutions in 
accordance with current regulations. An annual review of the procedure providers are 
instructed to follow in appealing a denial of an authorization request is conducted to 
ensure the process does not unreasonably limit a recipient’s access to Medicaid-
covered services.  


We review denial data quarterly, or upon demand when a provider or pattern is 
identified as part of our UM program in identifying over/under utilization. 


An example of our success in monitoring and acting on under-utilization is detailed 
below.  Other examples are available in section 3.3.4.1 of this proposal. 


Fluoride Initiative for Children 


Through utilization trend analysis and discussions with numerous 
professionals, advocates and stakeholders, we identified that an unusually 
high number of our child members were not receiving fluoride treatments 
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during their office visits.  Research shows that a simple fluoride swab may be critical to 
eliminating or diminishing dental disease. Visiting a dental provider at an early age for 
oral health examinations and preventive services significantly decreases or eliminates 
a child’s anxiety about dental treatment. Therefore, we developed the Fluoride Initiative 
in California to increase early fluoride application on children three years and 
younger.  We will work with DHCFP to implement this initiative immediately as part of our 
initial outreach and education efforts, as it improved utilization rates of fluoride 
treatments in the California Medicaid Managed Care Program by 31 percent for our 
members. Below, we describe the premise of the outreach program, as well as its 
successful results. 


We worked with several providers chosen specifically for their ability to work with and 
effectively treat young children.  These providers were paid an additional supplemental 
payment to perform child visits and apply fluoride varnish to children between the ages 
of zero and three years old.  For this particular outreach program, we contacted the 
parents and guardians of the zero to three populations via an outbound phone call 
campaign, and helped those members set dental appointments at the identified 
providers.     


To measure our progress and success, we used claims data to determine the number of 
eligible children between the ages of zero and three years old, who received fluoride 
treatments prior to the initiative and again following the initiative. Table 3.15.9.2-2 
demonstrates the significant utilization improvement of 31 percentage points for fluoride 
treatments for the California Medicaid Managed Care Program due to our fluoride 
initiative.  


TABLE 3.15.9-2 FLOURIDE TREATMENTS IN CHILDREN 0-3  


 Prior After 


Eligible Members Age 0-3 4,298 5,040 


Members Who Received Fluoride Treatments 828 2,515 


Percentage of Member Who Received Fluoride Treatment 19% 50% 


 
 


3.15.10 Embezzlement and Theft  


Vendors must monitor activities on an ongoing basis to prevent and detect 
embezzlement or theft by employees, providers, and subcontractors. Any evidence of 
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criminal activity must be reported to the appropriate authority and the DHCFP SUR unit 
within five (5) business days. 


LIBERTY closely monitors employee, provider and subcontractor activities in order to 
prevent and detect embezzlement and theft.  Our existing protocols require us to 
immediately report any suspected criminal activity to the appropriate authorities, such 
as the DHCFP SUR unit, should we be awarded the Nevada contract.  


Employees  
LIBERTY uses a comprehensive set of internal controls to identify potential employee 
theft and embezzlement. Here is an overview of some of the practices we use to 
prevent and discover theft of cash, cash equivalents, and property:   
 


 We secure all checks and deposit slips. By storing account checks and deposit 
slips separately from our operating accounts, we make it more difficult for 
employees to steal, and lessen the chance of someone mistakenly writing a 
check on or making a deposit to the wrong account. 


 We require supporting documentation when signing checks or authorizing 
transactions. Our accounts payable staff is well trained to question check 
requests for any non-approved vendor, or any vendor whose name is not 
recognized. 


 We employ formal check-writing procedures.  For example, requests for “rush” or 
blank checks are not permitted under standard operating procedures.  The 
greater the check amount, the more levels of approval required before payment 
is issued. 


 We limit the amount of petty cash we keep on hand.  
 We routinely review all bank statements and transactions for any irregularities. 


Our finance team verifies that deposits were made in a timely manner and that 
no deposits were reduced by cash returned to the person making the deposit. 
We also look for any missing checks or breaks in check sequence.  


 We review financial statements at least quarterly for any radical changes in 
expenditures. Among other transactions, payroll and office expenses are highly 
scrutinized. 


 We conduct periodic audits. If we discover missing or altered documents or past-
due notices for bills that should have been paid, we investigate.  We also review 
to be sure amounts credited to clients on billing statements match the funds 
collected. 


 We know our people.  We perform comprehensive background checks, and 
verify employee references. 


 We separate and rotate accounting duties.  Since centralized accounting 
responsibilities make it more difficult to detect theft or other problems, we ensure 
payroll is scrutinized by someone other than the person responsible for cutting 
the payroll checks.  


 We carefully inventory and monitor our IT, and other high value assets.   
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In addition, LIBERTY’s Employee Handbook sets forth our expectations of employees, 
and describes what employees can expect from us.  Our handbook makes employees 
aware that we may investigate them if they are suspected of dishonesty or theft, and 
sets parameters and consequences for conduct that falls into those categories. When 
we discover evidence that leads us to believe employee theft has occurred, we take 
immediate action including suspending or placing the employee on administrative 
leave pending a full investigation.   In the event our investigation confirms a finding of 
employee theft, we immediately involve and cooperate with any relevant enforcement 
agencies, make all reasonable efforts to recover the stolen assets, and inform our 
clients and oversight agencies, as required by law or contract.    
 
Providers & Subcontractors 
Our services must be delivered by appropriately licensed and accredited providers. 
Members and Providers are expected to truthful represent all clinical circumstances 
and only to use/provide clinical services that are medically necessary.  As part of this 
commitment, LIBERTY has established and will maintain a Corporate Compliance 
Program that includes a Fraud, Waste, and Abuse Prevention Program (FWAP Program). 
The LIBERTY Compliance Officer is responsible for oversight of the FWAP Program. All 
Covered Individuals are expected to immediately report any potential false, 
inaccurate, or questionable   claims or Suspicious Activity, to their supervisors, the 
LIBERTY Compliance Officer, or the Compliance Hotline. The LIBERTY Compliance 
Officer will promptly investigate and report Suspicious Activity. LIBERTY does not 
discriminate or retaliate in any way against any Employee or other party who reports a 
perceived problem, concern or Fraud, Waste, and Abuse issue in good faith. 
 
A provider’s submission of a claim for payment constitutes a representation by the 
provider that the services or supplies reflected on the claim, including all quantities set 
forth on that claim: 
 


 Were medically necessary in the provider’s reasonable judgment; 
 Were filed accurately, using complete and appropriate coding; 
 Have been properly documented in the member’s medical record(s); 


 
A provider’s submission of a claim for payment also constitutes the provider’s 
representation that the claim is not submitted as a form of, or part of, fraud, waste and 
abuse )as defined above) and is submitted in compliance with all applicable state and 
federal laws and regulations. 
 
Any amount billed by a provider in violation of this policy, if paid by LIBERTY, constitutes 
an overpayment by LIBERTY that is subject to recovery. 
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Any amounts billed to and paid by members in violation of this Policy, must be 
immediately refunded to such members. A Provider may not bill members for any 
amounts due resulting from violation of this Policy. 
 
Providers are responsible for submission of accurate claims. All EDI claims must be 
submitted in accordance with HIPAA 5010 Standards and Paper claims must be 
submitted on either CMS1500 or CMS1450 (UB04) claim forms. LIBERTY’s reimbursement 
policy includes the use of Current Procedural Terminology (CPT®1), guidelines from the 
Centers for Medicare and Medicaid Services (CMS), and other coding guidelines. 
Providers will be reimbursed based on the codes(s) that correctly describe the health 
care services provided. 
 
LIBERTY reserves the right to audit any provider and/or facility to ensure compliance 
with the guidelines stated in this payment policy in accordance with our provider 
review policy. 
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Examples of Suspicious Activities 
 
Providers: 
 Billing for services or supplies that were not provided. This includes billing for "no 


shows" (for example, billing members for services that were not actually furnished 
because the patients failed to keep their appointments) 


 Misrepresenting the diagnosis for the patient to justify the services or equipment 
furnished 


 Altering claim forms or medical records to obtain a higher payment amount 
 Deliberately applying for duplicate payment (for example, billing LIBERTY and the 


member for the same service or billing both LIBERTY and another insurer in an 
attempt  to get paid twice) 


 Soliciting, offering, or receiving a kickback, bribe, or rebate (for example, paying for 
a referral of patients in exchange for the ordering of diagnostic tests and other 
services or medical equipment) 


 Unbundling or billing for separate portions, rather than for the whole procedure (for 
example, the billing of a multi-channel set of lab tests to appear as if the individual 
tests had been performed) 


 Characterizing the service differently than the service actually rendered or 
misrepresenting the   services rendered, amounts charged for services rendered, 
identity of the person receiving the services, dates of services (for example, falsely 
indicating that a particular healthcare professional attended a procedure) 


 Upcoding to maximize payments (for example, billing for 45-50 minutes of 
psychotherapy when the documentation states 20-30 minutes of face to face 
psychotherapy occurred) 


 Using unlicensed staff and billing for their services as if provided by a licensed health 
care professional or physician 


 Performing unnecessary procedures, tests, or even surgeries or prescribing 
additional and unnecessary treatments (over-utilization) or more expensive than 
indicated medications (drug diversion) 


 Requiring a member to return for unneeded follow-up services 
 Balance billing members for services 
 Billing for non-covered services as covered services (for example, routine foot care 


billed as a more involved form of foot care to obtain payment) 
 Participating in schemes that involve collusion between a provider and a member, 


or between a supplier and a provider that result in higher costs or charges 
 Utilizing split billing schemes (for example, billing procedures over a period of days 


when all treatment occurred during one visit) 
 Billing for “phantom” providers who are not really doctors, dentists, or health care 


professionals, who attempt to get money from a health plan by submitting claims on 
real members that they have not seen. These providers may or may not supply a W-
9 and do not have licenses to perform the services. 


 Billing for “phantom” patients who do not exist and did not receive services 
 Billing for more hours than there are in a day 
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FIGURE 3.15.10-1L’BERTY's SUCCESSES IN IDENTIFYING AND INVESTIGATING FRAUDULENT 
ACTIVITIES IN OTHER STATES 
 


 
 
Members: 
 “Loaning” or using another person’s insurance card to obtain medical care and 


benefits  
 Providing false information when applying for programs or services 
 Filing requests for reimbursement for services or medications not received 


 Adding an ineligible dependent to the plan or not taking a dependent off a policy 
when the  dependent is no longer eligible for coverage 


 Failing to disclose multiple coverage policies, or leveraging various coverage 
policies to “game” the system, resulting in improper coordination of benefits. 


 Using a false home address to obtain coverage when your primary address is out of 
the service area 


 Forging or altering bills or receipts to obtain inappropriate reimbursement from the 
health plan. 


 Forging or altering a prescription or improperly obtaining prescriptions for controlled 
substances. 


Examples of LIBERTY’s Successes in Identifying and Investigating Fraudulent Activities in 
other States 


 In 2014, LIBERTY identified an outlier provider from the State of Illinois Medicaid 
program within 2 months of the health plan’s transition to LIBERTY. Upon investigation, 
it was found the provider been billing for years for services that were not rendered. 
We counseled the provider regarding the aberrant patterns, and authorities were 
notified.  The provider abandoned the office and LIBERTY terminated this provider’s 
contract.  In June 2016, the Office of Inspector General sent out a provider alert to a 
wide array of different carriers suspending all payments to this entity. 


 In February 2015, an outlier provider in Florida was identified as warranting 
investigation. Our on-site audit revealed the office environment was not conducive 
to child well-being, and we subsequently terminated the provider contract. The 
provider was later arrested for Medicaid fraud and allegations of child abuse. 


 In April 2015, LIBERTY identified a provider that demonstrated a pattern below the 
standard of care.  The provider was deemed to be systematically undermining and 
defrauding the system. Children who obtained care had undetected caries, 
sealants place over fillings, fillings placed over sealants, and overall treatment was 
below the standard of care. We terminated the provider contract and reported to 
authorities.  As of November 2016 this case is still under investigation by the Illinois 
State Police.    
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 Obtaining prescription drugs from a provider, possibly for a condition from which 
the member does not suffer, and giving or selling this medication to someone 
else. 


 Doctor shopping: Member consults a number of doctors for the purpose of 
inappropriately obtaining multiple prescriptions for narcotic painkillers or other 
drugs. Doctor shopping might also  be indicative of an underlying scheme, such 
as stockpiling or resale on the black market. 


 
Non-Members: 
 Using a stolen member card for obtaining medical services, including medical 


supplies and prescriptions 
 


Brokers and Agents: 
 Altering documents 
 Accepting or offering kickbacks or bribery 
 “Clean sheeting” or falsifying or misrepresenting member or group information to 


obtain better rates.  This act makes the applicant for coverage appear to be a better 
risk for policy acceptance. 


 Failure to disclose information that may affect conditions of coverage 
 Sale of non-existent policies 


 
Health Plan Employees: 
 Fabricating claims 
 Risk Adjustment 


 Participating in schemes that involve collusion between a provider and an 
employee where the claim is assigned (for example, the provider deliberately 
over-bills for services, and the employee then generates adjustments with little or 
no awareness on the part of the member) 


 Manipulating claims data on unassigned claims for one's own benefit (for 
example, through manipulation of member address or the claims history record, 
an employee could generate   adjustment payments against many member 
records and cause payments to be mailed to an address known only to him/her) 


 Failing to provide medically necessary items or services that the organization is 
required to provide (under law or under the contract) to a member, and that 
failure adversely affects (or is substantially likely to affect) the member. 


 Marketing Schemes: When a health plan violates the Medicare or Medicaid 
marketing guidelines, or other federal or state laws, rules, and regulations to 
improperly enroll members. Examples of such violations include, but are not 
limited to: 


o Offering members a cash payment as an inducement to enroll in a 
Medicare or Medicaid plan; 


o Unsolicited door-to-door marketing; 
o Use of unlicensed agents; 
o Enrollment of members without their knowledge or consent; 
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o Stating that a marketing agent/broker works for or is contracted with the 
Social  


o Security Administration or CMS; 
o Misrepresenting the product being marketed as an approved Medicare 


Plan when it actually is a Medigap policy or non-Medicare plan; 
o Requesting member financial information or check numbers (potential 


identity theft by marketing agents). 
 


3.15.11 Verification of Services 


3.15.11.1 The vendor must verify that services billed by providers were actually provided 
to recipients. 


3.15.11.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services 
(VOS) letters for such verification. 


3.15.11.3 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients 
each month. 


We understand and agree to comply with Section 3.15.11. 
 
We will verify that services were actually performed using multiple approaches. First, our 
Member Services Team performs monthly service verification surveys using outbound 
call surveys and call campaigns. These monthly surveys help verify and validate 
services rendered to recipients, as well as notify recipients of their benefits in an effort to 
increase utilization of preventive services.  
 
Leveraging our call center personnel, outbound calls to survey recipients regarding a 
description of the service furnished, the name of the provider who furnished the service, 
the date on which the service was furnished, and the amount of payment made for the 
service. Though September 2016, our outbound call unit has completed approximately 
20,000 calls to recipients in calendar year 2016. This year’s outbound call campaigns 
included Notification of Utilization calls, Transition of Care calls for new business, and 
various surveys including Verification of Services rendered. 
 
All feedback will be used to modify and enhance the verification of receipt of paid 
services sampling methodology. In addition, all survey results that indicate that paid 
services may not have been received by the recipient will be referred to DHCFP and our 
own internal Fraud, Waste, and Abuse department within three business days for review. 
 
The second way that we will verify that services were actually performed is via claim 
documentation analysis. Our Claims Management team verifies services based on 
documentation submitted with claims, including attachments such as radiographs, 
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study models, photographs, chart notes, and narrative reports. Our Claims Processing 
staff, along with our licensed Dental Consultants on staff, manually review 
approximately 30% of the claims that are received that are not auto-adjudicated. In 
situations where something does look questionable or raises a flag, the Claim 
Processors will escalate the information to our Utilization Review team to investigate. We 
have determined that less than 1% of submitted claims appear to be related to 
service(s) that were not actually performed. 
Our Internal Audit team investigates a random sampling of all claims completed within 
a given month, also verifying documentation submitted to justify services or provide a 
rationale for necessity. This review looks at another approximately 5% - 10% of claims. 
 
Finally, we have a vigorous Utilization Review process which reviews dental billing 
patterns for outliers. Providers’ billing patterns are compared against their peers’ for the 
same or a similar population, analyzing variables such as average procedures per 
recipient, per appointment, or per quadrant. For example, we take a proactive 
approach for some Health Plans when it comes to providing preventive services by 
analyzing providers within a given geographical area who do sealants on children. 
After establishing a threshold for the number of sealants that need to be performed on 
children and an acceptable standard deviation from that threshold, we can identify 
those providers who fall below the standard deviation, reach out to them, and consult 
with them on performing more sealants.  
 
If an outlier is identified via these internal service verification methods, our local Dental 
Directors reach out to the offices to either discuss the results of our internal research or, 
in some cases, perform a desktop audit of dental charts from that office. We have 
regular reporting options that can be generated to report these audits and audit results. 
Additionally, we have the capability to create ad hoc reports based on almost any 
criteria or data that we capture internally. Once requirements are provided, we can 
write specifications needed and generate requested state reports within a week, 
depending on the complexity and volume of data required. Our thorough internal 
service verification processes will ensure the provision of accurate claims for services 
confirmed to have been performed. 
 


3.15.12 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments 


3.15.12.1 The vendor must acquire, maintain and monitor a hotline telephone number 
for the public, recipients and providers to report allegations of fraud, waste, abuse, or 
improper payments.  
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3.15.12.2 The hotline number must be prominently displayed in a stand-alone frame 
placed on the vendor’s front page of their Nevada Medicaid website. 


3.15.12.3 The telephone line may be augmented by a web page used specifically for 
collecting and reporting to the vendor's Program Integrity Unit complaint information 
entered by a fraud, waste and abuse complainant.  


3.15.12.4 If the vendor also uses a web page for receiving program integrity complaints, 
it must: 


A. Be accessible and simple to use by the public, recipients and providers; 


B. Have a stand-alone highlighted button or link on the vendor's front page of their 
Nevada Medicaid website; and 


C. Be identified with language which states clearly the button or link is for use in 
reporting Medicaid fraud, waste or abuse. 


We understand and agree to comply with Section 3.15.12. 


We understand that under the federal False Claims Act, as well as The Nevada False 
Claims Act, any person or entity that knowingly submits a false or fraudulent claim for 
payment of United States Government funds is liable for significant penalties and fines. 
LIBERTY maintains a FWA Hotline for anonymous reporting for the public, recipients and 
providers to report allegations of fraud, waste, abuse and improper payments. We 
encourage anonymous, confidential and private, good faith reporting of FWA issues 
and make available a stand-alone frame that easily identifies the hotline number which 
will be displayed on our Nevada Medicaid website. 


We utilize the most up-to-date technology to provide service and support to our 
Recipients and providers. LIBERTY’s website provides us with an avenue to assist and 
educate our Recipients and Providers 24/7. While all information on our website is 
available through other means if requested by the Recipient or Provider, our website 
allows full and convenient access to the information they need.. LIBERTY offers 
technology platforms for our Recipients and Providers to use.  The Nevada Medicaid 
website will include separate sections for Recipients, Providers and the general public. 
A stand-alone highlighted button or link will bring the user to a venue where they can 
easily log their concern. 


We have developed our technology platforms with our Recipients and Providers in 
mind. All navigation and links are designed to provide simple navigation to Recipients 
of all education levels and technology experience. Upon contract award, LIBERTY will 
be committed to ensuring our member-facing technology platforms have the 
functionality to meet all of Nevada’s requirements. 
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3.15.13 Vendor’s Program Integrity Unit 


3.15.13.1 Unit Composition 


A. The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose 
responsibilities include the identification, review, recovery, and reporting of improper 
Medicaid and Nevada Checkup payments, including fraud, waste, and abuse 
(FWA) activities. 


B. The PIU must include a compliance officer and a compliance committee 
accountable to senior management.  The compliance officer shall be available to 
communicate with the DHCFP Program Integrity and SUR staff by telephone, email, 
text message, or other communication methods during State business hours. 


C. The PIU shall have adequate resources and qualified staffing available to conduct 
reviews, recovery and reporting of improper payments, including FWA activities, as 
specified in the vendor contract.  


D. The PIU will have adequate resources to meet either in person or via telephone on a 
monthly basis to provide information and updates on cases. 


E. Qualified staff shall have experience in health care claims review, data analysis, 
professional medical coding or law enforcement. 


F. The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one 
per 50,000 Medicaid recipients. 


G. The PIU staff must receive on-going training in conducting compliance reviews, and 
must travel to the DHCFP for periodic meetings and trainings with SUR Unit staff. 


We understand and agree to comply with section 3.15.13. 


LIBERTY maintains a distinct Program Integrity Unit (PIU) whose responsibilities include 
the identification, review, recovery, and reporting of improper Medicaid payments, 
including fraud, waste, and abuse (FWA) activities.  


Our PIU plays a critical role in ensuring the integrity of the programs in which we 
participate, and:   


Is led by our compliance officer and committee, both of whom are accountable to 
senior management and our Board of Directors.  Our compliance officer is accustomed 
to regularly communicating with state oversight agencies, such as the DHCFP Program 
Integrity and SUR staff, by telephone, email, text message, etc., on demand, during and 
after standard business hours, based on the circumstances of any given PIU matter.  


Is properly resourced with highly qualified staff, experienced in health care claims 
review, data analysis, professional medical coding and law enforcement, who are 
available to conduct reviews, recovery and reporting of improper payments, including 
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FWA activities.  Our PIU staff receive on-going, specialized training in conducting 
compliance reviews.   


If awarded the Nevada contract, we will dedicate at least one PIU FTE to every 50,000 
Nevada Medicaid recipients.  In addition, our PIU is fully prepared  to meet with DHCFP 
personnel either in person or via telephone on a monthly basis to provide information 
and updates on cases.   


 


3.15.14 Fraud Identification and Referral 


3.15.14.1 Vendor shall establish policies and procedures to identify and refer credible 
allegations of fraud to the SUR Unit of the DHCFP. 


If the PIU determines possible fraud, waste or abuse has occurred, we will report these 
findings and supporting documentation to the SUR Unit of the DHCFP. 


We will comply with DHCFP /SUR Unit and will report any credible allegations of fraud 
including, but not limited to, the false or fraudulent filing of claims and the acceptance 
of or failure to return reimbursement for claims known to be fraudulent for investigation 
by SUR Unit, of the Nevada DHCFP office.  


Our FWA and PIU staff will work in collaboration with SUR in all program integrity related 
matters. It is our goal to assist the SUR Unit Team in seeing all potentially fraudulent 
activity come to a resolution. Fraudulent activity may involve, but is not limited to: an 
associate, Director, employee, contactor or member who is involved in inappropriate 
schemes or behavior, or a health care provider who is involved in false documentation; 
inappropriate referrals; falsification of conditions in order to help an individual receive 
an otherwise uncovered service under Medicare or Federal programs; or a 
combination of scenarios.  


 


3.15.14.2 When the vendor receives an allegation or tip related to potential fraud, the 
vendor must perform a preliminary investigation to determine whether a credible 
allegation of fraud exists. 


LIBERTY maintains a FWA Hotline for anonymous reporting and a Program Integrity Unit 
(PIU) that investigates all reports of potential FWA. We currently work with designated 
state and Federal agencies, and law enforcement to pursue individuals or organizations 
who may be involved in activities that fall under the FWA umbrella and will pursue 
prosecution of health care fraud and abuse.  
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When a report or identification of suspected provider fraud, waste or abuse is 
communicated to the PIU through the various reporting mechanisms, a preliminary 
investigation is initiated to collect relevant data and evaluate and analyze the 
circumstances of the allegation. We will determine if a credible allegation of fraud 
exists prior to reporting issues to the SUR Unit of the DHCFP. 


 


3.15.14.3 If the vendor determines that there is credible allegation of fraud, the vendor 
must submit a fraud referral to the SUR Unit of the DHCFP as soon as possible and within 
two (2) business days. 


Upon confirmation that a credible allegation of fraud exists, the PIU will submit a fraud 
referral form to the SUR Unit of the DHCFP within two (2) days of such confirmation. Our 
PIU will submit this form via the DHCFP website. 


 


3.15.14.4 The vendor’s fraud referral must provide, at a minimum, the following 
information and any other information specified by the DHCFP: 


A. Provider’s name, Medicaid provider number or provider’s National Provider Identifier 
(NPI); 


B. Nevada Medicaid provider type; 


C. Recipient’s name and Medicaid number; 


D. Date and source of the original complaint or tip; 


E. Description of alleged fraudulent activity, including: 


1. Specific laws or Medicaid policies violated; 


2. Dates of fraudulent conduct; and 


3. Approximate value of fraudulently obtained payments. 


Our PIU staff will follow the guidelines set forth by DHCFP/SUR Unit as it relates to fraud 
referral submission. At a minimum the referral will include but not be limited to: 


 Provider’s name, Medicaid provider number or provider’s National Provider 
Identifier (NPI); 


 Nevada Medicaid provider type; 
 Recipient’s name and Medicaid number; 
 Date and source of the original complaint or tip; 
 Description of alleged fraudulent activity, including: Specific laws or Medicaid 


policies violated; 
 Dates of fraudulent conduct;  
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 Approximate value of fraudulently obtained payments by the provider. 
 


F. Any other agencies or entities (e.g., medical board, law enforcement) notified by 
vendor, and any actions they have taken; 


An important aspect of our Fraud, Waste and Abuse (FWA) plan addresses referrals to 
relevant government agencies for investigations and/or prosecution when appropriate. 
Any knowledge obtained from outside agencies or through the efforts of LIBERTY’s SIU 
will be fully disclosed as appropriate. Our goal is to serve as a conduit of information to 
the DHCFP/SUR Unit to help ensure a thorough and concise investigation on their part 
therefore all documents and preliminary investigative analysis will accompany the 
fraud referral to the SUR Unit. We will include available information regarding any 
actions taken by other agencies or entities, including the dental board and law 
enforcement. 


 


G. The findings from the vendor’s preliminary investigation and proposed actions; 


H. After submitting the fraud referral, the vendor will take no further action on the 
specific allegation until the SUR Unit responds; 


I. If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must 
proceed with its own investigation to comply with the reporting requirements 
contained in this contract; and   


J. If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will 
be instructed as to what further actions, if any, they may take which will not impair 
the investigation by the MFCU or other law enforcement agency. The vendor must 
provide the MFCU access to conduct private interviews of DBA personnel, 
subcontractors and their personnel, witnesses and recipients. DBA personnel, 
subcontractors and their personnel must cooperate fully in making DBA personnel, 
subcontractors and their personnel available in person for interviews, consultation, 
grand jury proceedings, pre-trial conference, and hearings, at their own expense. 


An important aspect of our Fraud, Waste and Abuse (FWA) plan addresses referrals to 
relevant government agencies for investigations and/or prosecution when appropriate. 
Any knowledge obtained from outside agencies or through the efforts of LIBERTY’s PIU 
will be fully disclosed as appropriate. Our goal is to serve as a conduit of information to 
the DHCFP/SUR Unit to help ensure a thorough and concise investigation on their part 
therefore all documents and preliminary investigative analysis will accompany the 
fraud referral to the SUR Unit. 
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Once we have referred any suspected case of FWA to the SUR Unit, LIBERTY will cease 
all investigative efforts until further notification from the SUR Unit.  
 
Upon notification that the referral has been declined by the SUR Unit, LIBERTY will 
continue our initial investigation in accordance with the reporting requirements 
contained in this contract. 
 
Upon notification that the fraud referral has been accepted by the SUR Unit, we will work 
closely with the Nevada SUR Unit as instructed in identifying and investigating 
allegations of FWA and erroneous payments. We will cooperate fully in any investigation 
or prosecution by any duly authorized government agency, whether administrative, 
civil, or criminal. We will provide, upon request, any information, access to records, and 
access to interview LIBERTY employees, subcontractors and providers that will assist in 
bringing investigations to resolution at our own expense. 


 


3.15.15 Payment Suspensions  


The vendor must establish policies and procedures to implement payment suspensions 
as directed by DHCFP, including those related to Credible Allegations of Fraud (CAF). 


If the DHCFP instructs the vendor to suspend payments to an entity or individual, and 
the vendor fails to do so, the DHCFP may impose penalties. 


If the potential Fraud, Waste and Abuse (FWA) involve a provider, the inquiry may 
initially focus on pulling claims data and reviewing it to identify potential FWA. The 
provider's records will be requested and obtained for analysis. Nevada’s DHCFP 
provider agreements will contain language requiring providers to comply with record 
requests. The review may include engaging dental experts and clinicians to assess 
medical necessity and review of claims to identify up-coding and other fraudulent 
behaviors. These investigative efforts are supplemented by interviews, public records 
reviews and similar investigative efforts to get as complete and accurate understanding 
of the issue as possible. Once a determination has been made that a provider has 
engaged in Credible Allegations of Fraud (CAF), remedial actions will be identified, 
which may include payment suspension, recovery of an overpayment, termination of 
the provider and referral to the SUR unit of the DCCFP. 


LIBERTY will work collaboratively with the DHCFP and upon instruction; impose 
suspension of payment to an entity or individual to avoid possible imposed penalties. 
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3.15.16 Compliance Reviews 


The vendor’s PIU must specifically address the identification, review, recovery, 
prevention, and reporting of improper payments, including fraud, waste, and abuse. 


LIBERTY’s strength in FWA and improper payment detection and resolution is our 
proactive identification of inappropriate care patterns that burden Medicaid programs 
with unnecessary costs. We have protocol and workflows in place to identify and 
counsel providers regarding potential utilization outliers—behaviors such as billing for 
services not rendered; unusual billing patterns; deviations from the Standards of Care; 
and practices below the Standards of Care. Our core MIS system allows us to identify 
unique elements on claims through custom logic, providing us with an opportunity to 
evaluate FWA, improper payments or other outliers. 


Each quarter, LIBERTY will conduct desk audits and/or on-site focused patient chart  
audits on the contracted provider network. The audits may also be initiated upon 
direction from the Dental Director based on benchmark outlier patterns. The objective is 
to have all contracted network providers receive either a desk audit or a focused on-
site audit once every three years. Each quarter, LIBERTY’s SIU Committee produces an 
internal summary report to the Quality Management and Improvement Committee 
summarizing the FWA activities and results from that quarter. The summary report looks 
at FWA indicators including, but not limited to: 


 Double billing 
 Eligibility 
 Patterns of care below expected or established standards 
 False dates of service 
 Inappropriate misleading coding (leading to an incorrect benefit) 
 Excessive treatment patterns 
 Improper payments 


The report presents new and resolved audits, as well as the status of all other current 
audits. In the case of ongoing audits, the report documents the recoveries, 
recoupments, and initiatives from specific providers to summarize LIBERTY’s FWA 
activities and progress in meeting program integrity-related goals. Finally, the Audit 
Report documents the instances of referrals of fraud and prosecutions and instances of 
FWA training in the respective quarter. In the third quarter of 2016, for example, ten SIU 
cases were identified by various means and 11 cases were resolved. Nine of the 11 
resolved cases required additional action, such as counseling, creation of a Corrective 
Action Plan, and/or recovery measures. 
 
This FWA Audit Report will be adjusted to a format and method approved by DHCFP or 
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OIG and delivered on a quarterly basis, or as otherwise directed. With this information, 
LIBERTY can create a report for DHCFP with recoupment totals for the reporting period, 
as well as projected upcoming activity and the top providers on LIBERTY’s list for audit. 
 
LIBERTY has a detailed Fraud, Waste and Abuse (FWA) and improper payments training 
education program for our members and participating providers. Helping our members 
and providers to be aware of what to look for, and to be encouraged to “say something 
when they see something” is our first line of defense in preventing FWA and improper 
payments.  
 
LIBERTY’s FWA and improper payment prevention training program includes: 


 Examples of FWA behaviors. 
 CMS Fraud, Waste, Abuse and Improper Payment on-line training. 
 Instructions for reporting potential FWA. 
 Education on LIBERTY’s FWA reporting hotline. 
 Training on LIBERTY’s Grievance Process. 


Member FWA/Improper Payment Training 
We believe that the prevention of Fraud, Waste and Abuse and the awareness of 
improper payments begins with raising member awareness upon enrollment. Members 
are educated through various methods including, but not limited to the member 
handbook, the member portal and the member welcome letter. Members also receive 
ongoing education through our Member Services outreach programs. We encourage 
members to report FWA and improper payments. LIBERTY investigates all reported FWA’s 
and take appropriate actions.  
 
Provider FWA and Improper Payments Training 
LIBERTY has developed a robust Fraud, Waste and Abuse prevention education and 
training program for our providers. We educate our providers via webinars education 
sessions, in person education during orientations and service visits conducted by our 
Network Managers. We require our providers to complete either the CMS-developed or 
the LIBERTY version of General Compliance and Fraud Waste and Abuse training 
courses. We also evaluate provider utilization patterns through our Dental Care 
Management program to identify potential fraud, waste and/or abusing providers 
and/or members. 
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3.15.17 Identification 


3.15.17.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources 
may include, but are not limited to: 


A. Fraud hotline or website;  


B. Referrals from the DHCFP; 


C. Referrals from the vendor's own organization including utilizations of data systems to 
identify issues such as provider profiling or data analysis; or 


D. Verification of Service letters/EOB’s complaints. 


3.15.17.2 All tips, complaints and referrals which allege recipient misconduct must be 
referred to the Division of Welfare and Social Services (DWSS) Investigations and Review 
(I & R) Unit. The DHCFP must be copied on the referral. 


3.15.17.3 All tips, complaints and referrals must be tracked and reported to the DHCFP 
monthly regardless of the outcome. 


The PIU employs a team of knowledgeable professionals dedicated to detecting, 
investigating, preventing and remedying of FWA. The PIU team includes investigators 
who collaborate with dental coding auditors and a clinical nurse in order to resolve 
allegations of FWA on the part of providers or members. The PIU's senior data analyst 
proactively identifies possible cases of FWA utilizing statistical analysis and data mining 
software. The PIU also employs business analysts and dental care management 
coordinators, all of whom assist with case referrals, the case management system, the 
PIU anti-fraud hotline, respond to requests from government partners, internal 
departments and support the PIU's regulatory reporting responsibilities. 


The PIU team will respond and review all tips, complaints and referrals in a timely 
manner that meets or exceeds expectations set by the DHCFP. 


Throughout the process, DHCFP will be engaged as appropriate and required in 
LIBERTY’s agreements with DHCFP. This includes formal reporting of all tips monthly, 
immediate reporting of allegations being investigated and formal monthly reporting in 
the format prescribed by DHCFP. 


 


3.15.18 Review 


3.15.18.1 The PIU will conduct a review of any identified issues by collecting and 
analyzing available relevant information, including, but not limited to: 


A. Encounter data; 


B. Provider credentialing and enrollment records; 
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C. Provider self-audits; 


D. Provider treatment records; 


E. Prior authorization records; 


F. Recipient verification of service letters/EOB’s; 


G. Nevada Medicaid Services Manual (MSM); and 


H. Nevada Medicaid Billing Guidelines. 


3.15.18.2 The PIU will determine which, if any, encounters were improper payments. 


LIBERTY’s PIU identifies FWA through a variety of sources, including, but not limited to:  


 Incorporating clinical and non-clinical sources of information to analyze patterns 
of care based on patient age and demographics, and by provider type and 
geography.  


 Comparing statistics with regional, product-based and national profiles.  
 Analyzing and establishing benchmarks and standards.  
 Providing clinical feedback and guidance from our Chief Dental Officer and 


State Dental Directors.  
 Focusing on managing the appropriateness of care (as defined by clinical 


criteria, professional standards of care, and based on each member’s available 
dental benefits), for both services that are auto-adjudicated and services that 
are reviewed for medical necessity by licensed dental consultants.  


 Benchmarking provider’s performance against other comparable providers, 
based on specialty and geography.  


 Managing, tracking and trending of practice patterns based on Utilization data.  
 Analyzing clinical patterns and developing action plans as appropriate.  
 Encounter data. 
 Provider credentialing and enrollment records. 
 Provider treatment records. 
 Prior authorization records. 
 Provider self-audits. 
 Nevada Medicaid Services Manual (MSM). 
 Nevada Medicaid Billing Guidelines.  


Our core MIS system allows us to identify unique elements on claims through a custom 
logic, allowing us to evaluate for FWA or other outliers. Our Utilization Management 
team then analyzes key elements of data to help minimize or eliminate potential FWA 
and improper payments, while maximizing effectiveness of care. We also conduct 
monthly retrospective chart reviews of randomly selected providers in addition to 
utilization data that is reviewed. 
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The PIU unit will determine which, if any, encounters were related to improper payments 
based on initial analysis of the data and the array of follow-up investigative work 
conducted by our PIU staff. 


 


3.15.19 Recovery and Education 


3.15.19.1 The PIU will notify the provider of the identified overpayment. The notification 
will include: 


A. The amount of the overpayment; 


B. A detailed listing of the encounters affected; 


C. Education and citations supporting the findings; 


D. Options for repayment; 


E. Any internal appeal rights afforded by the Vendor; and 


F. The provider's right to an Administrative Fair Hearing through the DHCFP after 
internal appeals with the vendor are exhausted. 


3.15.19.2 The PIU must collect and retain the overpayments resulting from a vendor 
fraud and abuse investigation or audit. 


3.15.19.3 All affected encounters will be adjusted or voided within sixty (60) calendar 
days following the identification of the overpayments, regardless of whether the vendor 
is able to recover the overpayment from the provider. 


We will notify a provider if the Plan has determined it has overpaid a claim in writing 
clearly identifying the claim, name of the patient, the date service and including a full 
explanation of the basis upon which the claim was in excess of the amount due.  For 
each claim that is denied, adjusted or contested, the Plan shall provide an accurate 
and clear written explanation of the specific reasons for the action taken within the 
timeframes specified. We can offset overpayments of claims within 30 days, if the 
provider has not contested the overpayment.  LIBERTY will adjust or void affected 
encounters within sixty (60) calendar days following the identification of the 
overpayments, regardless of whether LIBERTY is able to recover the overpayment from 
the provider. 


LIBERTY has template letters to include the following types of encounters: 


 Improper payment for services. 
 Payment for services that fail to meet professionally recognized standards/level of 


care. 
 Charges in excess or selection of the wrong code(s) for services. 
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 Billing for items or services that should not have been or were not provided based on 
documentation supplied. 


 Duplicate charges and redundant charges. 
 All required documentation is not present in the dental record. 
 Other coverage that is discovered after a claim has been made. 


LIBERTY includes education about Fraud, Waste and Abuse (FWA) into our initial and 
ongoing communications with both providers and members because we know that the 
best line of defense to prevent improper payments is to ensure members and providers 
know how to identify and avoid irregular behaviors, as well as to empower them to 
detect and report suspicious activity. 


This process begins with our employees, who serve on the front lines working with 
providers and members every day. Every employee of LIBERTY undergoes extensive 
compliance training (including specific FWA training) within 30 days of being hired and 
annually thereafter so they can respond to potential cases of FWA and improper 
payments and can pass important information on to providers and members through 
both formal and informal means.   


Upon provider request, LIBERTY will make a collaborative effort to make reasonable 
repayment options available.  


Dispute Resolution System 
LIBERTY provides an effective provider and non-participating provider dispute resolution 
mechanism process whereby providers can dispute decisions made by the Plan 
regarding billing and claims.  We require that any dispute determination is fair, fast and 
cost effective for contracting and non-participating providers and require attachments 
and supplemental information or documentation. 


 Notice to provider of Dispute Resolution Mechanism 
o LIBERTY makes available upon request to providers the dispute resolution 


mechanism form whenever the plan contest, adjusts, or denies a claim. 


 Submission of provider disputes 
o LIBERTY’s Policies and Procedures explain the procedures for submission, 


processing and resolution of provider. 


o The contracted provider can notify LIBERTY challenging, appealing or 
requesting reconsideration of a claim that has been denied, adjusted or 
disputing a request for reimbursement of an overpayment of a claim.  The 
request must include complete identification of the disputed item, date of 
service and explanation why provider believes the action is incorrect. 
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 Time period of submission of disputes 
o LIBERTY will accept provider disputes from contracted providers within 30 


days from the date of the plan’s last action on the claim, whether the 
claim is denied or adjusted.  Along with any returned provider dispute, the 
plan will clearly identify in writing the missing information necessary to 
resolve the dispute.  The provider may submit an amended provider 
dispute within 15 days working days of the date of receipt of a returned 
provider dispute setting forth the missing information.  The provider will not 
be required to submit any previous documentation that was submitted.  


o LIBERTY will accept provider disputes from non-contracted providers if: 
 it is received in writing, and 
 the dispute is being submitted due to LIBERTY’s error to pay the 


claim correctly.  


 Time period for acknowledgement and resolution 
o LIBERTY acknowledges the receipt of each provider’s dispute. In the case 


of an electronic provider dispute, the acknowledgment occurs within two 
(2) days of the date of receipt.  In the case of paper provider dispute, the 
acknowledgement occurs within fifteen (15) working days of the date of 
receipt. 


o LIBERTY attempts to resolve the dispute and issue a written determination 
within thirty (30) days of the receiving the dispute.  The plan’s written 
determination will state the pertinent facts and explaining the reasons for 
its determination within thirty (30) working days after the date of the 
provider dispute or amended dispute. 


o If a dispute is found in favor of the provider which involves past due 
payments, LIBERTY pays any outstanding monies determined to be due, 
and all interest and penalties required. 


 Non-contracted Provider appeals 
o Non-contracted providers may appeal on their own behalf only if they 


complete a waiver of liability statement indicating that they will not bill the 
recipient, regardless of the outcome of the appeal. 


The Fair Hearing process for providers is cited at NRS Chapter 422.306 – Hearing to 
review action taken against provider of services under state plan for Medicaid 
regulations; appeal of final decision. LIBERTY will abide by all rules set forth and make 
information about the process available to the provider. 
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The PIU will aggressively pursue recoveries of any amounts paid that relate to identified 
fraud, waste, abuse and improper payment activities. These recoveries and/or 
adjustments will be made in regards to all federal and DHCFP laws and requirements.  


In the event that we are unable to gain resolution, all affected encounters will be 
adjusted or voided within sixty (60) calendar days following the identification of the 
overpayments, regardless of whether the vendor is able to recover the overpayment 
from the provider. 


 


3.15.20 Monetary Recoveries by State or Federal Entities 


3.15.20.1 If any government entity including the Attorney General’s Office, either from 
restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a 
criminal prosecution or guilty plea, or through a civil settlement or judgment, or any 
other form of civil action, receives a monetary recovery from any entity, the entirety of 
such monetary recovery belongs exclusively to the State of Nevada and the vendor 
has no claim to any portion of this recovery. 


3.15.20.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors 
to agree to subrogate, to the State of Nevada for all criminal, civil and administrative 
action recoveries undertaken by any government entity, including, but not limited to, 
all claims the vendor or subcontractors has or may have against any entity that directly 
or indirectly receives funds under this Contract including, but not limited to, any health 
care provider, manufacturer, wholesale or retail supplier, sales representative, 
laboratory, or other provider in the design, manufacture, marketing, pricing, or quality 
of drugs, pharmaceuticals, medical supplies, medical devices, durable medical 
equipment, or other health care related products or services. 


3.15.20.3 Any funds recovered and retained by a government entity will be reported to 
the actuary to consider in the rate-setting process. 


3.15.20.4 If any specific payments are identified as improper, those encounters must be 
adjusted or voided, as appropriate. 


3.15.20.5 For the purposes of this Section only, “subrogation” means the right of any 
State of Nevada government entity or local law enforcement to stand in the place of a 
vendor or client in the collection against a third party. 


LIBERTY understands and will fully comply with the requirements delineated in sections 
3.15.20.1 through 3.15.20.5.  LIBERTY is committed to detecting and preventing fraud, 
and to working as a partner with Nevada’s DHCFP and criminal justice agencies in this 
regard.   


There are also numerous situations that are not criminally fraudulent, but where we have 
identified that Medicaid providers are delivering services and billing in an excessively 
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costly manner, and where we implemented corrective actions with that provider that 
resulted in appropriate behavior modification. A recent example of this dynamic is 
conveyed in Figure 3.15.20-1 below. 
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FIGURE 3.15.20-1. FWA CASE EXAMPLE 


 


 


3.15.21 Reporting Requirements 


3.15.21.1 All information provided to the DHCFP must be submitted according to the 
format in the forms and reporting guide. 


3.15.21.2 The vendor must report certain information to the DHCFP on a per occurrence 
basis. This includes, but is not limited to: 


A. Every allegation, complaint, or referral pertaining to overpayments whether caused 
by fraud, waste, abuse or billing errors; 


B. Every CAF; 


C. Every employee of the vendor who is employed by, has ownership interest in, or 
contracts with, any provider enrolled with Nevada Medicaid; and 


D. Every provider that is de-credentialed or denied credentialing for whatever reason.  


3.15.21.3 The vendor must report certain information to the DHCFP on a monthly basis. 
This includes, but is not limited to: 


A. All active reviews and their status; and 


B. All completed reviews with a detailed reason, and the amount of each overpayment 
recovered from the vendor’s fraud and abuse investigation or audits. Each review must 
be reported even if the determination was that there was no overpayment. 


3.15.21.4 Upon request, vendor must provide encounter data to the MFCU at no cost. 


Our current program integrity protocols already require us to report certain information 
to our clients on a per occurrence basis, including: 
 


1. Every allegation, complaint, or referral pertaining to overpayments whether 
caused by fraud, waste, abuse, or billing errors; 


2. Every CAF; 


Case Example 
 


A provider was identified as being an outlier due to higher than normal cost per member and 
aberrant patterns with fillings (mainly one surface “B” fillings) for adults which triggered a 
“red flag.” The provider did not bill for any crowns which is suspicious as crowns are a 
covered benefit – but unlike fillings, require prior authorization. The provider would need to 
send an x-ray so the Dental Consultant could review for medical necessity. A counseling call 
was made on 6/1/2016 with the provider and the Dental Director to discuss patterns which 
resulted in a change of behavior in overall treatment patterns and an 18% reduction in costs.  
This office will be monitored to confirm provider’s behavior has remained changed.  
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3. Every LIBERTY employee who is employed by, has ownership interest in, or 
contracts with any provider enrolled with the State Medicaid program; and 


4. Every provider that is de-credentialed or denied credentialing for whatever 
reason. 
 


Similarly, as we do in many of the other Medicaid markets where we operate, we are 
fully prepared to report the following information to the DHCFP on a monthly basis:  
 


1.  All active reviews and their status; and 
2.  All completed reviews with a detailed reason and the amount of each 


overpayment recovered from our fraud and abuse investigations or audits, 
including determinations of no overpayment.  
 


Finally, our rigorous reporting framework, which we discuss in detail in the following 
section, allows us to be agile in responding to any DHCFP ad hoc reporting requests.   
 


3.15.22 Provider Compliance Reviews by the DHCFP 


3.15.22.1 The DHCFP may conduct reviews of encounter data and vendor providers to 
ensure compliance with Nevada Medicaid policies. 


3.15.22.2 Any improper payments discovered by the DHCFP, which have not been 
reported by the vendor as being under review, may be recovered and retained by the 
DHCFP. 


3.15.22.3 The DHCFP may instruct the vendor to withhold payment to a provider in its 
network as a result of an overpayment discovered by the DHCFP.  


3.15.22.4 All improper payments identified by the DHCFP, must be adjusted or voided 
from the encounter data within sixty (60) days after notification from DHCFP. 


 
LIBERTY serves over 3 million individuals across the country, more than 2 million of whom 
are Medicaid beneficiaries.  Since the vast majority of our members are enrolled in 
government sponsored programs, we are highly adept at undergoing comprehensive 
third party compliance reviews, including reviews focused on encounter data and 
provider payments.  LIBERTY routinely receives scores of 100% (i.e., no adverse findings) 
in these reviews, which validates our ongoing compliance with program requirements.   
 
Additionally, each month we produce a wide array of customized data reports to assist 
clients and oversight agencies in monitoring us for continued compliance.   Constant 
third party oversight not only validates our ongoing compliance, it also speaks to our 
ability to efficiently manage compliance reviews and related reporting obligations, and 
provides us frequent opportunities to proactively identify and remediate potential 
compliance issues before they escalate. 
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Given our experience participating in compliance reviews focused on encounter data 
and provider payments, we have well established protocols to respond to a finding of 
improper payment:   


1. We reimburse the applicable state agency, like DHCFP, or health plan client for 
any improper payments discovered, which have not previously reported as 
being under review 


2. At the reviewer’s instruction, we withhold payment from a provider in our network 
as a result of an overpayment discovered by the reviewer 


3. We adjust or void such payments from encounter data within sixty (60) days of 
learning of them.  


 


3.15.23 Provider Preventable Conditions (PPC) 


The vendor must identify and report and require all providers and subcontractors to 
identify and report to the SUR Unit in DHCFP, provider preventable conditions that are 
associated with claims for Medicaid payment of with courses of treatment furnished to 
Medicaid patients for which Medicaid payment would otherwise be available. 


Given LIBERTY’s extensive experience in government programs, we are fully aware of 
and compliant with the 2011 CMS final rule implementing the requirements of Section 
2702 of the ACA, specifically requiring states to implement non-payment policies for 
provider preventable conditions (PPCs) in the Medicaid population.  The goal of this 
regulation is consistent with LIBERTY’s own values of ensuring high quality services to 
Medicaid recipients.  Thus, our current policies and procedures are consistent with, and 
therefore readily equip us to deny or recover payments to healthcare professionals and 
inpatient hospitals for care related to the treatment of the consequences of PPCs and 
Other Provider Preventable Conditions (OPPC) that meet NV DHCFP criteria.   


In addition, our PPC protocols require us to adhere to all applicable state and federal 
reporting requirements, and require our participating providers and subcontractors to do 
the same, including the requirement to identify and report to all applicable government 
agencies, like the SUR Unit in DHCP, PPC that are associated with claims for Medicaid 
payment of courses of treatment furnished to Medicaid patients for which Medicaid 
payment would otherwise be available. 
 
Although in the dental context, PPC are less prevalent, LIBERTY is fully aware of their 
significance, and we are prepared to properly respond to and promptly report such 
events.   
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3.15.24 Vendor Disclosures: Information on Ownership and Control 


Vendors must disclose information to the DHCFP on ownership and control; information 
related to business transactions; and information on persons convicted of a crime. If the 
vendor does not disclose required information under 42CFR 455.104, any federal funds 
withheld or recouped from or any penalties assessed upon the DHCFP will be withheld 
and recouped from or assessed upon the vendor. 


LIBERTY Dental Plan of Nevada, Inc. (“LIBERTY”) will disclose information to the DHCFP on 
ownership and control, information related to business transactions, and information on 
persons convicted of a crime, in accordance with Section 3.15.24.  LIBERTY understands 
that if it does not disclose required information under 42CFR 455.104, any federal funds 
withheld or recouped from or any penalties assessed upon the DHCFP will be withheld 
and recouped from or assessed upon LIBERTY. 
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3.15.24.1 Disclosures are due at any of the following times: 


A. Upon the vendor submitting the proposal in accordance with the State's 
procurement process. 


LIBERTY agrees to provide all of the required disclosures upon submitting its proposal in 
accordance with the State’s procurement process.  Accordingly, LIBERTY has provided 
the required disclosures in Section 3.15.24.2. 


 


B. Upon the vendor executing the contract with the State. 


LIBERTY agrees to provide all of the required disclosures upon executing the contract 
with the State. 


 


C. Upon renewal or extension of the vendor’s contract. 


LIBERTY agrees to provide all of the required disclosures upon renewal or extension of 
the contract with the State. 


 


D. Within five (5) calendar days after any change in ownership of the vendor. 


LIBERTY agrees to provide all of the required disclosures within five (5) calendar days 
after any change in its ownership. 


 


3.15.24.2 Disclosures on Ownership and Control by Vendor. 


A. The following disclosures must be provided by the vendor (42 CFR 455.104(b), 
1903(m)(2)(A)(viii), 1124(a)(2)(A)): 


1. Any person or business entity with an ownership or control interest in the vendor that: 


a. Has direct, indirect, or combined direct/indirect ownership interest of five percent 
(5%) or more of the vendor’s equity. 


The following, Table 3.15.4.2-1, is a list of persons and business entities with an ownership 
or control interest in LIBERTY Dental Plan of Nevada, Inc. that has a direct, indirect, or 
combined direct/indirect ownership interest of five percent (5%) or more of the vendor’s 
equity:  
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b. Owns five percent (5%) or more of any mortgage, deed of trust, note, or other 
obligation secured by the vendor if that interest equals at least five percent (5%) of the 
value of the vendor’s assets. 


Not Applicable. 


 


c. Is an officer or director of a vendor organized as a corporation.  


The following is a list of officers and directors of LIBERTY Dental Plan of Nevada, Inc.: 
 
Directors: 
Amir Neshat 
John Carvelli 
Randy Brecher 
 
Officers: 
CEO – Amir Neshat 
President – Randy Brecher 
Treasurer/CFO – Maja Kapic 
Secretary – John Carvelli 
Assistant Secretary – Donald Regan 
 


d. Is a partner in a vendor organized as a partnership. 


There are no partners in LIBERTY Dental Plan of Nevada, Inc., as it is organized as a 
corporation. 
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2. The name and address of any person (individual or business entity) with an ownership 
or control interest in the vendor. The address for business entities must include as 
applicable primary business address, every business location, and P.O. Box address. 


The following is a list of persons (whether individual or business entity) with an ownership 
or control interest in LIBERTY Dental Plan of Nevada, Inc.: 


 


 


3. Date of birth and Social Security Number (in the case of an individual). 


 


4. Other tax identification number (in the case of a business entity) with an ownership or 
control interest in the vendor or in any subcontractor in which the vendor has a 5 
percent (5%) or more interest. 


There are no other tax identification numbers with an ownership or control interest in 
LIBERTY Dental Plan of Nevada, Inc. or in any subcontractor in which LIBERTY Dental Plan 
of Nevada, Inc. has a five percent (5%) or more interest.  
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5. If your firm is not a Qualified Health Maintenance Organization, provide the 
disclosures described at 42 U.S.C. 1396b(m)(4)(A).” 


 
3.15.24.3 Whether the person (individual or business entity) with an ownership or control 
interest in the vendor is related to another person with ownership or control interest in 
the vendor as a spouse, parent, child, or sibling; or whether the person (individual or 
business entity) with an ownership or control interest in any subcontractor in which the 
vendor has a 5 percent (5%) or more interest is related to another person with 
ownership or control interest in the vendor as a spouse, parent, child, or sibling. 


No entity or individual with an ownership or control interest in the vendor is related to 
another. 


 


3.15.24.4 The name of any other Medicaid provider or fiscal agent in which the person 
or corporation has an ownership or control interest. 


There is no other Medicaid provider or fiscal agent with an ownership or control interest. 


 


3.15.24.5 The name, address, date of birth, and Social Security Number of any 
managing employee of the vendor. 


The following is a list of managing employees of LIBERTY Dental Plan of Nevada, Inc., 
along with the name, address, date of birth, and Social Security Number of each such 
individual:  
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3.15.24.6 Vendor requirements for collecting and validating information related to 
ownership and business transactions from providers or subcontractors. 


A. The vendor must enter into an agreement with each provider under which the 
provider agrees to furnish upon request, information related to ownership and 
business transactions.  
1. The vendor must require the provider or subcontractors to submit full and 


complete information about: 
a. The ownership of any subcontractor with whom the provider has had 


business transactions totaling more than $25,000 during the 12-month 
period ending on the date of the request; and  


b. Any significant business transactions between the provider and any 
wholly owned supplier, or between the provider and any subcontractor, 
during the 5-year period ending on the date of the request.  


 
3.15.24.7 Vendor’s requirements for collecting and validating information related to 
providers/subcontractors convicted of crimes. (42 CFR 455.106) 
 
3.15.24.8 Before the vendor enters into or renews a provider agreement, or at any time 
upon written request by the vendor, the provider must disclose to the vendor the 
identity of any person who:  


A. Has ownership or control interest in the provider, or is an agent or managing 
employee of the provider/subcontractors; and  


B. Has been convicted of a criminal offense related to that person's involvement in 
any program under Medicare, Medicaid, or the Title XX services program since 
the inception of those programs. 


We understand and agree to comply with sections 3.15.24.6 – 3.15.24.8. 
 
LIBERTY currently serves over 3 million members nationwide, over 2 million of whom 
participate in various Medicaid programs.  Through this experience, we have become 
extremely proficient at seamlessly amending our provider and vendor contracts, and 
related processes, to comply with a wide array of state and program specific 
provisions.  If selected in Nevada, we will use this proven approach to amend our 
contracts and to require our providers and subcontractors to furnish upon request, 
information related to ownership and business transactions, including full and complete 
information about:  
 


1. The ownership of any subcontractor with whom the provider has had Business 
transactions totaling more than $25,000 during the 12-month period ending on 
the date of the request; and  
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2. Any significant business transactions between the provider and any wholly 
owned supplier, or between the provider and any subcontractor, during the 5-
year period ending on the date of the request.  


 
We will also ensure our Delegation Oversight and Credentialing Committees 
incorporate these items in their formal, ongoing review of subcontractors and providers, 
respectively.    
 
In addition, given our extensive experience in government programs, LIBERTY’s 
contracts and processes already comply with Nevada DHCFP’s requirements to: 
 


1. Collect and validate information related to providers and subcontractors 
convicted of crimes, consistent with 42 CFR 455.106; and   


 
2. Require providers and subcontractors to disclose to LIBERTY the identity of any 


person who 
 


a. Has ownership or control interest in the provider/subcontractor, or is an 
agent or managing employee of the provider/subcontractor; or 
 


b. Has been convicted of a criminal offense related to that person’s 
involvement in any program under Medicare, Medicaid, or the Title XX 
services program, since their inception.  


 
Specifically, LIBERTY already contractually binds all subcontractors to adhere to the 
same exclusion screening protocols as we do, which includes review of the following 
databases for all owners, employees, directors, providers and downstream entities upon 
initial engagement and, a minimum, monthly thereafter and, in the case of non-
contracted payees, prior to payment:   
 


 The United States Department of Health and Human Services, Office of Inspector 
General’s (“OIG”) List of Excluded Individuals/Entities (“LEIE”).  
 


 The General Service Administration’s (“GSA”) Excluded Parties List System 
(“EPLS”) 
 


 State Medicaid Inspector General’s Lists of Restricted, Terminated or Excluded 
Individuals or Entities 
 


 The Office of Foreign Assets Control – Specially Designated Nationals (OFAC) 
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Upon initial contracting, LIBERTY also requires each provider and subcontractor to 
disclose any person or entity with a direct or indirect ownership interest of five percent 
(5%) or more in the subcontractor or provider, respectively, including disclosure of all 
owner affiliates and subsidiaries. LIBERTY screens all our subcontractors and providers 
and any entities or individuals they disclose against the required databases.  If at any 
time a LIBERTY subcontractor or provider, or any of its owners, employees or 
subcontractors becomes suspended, excluded or disbarred, we contractually require 
the subcontractor or provider to immediately disclose such information to LIBERTY so 
that we may ensure that the relationship with the party is properly terminated, all funds 
are appropriately refunded, and all required regulatory reporting is completed.   
 
In addition to the controls described above, LIBERTY’s Delegation Oversight and 
Credentialing Committees are responsible for formal, ongoing oversight of delegated 
functions and providers, respectively, including verifying, at least annually, that 
ownership disclosures are current, and required exclusion screenings are properly 
performed.  


 


3.15.25 Denial or Termination of Provider Participation.  


3.15.25.1 The vendor may refuse to enter into or renew an agreement with a provider if 
any person who has an ownership or control interest in the provider, or who is an agent 
or managing employee of the provider, has been convicted of a criminal offense 
related to that person's involvement in any program established under Medicare, 
Medicaid or the Title XX Services Program.  


In addition to LIBERTY’s robust NCQA level credentialing program, which mainly focuses 
on the dentist or associate dentists who will directly treat our members, we are aware 
that a non-practicing practice co-owner or practice employee may also impact our 
decision. LIBERTY’s decision to enter into an agreement with or renew and agreement 
with a particular provider may be impacted if we learn that any person who has 
ownership or who controls interest in or is a managing employee of that practice has 
been convicted of a criminal offense related to involvement in any Medicaid or 
Medicare program or Title XX Services Program.    
 


3.15.25.2 The vendor may refuse to enter into or may terminate a provider agreement if 
it determines that the provider did not fully and accurately make any disclosure 
required.  


LIBERTY also reserves the right to deny participation in our network or terminate an 
existing agreement with a provider in the event we determine that a provider did not 
fully and accurately disclose all issues and actions as requested in our provider 
agreement and application. In the event we identify an issue related to inaccurate or 
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incomplete disclosure, LIBERTY’s credentialing team will conduct an review of the 
particular provider’s file and when necessary contact or request additional information 
from the provider. Ultimately, the decision to deny participation or terminate an 
agreement is made by our Dental Director and/or the Credentialing Committee. 
 


3.15.25.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of 
any action it takes on the provider's application for participation in the program.  


We are committed to prompt notification to the DHCFP Provider Enrollment Unit in the 
event we take any action on a provider’s application for participation in the program. 
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3.16 REPORTING 
The vendor must meet all reporting requirements and timeframes as required in 
Attachment T, Forms and Reporting Guide, and this RFP unless otherwise agreed to in 
writing by both parties.  Failure to meet all reporting requirements and timeframes as 
required by this RFP and all attachments thereto may be considered to be in default or 
breach of the contract. 


Unless it is clearly labeled as “confidential” or “trade secret,” information or documents 
received from the vendor may be open to public disclosure and copying.  The State will 
have the duty to disclose, unless a particular record is made confidential by law or a 
common law balancing of interests. This includes compensation arrangements, profit 
levels, audits and findings, and pertinent litigation data. 


Vendor may clearly label individual documents as a "trade secret" or "confidential" 
provided that the vendor agrees to indemnify and defend the State for honoring such 
a designation.  The failure to label any document that is released by the State shall 
constitute a complete waiver of any and all claims for damages caused by any release 
of the records. If a public records request for a labeled document is received by the 
State, the State will notify the vendor of the request and delay access to the material 
until seven (7) business days after notification to the vendor.  Within that time delay, it 
will be the duty of vendor to act in protection of its labeled record.  Failure to act shall 
constitute a complete waiver. 


We understand and will comply with the provisions of section 3.16. 


In this RFP we will be identifying some information as “Trade Secret” or “Confidential”. 


 


3.16.1 Encounter Reporting 


3.16.1.1 Vendors must submit encounter data in accordance with the requirements in 
this contract, to include any revisions or additions which contain information regarding 
encounter data, including DHCFP’s media and file format requirements, liquidated 
damages and submittal timeframes.  The vendor must assist DHCFP in its validation of 
encounter data. Compliance with reporting requirements is described in this RFP.  


3.16.1.2 The vendor is required to submit encounter data for the Nevada Check Up 
program in the same manner as the Medicaid program.  Nevada Check Up recipients 
must be separately identified from Medicaid recipients, but the information can be 
combined for submission. 


3.16.1.3 The vendor may not submit encounter data for amounts expended for 
providers excluded by Medicare, Medicaid, or CHIP, except for emergency services 
pursuant to 42 CFR 431.55(h) and 42 CFR 438.808. 


3.16.1.4 All encounters must be submitted for proper and accurate reporting and must 
be submitted within ninety (90) calendar days of receipt of encounter.  
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We understand and agree to comply with sections 3.16.1 through 3.16.1.4. 


LIBERTY has over a decade of highly relevant experience, managing approximately 2 
million Medicaid recipients—both children and adults—and has the capability to meet 
various DHCFP program standards including all reporting requirements. We will work 
with DHCFP to ensure compliance with the established data reporting standards, 
particularly as it relates to complete and accurate encounter data submission. We will 
work to establish timelines to meet your deliverables, in the media and format required. 


LIBERTY is used to providing separate reports, or providing unique identifiers in our 
encounter reports that allow for separate populations of membership to be identified 
and reported (e.g., Medicaid and Nevada Check Up). We look forward to working with 
DHCFP in meeting your reporting requirements, and have the flexibility to make 
modifications in the event that requirements change as your program evolves. 


We regularly check with CMS to identify provider for Our MIS clearly identifies in-
network providers and we can ensure that only those providers receive payment for 
services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808. This information will be 
reported as part of the encounter submissions to the DHCFP. 


The encounter data is usually submitted on a monthly basis to our clients, other 
timeframes can be arranged if different frequencies are needed. These are usually 
provided by the 5th of every month for the prior month’s data. We will ensure that all the 
requirements outlined in section 3.13.4 (Encounter and Claim data) are met. 


 


3.16.2 Summary Utilization Reporting 


The vendor shall produce reports using quality measures identified in the DHCFP Quality 
Assessment and Performance Improvement Strategy (QAPIS) and must submit these 
reports in addition to other reports required by this contract in a timely manner. 


3.16.3 Dispute Resolution Reporting 


3.16.3.1 The vendor must provide the DHCFP with reports documenting the number and 
types of provider disputes, recipient grievances, appeals and fair hearing requests 
received by the vendor and its subcontractors. 


3.16.3.2 These reports are to include, but not be limited to, the total number of recipient 
grievances, the total number of notices provided to recipients, the total number of 
recipient and appeals requests, and provider disputes filed, including reporting of all 
subcontractor’s recipient grievances, notices, appeals and provider disputes.  The 
reports must identify the recipient grievance or appeal issue or provider dispute 
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received; and verify the resolution timeframe for recipient grievances and appeals and 
provider disputes. 


3.16.3.3 Comprehensive recipient grievance, notice, and appeal information, fair 
hearing requests, and provider dispute information, including, but not limited to, 
specific outcomes, shall be retained for each occurrence for review by the DHCFP. 


We understand and agree to comply with sections 3.16.2 through 3.16.3.3. 


With regard to the quality metrics reporting (QAPIS), LIBERTY will conduct testing of our 
report production during the implementation period using data from another state 
Medicaid program.  Through this effort, we will share sample QAPIS report outputs with 
DHCFP to ensure that we have correctly programmed our MIS to generate this 
information accurately once live operations begin.  


LIBERTY has established a robust grievance system to research and respond to 
grievances, appeals, fair hearing requests, and provider disputes in a prompt and fair 
manner. Our full grievance and appeals process is described in Section 3.9.16. We also 
retain and report on all occurrences of recipient grievances, appeals, fair hearing 
requests, and provider disputes and report these quarterly in California, Florida, Illinois 
and New Jersey where we serve the Medicaid population. 


An example of our quarterly report on grievances and appeals can be found in 
Attachment 16. This report includes the total number of: 


 Recipient grievances 
 Notices provided to recipients 
 Recipient appeals requests 
 Provider disputes filed 


This report also identifies the recipient grievance or appeal issue or provider dispute 
received and verifies the resolution timeframe for recipient grievances and appeals 
and provider disputes. We will share these reports with DHCFP during the 
implementation period to assure the content and formats are in line with your needs; we 
will make appropriate modifications to tailor the content and format to Nevada 
Medicaid and Nevada Check Up based on your input. 


In addition, LIBERTY also produces logs of unresolved/ongoing grievances/appeals to 
track their status within the department. They are found below in Figures 3.16.3-1 and 
3.16.3-2. 


  







 
SECTION 3: SCOPE OF WORK  


3.16 REPORTING  
 


          


Dental Benefits Administrator RFP # 3290  Page 563  


FIGURE 3.16.3-1.  PENDING GRIEVANCE AND APPEALS SNAPSHOT 


  


FIGURE 3.16.3-2: PENDING PROVIDER APPEALS SNAPSHOT 


 


As soon as a grievance is received in the G&A Department, an Intake Analyst logs it in 
the grievances and appeals log (our current grievance and grievance log), and the 
G&A log assigns the grievance a system-generated tracking number, marking the 
creation of an electronic case file. At this time, the system also automatically generates 
a written acknowledgement of receipt of the grievance to the complainant.  


During this process, the Intake Analyst will identify any requests for fair hearings, as well 
as expedited appeals, even if not specifically requested as such. We do not currently 
have any State Fair Hearing cases open or pending, so the attached report does not 
show this information. Comprehensive grievance, appeal and outcome information 
shall be retained for each occurrence for review by the DHCFP. 


 


3.16.4 Quality Assurance Reporting 


Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to 
guidelines established jointly by the vendors, the DHCFP, and the External Quality 
Review Organization (EQRO), as well as those identified in this RFP.  In addition, the 
vendor must provide outcome-based clinical reports and Management Reports as may 
be requested by the DHCFP or its EQRO.  Should the vendor fail to provide such reports 







 
SECTION 3: SCOPE OF WORK  


3.16 REPORTING  
 


          


Dental Benefits Administrator RFP # 3290  Page 564  


in a timely manner, the DHCFP will require the vendor to submit a POC to address 
contractual requirements regarding timely reporting submissions, areas of concern, or 
areas of noncompliance noted by the DHCFP or its EQRO. 


We understand and will comply with the provisions of section 3.16.4.   


LIBERTY’s Quality Management Improvement (QMI) Program is a comprehensive 
approach to Quality Improvement. The QMI Program encompasses an array of well-
defined processes and functions that are critical to the delivery of dental services. Each 
quality improvement project is executed with the ultimate goal of maintaining or 
improving the overall health of members. The full description of LIBERTY’s QMI Program 
and PIPs can be found in Section 3.9, but they rely on outcome-based clinical reports 
and Management Reports for evaluation and measurement to determine effectiveness 
or need for additional enhancement. LIBERTY currently gathers these reports for the 
California, Florida, Illinois and New Jersey Medicaid programs and can generate similar 
reports for Nevada, as well. 


Table 3.16.4-1 below is an example of an annual tabulation for a PIP aimed at 
increasing the percentage of preventive services utilized in different regions in Florida. 
We compared December 2014 utilization results to December 2015 results to determine 
whether or not our PIPs have had any impact over the course of 12 months. Overall, we 
saw a 1.8% increase in utilization of preventive services. However, Regions 2 and 7 are 
the underperforming regions and would be considered for additional attention. These 
kinds of PIP reports are used in the evaluation and measurement of our projects and are 
an important component in our efforts to be a continuously innovating and improving 
organization. 


TABLE 3.16.4-1. ANNUAL PIP TABULATION 


 


2 3 4 5 6 7 8 11 Total
Dec-15 12.8% 12.9% 12.8% 14.4% 12.9% 13.5% 16.3% 15.7% 13.9%
Dec-14 12.6% 10.1% 11.4% 12.5% 11.4% 12.8% 13.3% 12.5% 12.0%
Change 0.2% 2.9% 1.4% 2.0% 1.4% 0.7% 3.0% 3.2% 1.8%


PIP Cumulative
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As a second example, in California Medicaid, LIBERTY implemented a PIP aimed at 
increasing sealant utilization among children. After measuring the percentage of 
children receiving sealant services to establish a baseline and comparing these rates at 
one and two year intervals, LIBERTY documented a positive impact of the PIP. Table 
3.16.4-2, below, shows a snapshot of the sealant utilization results after two years of the 
PIP. Relative to the baseline data, the control group (HN PHP) experienced a 1.3% 
decrease in sealant utilization for ages 6-7 while the three experimental groups 
experienced an increase in sealant utilization of 1.9%, 13.6%, and 81.1%. Relative to the 
first year, all groups increased sealant utilization, but the experimental groups increased 
by a much larger amount. For ages 8-9, the control group and two of the experimental 
groups decreased sealant utilization from the baseline, but one of the experimental 
groups increased utilization by 15.7%. Compared to the first interval year, all groups 
increased sealant utilization, but the experimental groups outperformed the control 
group. 


 


 


 


 


 


Each PIP is initiated with a charter that clearly establishes the goals, scope, timing, 
milestones and team roles and responsibilities of the PIP. These charters provide the 
team that is carrying out the PIP a clear reference in their day-to-to management and  
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operations for what needs to be accomplished and when. LIBERTY will compile these 
charters into an overall PIP report at the end of the year to summarize the annual results 
of each new and ongoing PIP. 


While LIBERTY currently produces these PIP reports annually, the automatic capture of 
this information enables us to provide outcome-based clinical reports and 
Management Reports at the request of the DHCFP or its EQRO. Given this capability and 
commitment to adherence, we are confident that we will provide these reports to 
DHCFP in a timely manner. However, in a delay scenario, we acknowledge and agree 
to submit a POC to address contractual requirements regarding timely reporting 
submissions, areas of concern, or areas of noncompliance noted by the DHCFP or its 
EQRO partner. 


 


3.16.5 Recipient Satisfaction Reporting 


Each vendor must collect and submit to DHCFP a recipient satisfaction survey prior to 
the third quarter of each contract year.  The DHCFP may request a specific sample, 
and/or survey tool. Survey results must be disclosed to the State, and, upon State’s or 
recipient’s request, disclosed to recipients. 


We will submit the Recipient Satisfaction Survey results to DHCFP by the third quarter of 
each contract year, and we will work with DHCFP to ensure that the survey instrument 
and data collection approach is acceptable.   


Our Recipient Satisfaction Surveys are adapted from the CAHPS survey. We routinely 
conduct satisfaction surveys following a recipient’s office visit. The importance in 
gathering and analyzing recipient satisfaction is demonstrated through our dedicating 
an outbound outreach unit to this effort. We believe there is value in contacting the 
recipient by phone allowing the Member Services Representatives to ask questions 
regarding the recipient’s experience at the dental office and to verify that services were 
rendered in accordance with the treatment plan presented and approved by the 
recipient. This avenue allows for discussion with the recipient to pinpoint areas of 
satisfaction and/or concern.  


Daily survey results are tracked in workflows in the host system for trending and 
reporting purposes. Internal changes are identified and applied to improve recipient 
experience and satisfaction. Quarterly survey results, of all data, are reported to the 
Quality Management and Improvement (QMI) Committee for analysis and corrective 
action where appropriate when results are unfavorable.  
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We conduct focused review and analysis of offices identified with less than adequate 
recipient satisfaction scores, and implement strategies to outreach and counsel 
providers on how to improve. Examples of this would include concerns with 
appointment wait times or in-office wait times during appointments. We will provide 
survey results prior to the third quarter of each year and upon request from either DHCFP 
or a recipient.  


 


3.16.6 Financial Reporting 


The vendor must meet the financial reporting requirements set forth in the Forms and 
Reporting Guide, including any revisions or additions to the document.   


As an already-operating Nevada-based dental care coordination entity, LIBERTY Dental 
Plan of Nevada, Inc. currently meets financial reporting requirements for the Nevada 
Division of Insurance and can meet the reporting requirements set forth in the Reporting 
Guide and as prescribed in Attachment T. 


 


3.16.7 Sales and Transaction Reporting 


The vendor must report transactions between the vendor and parties in interest that are 
provided to the State or other agencies available to recipients upon reasonable 
request. 


We currently have the capability to and agree to report our transactions with other 
entities to the State or other agencies upon reasonable request from DHCFP.  


 


3.16.8 Other Reporting 


The vendor shall be required to comply with additional reporting requirements upon the 
request of the DHCFP. Additional reporting requirements may be imposed on the 
vendor if DHCFP identifies any area of concern with regard to a particular aspect of the 
vendor’s performance under this contract.  Such reporting would provide the DHCFP 
with the information necessary to better assess the vendor’s performance. 


We understand that we must comply with additional reporting requirements upon 
DHCFP’s request. 
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3.17	 INFORMATION	 SYSTEMS	 AND	 TECHNICAL	
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3.17 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 


3.17.1 Data Requirements 


The vendor will be required to provide compatible data in a DHCFP prescribed format 
for the following functions: 


3.17.1.1    Enrollment; 


1.17.1.2 Eligibility; 


1.17.1.3 Provider Network Data; 


3.17.1.4     PDP Assignment; 


3.17.1.5     Claims Payment; and 


3.17.1.6     Encounter Data. 


We understand and agree to comply with sections 3.17 .1 through 3.17.1.6. 


Overview of Data Collection and Storage Capabilities 
We have experience monitoring and reporting on various types of performance and 
compliance measures. Our MIS System houses Claims, Estimate, Check, 
Provider/Office, Group, Billing, Member communications, and all other supporting data. 
Our reporting tools enable us to pull data from the core MIS system on a regular basis. 
We have many tools at our disposal that we can use to meet your data requirements: 


o Datasets - (Pull from core system) 
o Data Warehouse – Medimart 
o Custom Applications 


 
These tools allow us to create reports that can be scheduled or run on an ad hoc basis. 
Currently, we deliver over 300 reports each quarter to meet both our client and internal 
requirements. All reports are entered into our “Compliance Reporting Tracking System” 
to ensure timelines are met. For the past two years, we have delivered 99% of our 
reports on time to our various clients. All data are stored within our MIS System.  


Enrollment and Eligibility  
Our MIS is tailored to provide dental care coordination to government populations and 
will fully accommodate the enrollment and eligibility requirements for the Nevada 
Medicaid and Nevada Check Up recipients.  We will accept all recipients appearing in 
DHCFP’s data file as eligible based on your specified coverage dates and parameters.  


We will accept recipient eligibility and enrollment data each and every business day 
via standard electronic file transactions. All inbound eligibility data must be confirmed 
as submitted by the client or their designated administrator through an established 
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secure transfer method. File retrieval and upload will commence within six hours of file 
availability. Enrollment staff will process each file using our Member Load Protocol.  


Our database allows membership data to be available on a real-time basis to all 
operational areas, including Member Services for eligibility verification and call center 
activities, claims processing, as well as our provider web portal. 


All applicable parameters and interfaces must be programmed into the Member Load 
screen according to established protocol for that specific client or population; this 
allows for customization of various controls at the plan level. If corrupt data renders the 
file unloadable, the sender will be notified immediately. Upon successful loading, all 
files leave an electronic time stamp that includes the operator name, date and time; 
each affected member record is updated with these data elements for tracking and 
auditing purposes.  


Our system assigns our own unique identification number to each enrolled individual, in 
addition to the ID number(s) that will be provided to us by DHCFP. This allows us to 
recognize recipients who are simultaneously enrolled in more than one plan, or have 
multiple coverages based on various eligibility factors, such as “dual eligible” enrolled 
in both Medicaid and Medicare.  


Our system will capture all standard member demographic data, Medicaid or other 
unique membership numbers, language and ethnicity data, and any other data 
elements the client deems necessary to administer benefits accurately.  


Our MIS System stores a wide array of data elements, as well as the ability to store 
custom or additional elements as needed. All data are stored and tracked for version 
control of the data. We can review audit trails of the data, to see modification dates, as 
well as the user performing the updates. All data are mapped to the various functions 
within the MIS System, including but not limited to: 


o Claims 
o Providers 
o Billing 
o Groups 
o Reporting 
o Payments 
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Our structure allows for all relevant data to be stored in an automated manner that 
facilitates integrated information sharing and a wide array of analysis and reporting 
activities.  Our structure also ensures the integrity and accuracy of our data.   


Updates are tracked for historical and auditing purposes. Data can be provided to 
DHCFP out of our core systems in various layouts, or customized if needed. Our Nevada 
data can be shared with DHCFP or its designated partners (Medicaid MCOs, quality 
review contractors, actuarial contractors, etc.) upon request or as defined. 


Provider Network Data 
Similar to the eligibility and other data within the MIS, we have sophisticated capabilities 
with regard to storing, tracking, and making optimal use of provider data. Our system is 
robust with the ability to store all elements to manage our networks.  Some of these 
elements are listed below: 


o Office data 
o Provider data 
o Reimbursements (Can hold unlimited per provider) 
o Fee Schedules 
o Contracts 
o NPIs 
o Assigned members 
o Capitation Setup and mappings 
o Taxonomy/specialties 
o Languages (Spoken) 
o Claims/Estimates 


Our MIS has the capability to manage Primary Dental Provider (PDP) assignments within 
the application. Assignments can be part of the enrollment loads, and manually 
assigned if required, or through an automated process. The automated process “Auto-
Assign” has full system logic to ensure a member is assign to an “In Network” provider 
based on system logic. .  As shown in Figure 3.17.1-1, this logic includes, distance, 
group contract mapping, language spoken (Both member and office), as well as other 
factors to ensure a member is assigned an appropriate provider. 
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All PDP assignments are tracked with effective dates and expiration dates. Each time 
the assignment is modified or changed, a new record is created, and the previous one 
is still visible.  The system will not allow for overlapping coverages, and will map any 
claim coming in to the correct assignment based on the service date of the claim. 


Claims Payment and Encounters 
Our system ensures that claims are processed accurately. Throughout the system there 
are places that business rules are setup. These are at the benefit plan, service 
restrictions, and provider fee schedules to name a few. The data is stored in the 
application and made available to the various reporting environments. In the event a 
claim is reopened and adjusted, the system tracks these changes (Versions) and stores 
them for processing. Each version would be sent in our encounter data to our clients. 
There are timely filing settings to ensure claims pay on time, and in the event we are 
late, apply the appropriate interest as required. 


We maintain internal auditing teams to review the data, and random sampling of all of 
our claims. This allows us to ensure business rules are setup properly, and ensure our 
various processing staff are making the right decisions when adjusting. 
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Our claims and encounter data will be shared with DHCFP (and/or its designated 
contractors) as requested and required to support your program management and 
evaluation efforts.   


We will work closely with DHCFP during the implementation period to ensure that we are 
transmitting this information in the most usable manner for your purposes, as delineated 
in the ensuing subsections.  


 


3.17.2 Interfaces 


The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to 
establish schedules for each interface.  The DHCFP’s Medicaid Management 
Information System (MMIS) will interface with the vendor’s system in the following areas, 
although not necessarily limited to these areas:  


3.17.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to 
clients for whom the health plan pays).  


3.17.2.2 Health Plan - Network Data File. 


3.17.2.3 Health Plan - Client Update File. 


3.17.2.4 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP). 


3.17.2.5 MMIS - Encounter Data Informational Errors File. 


3.17.2 6 MMIS - Health Plan Error File. 


3.17.2.7 MMIS - Third Party Liability Update File. 


3.17.2.8 MMIS - Client Demographic Data. 


3.17.2.9 MMIS - Daily Health Plan Recipient File. 


3.17.2.10 MMIS - Health Plan Recipient File. 


3.17.2.11 MMIS - Network Data Exception File. 


3.17.2.12 MMIS - Network Primary Dental Provider (PDP) Updates. 


3.17.2.13 MMIS - Client PDP changes. 


3.17.2.14 MMIS - Client Enrollment Updates. 


3.17.2.15 MMIS - Health Plan Notification. 


All transactions must be in a HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, vendors will 
find EDI Companion Guides at the following website: 
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https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain 
HIPAA-compliant technical specifications. 


The vendor shall be responsible at their own expense for any new and/or modified 
interfaces that may be required by CMS, including but not limited to, HIPAA regulations. 


We understand and agree to comply with sections 3.17.2 through 3.17.2.15. 


We also understand that timely and accurate reporting is critical to DHCFP for its own 
program management and evaluation efforts.  We will work closely with DHCFP, your 
fiscal agent and your other designated contractors (as applicable) to establish a 
schedule and process to meet the various reporting requirements. Upon being awarded 
the Nevada Medicaid contract, a project team will be established to systematically 
address each of the requirements as outlined. We will work with DHCFP to set up the 
various interfaces to transfer data between the two of us (and with your designated 
contractors where applicable).  


We will develop automated processes to ensure all applicable parameters and 
interfaces are preprogrammed according to the established protocol for DHCFP and its 
population. This programming allows for the customization of various controls at the 
benefit plan level. As an example, LIBERTY processes 834 files in all 50 states. Our 
Member Load Protocol is designed to facilitate the standardization of inbound data into 
the ideal format for our processing system while allowing DHCFP maximum control of 
the outcome. Upon successful uploading, all files leave an electronic time stamp that 
includes the operator name, date, and time. Each affected member record is updated 
with these data elements for tracking and auditing purposes.  


An important feature of LIBERTY’s eligibility and enrollment database is our thorough 
data pre-scrubbing process to establish controlling mechanisms to validate and ensure 
standardization of member information, including member age, address, and other 
numeric data. Our scrubbing process also considers duplicate entries and utilizes filters 
to identify the duplicate members across multiple populations and systems, as 
described below. The application of these filters does not threaten the validity, security, 
or ability to modify data without prior approval from DHCFP. Further, we have in place 
additional data reconciliation procedures to demonstrate, validate, and confirm data 
integrity. 


We also process encounter files (837D) for approximately 2.5 million members in both 
Medicaid and Medicare programs. These are automated to interface with each client 
and delivered on time and accurate at a 99% success rate.  
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Each business unit will work to identify and develop the various reports needed to 
interface with DHCFP, and will be part of automated delivery process. All items will be 
entered into our compliance database to ensure they are tracked and delivered timely. 
 


3.17.3 Encounter Data Report Files 
A. The vendor must provide encounter data report files in prescribed data fields to 


the DHCFP’s encounter data processing agent on a monthly basis.  The DHCFP 
will provide the required data fields and data transfer instructions.  In 
developing the encounter data interface, the vendor will be provided with 
companion guide and details of any applicable edits and descriptions of the 
edits.  The vendor will have adequate access to fiscal agent staff to assist in the 
development of the interface. 


B. 3.17.3.1 Encounters must: 


C. Successfully pass through the HIPAA compliance editors used by the State’s 
fiscal agent. The DHCFP will not entertain any requests for other compliance 
checkers to be used for the convenience of proposers. 


A. Successfully pass encounter edits with a minimum of ninety-five percent (95%) of 
the data successfully passing all encounter edits within the first six (6) months of 
submission, with ninety-seven percent (97%) or as required by federal regulation, 
whichever is more stringent, passing all thereafter. In the event the vendor fails 
to demonstrate affirmative, good faith efforts to achieve these requirements, 
progressive sanctions, including monetary penalties, may be applied until data 
submissions meet the required standards. The vendor will not be held liable for 
encounters that do not successfully pass all encounter edits if the vendor is not 
solely responsible for the failure. 


B. Be complete and accurate to establish capitation rates. Providing inaccurate 
or incomplete encounter data may create a false claim under the FCA and 
other laws. The undersigned hereby certifies the completeness, accuracy and 
truthfulness of the encounter data. 


C. Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of 
correction and reasonable, agreed to timeframe to comply, the vendor 
will have an additional 30 days to correct whereupon the DHCFP may, at its 
discretion, impose sanctions in the form of liquidated damages. The liquidated 
damages would be two percent (2%) of one (1) month’s capitation, or ten 
thousand dollars ($10,000), whichever is greater until the Contractor is in 
compliance, as well as any fines or sanctions imposed upon the DHCFP by 
regulatory agencies as a result if the vendor’s non-compliance. 


We understand and agree to comply with sections 3.17.3 through 3.17.3.1. 


LIBERTY has a robust Claims and Encounter System with strong analytical tools built into 
our Core Application System. Checks and balances are in place to ensure that the data 
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Encounter data accuracy 
is one of our top priorities. 
During 2016 to date, we 
have reported encounter 
data on approximately 
two million recipients with 
98% accuracy and 
timeliness, and will work 
with DHCFP to maintain 
this accuracy rate.  


entered are accurate, complete, and compliant with government, internal, and DHCFP 
standards.  


We can receive and review all 999 reports, 277 reports, as 
well as other error reports and verify that all applicable 
errors are resolved and resubmitted within required 
timeframes.  


We will work with the DHCFP to ensure our encounter data 
passes your compliance editors. Any changes will be 
performed by LIBERTY at no cost to the client to ensure the 
97% acceptance rate is met. 


Provider Education  
The encounter data we collect from providers and reports are grouped into member 
characteristics, provider characteristics, and services furnished to members. We work 
with our providers to educate and train them on claims submission, which includes 
encounter data elements. We also work with our providers to accept claims via 
electronic submission and paper submission. We receive encounter data in all 
standardized formats (e.g., paper, EDI, Clearing House, FAX, Portals). 
 
Claims/Encounter Automated and Manual Review  
Claims data are mined for encounter information, and in the event that there are data 
that are incorrect, no longer valid, or an element of a claim not identified as part of the 
original claim that needs to be changed, LIBERTY can easily adjust the encounter claim 
immediately. Similarly, if DHCFP’s requirements change, we are accustomed to working 
quickly to correct or update the file layout, systems, or processes to meet those needs. 
Most corrections are data related, not format related, and therefore do not require a 
layout update.  


Our internal audit team reviews claims processing and adjudication rules to ensure 
claims are processed correctly. Prior to going live, sample or test claims will be 
processed to meet all the scenarios that are likely to occur based on Nevada’s 
program design. This testing will be run through the adjudication and claims processing 
within our core application to ensure that once we promote the plan and group to 
production, all issues have been addressed. Once production begins, we will continue 
to audit the claims. This includes, but is not limited to, group review, claims processor (to 
ensure adjustment accuracy), Lines of Business (LOB), and other packages that perform 
either random sampling or complete reviews. Reports are given to claims management 
for them to perform corrective action plans in the event unfavorable findings are found. 
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3.17.4 HIPAA Transaction Requirements 


All electronic transactions must be accepted/transmitted in a HIPAA-compliant format.  
These include, but are not limited to: 


3.17.4.1 Premium payments (X12F 820); 


3.17.4.2 Enrollment and disenrollment into a health plan (X12N 834); 


3.17.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval 
of authorization); 


3.17.4.4 Referrals and prior authorizations (X12N 278-both request and approval of 
authorization); 


3.17.4.5 Claims encounter data (X12N 837 and NCPDP); 


3.17.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 


3.17.4.7 Payment and remittance advice (X12N 835-remittance advice). 


In addition to complying with the requirements of the National EDI Transaction Set 
Implementation Guide, proposers will find EDI Companion Guides at the following 
website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides 
contain HIPAA compliant technical specifications for each transaction. 


We understand and agree to comply with sections 3.17.4 through 3.17.4.7. 


Our management information systems customarily accept and transmit HIPAA 5010 
compliant files. We are fully capable of meeting the 834, 820, 835, 837D requirements as 
described in the guides.  For the 270/271, 276/277, and 278, we meet HIPAA 5010 
requirements, but additional programming may be needed. Upon contract award, we 
will work with DHCFP to determine programming needs.  


We continually ensure our systems are updated to meet requirements and timelines to 
implement new versions of HIPAA regulations or requirements.  


LIBERTY has successfully updated our various EDI layouts to meet client-specific needs.  
Once we have the client’s specifications, tailoring this functionality for our MIS typically 
occurs within a matter of days or at most a few weeks.  Examples of our recent 
successful EDI accommodations include:   


 State of Texas Medicaid – 837 changes (special needs population) 
 State of New Jersey Medicaid – 837 changes (wrap around payments to FQHC 


offices). 
 Covered California and Federal Exchanges – 834 changes to house various 


member identifiers, payment information, and other exchange specific data. 
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3.17.5 NPI Transaction Requirements  


3.17.5.1 The vendor must provide the DHCFP with a National Provider Identifier, (NPI), 
including any taxonomy code(s), with their proposal.  The vendor must electronically 
transmit and receive fully HIPAA compliant transactions.  This applies to all HIPAA 
regulations currently effective and those in draft form.  Throughout the duration of the 
initial contract and any extensions, the State will not bear any of the cost for any 
enhancements or modifications to the vendor information system(s) or the systems of 
any of the vendor subcontractors or vendors, to make it compliant with any HIPAA 
regulations.  This includes those HIPAA requirements currently in effect or future 
regulations as they become effective.  


3.17.5.2 All encounters must be submitted electronically as fully HIPAA compliant 
'shadow claims.' This includes but is not limited to, providing the DHCFP, through its fiscal 
agent, the NPI on all providers, including billing, servicing, and OPR (ordering, 
prescribing, and referring). 


3.17.5.3 Without exception, all providers contracting through the vendor must be 
registered with the DHCFP as a Medicaid provider. This includes any providers who are 
required to have NPI.  If an eligible provider submits their claims on paper, they must still 
use an NPI, and the shadow claim of that paper encounter must be submitted from the 
vendor to the State’s fiscal agent electronically and it must include the provider's 
NPI.  This applies for any providers who have obtained a taxonomy code in addition to 
their NPI.  The taxonomy code must be provided to the State’s fiscal agent, and that 
taxonomy code must be used appropriately on all encounters submitted to the State’s 
fiscal agent on behalf of the DHCFP.  The same NPI and taxonomy codes must be used 
for any third party insurance, including but not limited to private insurance and 
Medicare, for which the vendor rebills. 


3.17.5.4 Without exception, all encounters from sub-capitated providers must be 
captured by the Vendor and transmitted to the State’s fiscal agent following the 
guidelines outlined above.  These must be fully detailed encounters following HIPAA 
requirements and using HIPAA compliant transactions, including but not limited to the 
use of NPI and taxonomy. Encounter data must include the individual NPI to identify the 
rendering provider or prescribing provider. 


We understand and agree to comply with sections 3.17.5 through 3.17.5.4. 


LIBERTY maintains our own NPI, as required by DHCFP. 


o NPI:  1932321551 
o Primary Taxonomy:  Health Maintenance Organization 
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We currently manage Medicaid business in the States of Florida, Illinois, Texas, and 
California that require us to ensure the NPIs within the LIBERTY MIS application match the 
data within the states’ systems.  


Upon award of the Nevada Medicaid RFP, we will work with DHCFP to put a process in 
place to obtain the state NPI file, and insure that our data matches what the state has 
on record. We will work with our provider network in the event there are any 
discrepancies identified to update the information we have on record, or update the 
information they provided the state. Our encounter data are submitted in the 837D 
HIPAA 5010 format, and currently pass with a 98% acceptance rate. Our Nevada 
submissions will include all claims data formats (EDI, paper, web, fax, or claims 
submitted by other means). We will ensure that the data we send to DHCFP is complete 
and contains the NPI information required (Billing NPI, rendering NPI, and rendering 
Taxonomy), as described in the companion guide.  


As part of our provider credentialing policies and procedures (P&P’s), all providers are 
required to have and provide a NPI. Unless this data is provided, they do not pass the 
credentialing process, and would not be part of the network. We also download the 
federal NPI directory at least twice a year, and validate the data in our systems.  


LIBERTY is proactive in ensuring its MIS technology is up to date and HIPAA compliant. In 
the event of new or updated HIPAA standards are introduced, LIBERTY has processes in 
place to enhance our systems to ensure we meet the new requirements and timelines. 
These enhancements are made at no cost to our clients. Enhancements are managed 
through our “Project Activity Committee (PAC)”, and compliance is the number one 
concern when prioritizing and ranking enhancements. 


 


3.17.6 Contractor must maintain current International Classification of Diseases (ICD) 
and Electronic Data Interchange (EDI) compliance as defined by CMS regulation and 
policy and no funding will be provided for contractor’s compliance.  


Our MIS application is fully ICD 10 compliant. LIBERTY continues to use Current Dental 
Terminology (CDT) codes (the standard HIPAA data set for dental services) when 
building benefits, but we have the ability to include ICD 10 codes if required. In 2014 we 
partnered with our Medicaid clients in CA to develop and test the new ICD 
requirements. This was done to ensure our systems are ICD compliant in preparation for 
the eventual required use of ICD codes for dental procedures. After twelve months of 
preparation and testing, LIBERTY became fully ICD compliant in September, 2014. 
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We continue to maintain our MIS application to remain ICD compliant and will continue 
to ensure this capability in the future. In the event enhancements to the process are 
needed, LIBERTY will take full responsibility to enhance our MIS system at no cost to the 
DHCFP.
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3.18	DHCFP	RESPONSIBILITIES 
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3.18 DHCFP RESPONSIBILITIES 
DHCFP will be responsible for the following: 


3.18.1 External Quality Review 


DHCFP will contract, to the extent required by federal law, with an External Quality 
Review Organization (EQRO) to conduct independent, external reviews of the quality of 
services, outcomes, timeliness of, and access to the services provided by the vendor 
covered under the RFP.  These reviews will be conducted at least annually.  


3.18.2 Due Process  


3.18.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and 
Nevada Check Up. The DHCFP is responsible for the appeals process for disenrollment 
from managed care programs and for providing a State Fair Hearing to all recipients 
who request such a hearing for all actions taken on medical assistance program 
benefits. 


3.18.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the 
fair hearings and provide the fair hearings officer.  Upon receipt of the fair hearing 
request, DHCFP will forward a copy to the vendor. 


3.18.3 DHCFP On-Site Audits 


The DHCFP may schedule on-site audits at the vendor’s primary place of business. The 
purpose of these audits is to confirm contract compliance and to more effectively 
manage DHCFP contract monitoring and oversight responsibilities of the vendor.  These 
audits will be scheduled in advance and will focus on contract sections prior identified 
by the DHCFP. The vendor will be informed of the scheduling, focus of the audit and the 
expectations regarding vendor’s participation no less than thirty (30) days in advance 
of the on-site visit. The vendor will have all prior requested data and information 
available at the time the audit begins. 


3.18.4 Actuarial Services 


The DHCFP will provide or contract to the extent required by federal and state law with 
an actuarial contractor to establish rates using a methodology that is certified as 
actuarially sound and in compliance with state and federal law.  Rate reviews will be 
conducted at least annually. 


3.18.5 Encounter Data Processing 


The DHCFP will contract with an encounter data processing agent to accept, edit, 
process, and review encounter data submitted by contracted vendors.  It is DHCFP’s 
sole responsibility to determine the format in which the vendor must submit the 
encounter data. In addition, the vendor encounter data, when requested, must be 
submitted to the DHCFP’s actuary. 


We understand and agree to comply with sections 3.18.1 through 3.18.5.   
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We welcome the opportunity to facilitate DHCFP’s program management and 
monitoring activities.  We will provide all data relevant to our Nevada Medicaid and 
Nevada Health Check Up lines of business operations to DHCFP, as requested. We 
understand that in many instances our data transmission will go to a DHCFP designated 
contractor, such as your selected EQRO or actuarial consultant partners.    


Our data transmissions will accommodate DHCFP’s requested formats and timeframes 
for ongoing/routine reporting.  We will make our best effort to respond in a timely 
manner to all ad hoc data requests – we will work with you at the point of those requests 
to determine your timing, content and format needs and will reprioritize our workload 
where needed to achieve a rapid turnaround.       


 


3.18.6 Website Access 


The DHCFP will maintain an Internet link on its official website at which the vendor’s 
website can be accessed. 


We understand and will comply with the provisions of section 3.18.6.  We understand 
that the DHCFP will maintain an Internet link on its website at which our website can be 
accessed. 


 


3.18.7 Operation Oversight 


The DHCFP has procedures for monitoring the vendor’s operations related to recipient 
enrollment and disenrollment; processing grievance and appeals; violations subject to 
intermediate sanctions; violations of the conditions for receiving federal financial 
participation; and all other provisions of the contract. 


We are committed to supporting DHCFP in all its program management and program 
monitoring efforts and activities, including those directly performed by DHCFP personnel 
and those occurring through one or more DHCFP contracting partners. We are 
accustomed to supporting oversight activities that:   


 Span all aspects of our operations, including enrollment and disenrollment, 
grievance and appeals, and program integrity functions; 


 Cover a variety of contractual, state, federal, and industry requirements; and  


 Frequently include onsite audits, direct file and system reviews, and in-person 
interviews.   
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We have participated in as many as 15 independent audits in any given month, which 
are conducted by our clients or by regulatory oversight agencies (e.g., CMS, DOI, DOH, 
etc.) via desktop, WebEx, or onsite.  LIBERTY routinely receives scores of 100% (i.e., no 
findings) in these audits, validating our ongoing compliance with program 
requirements.   


Given the rigor of our clients’ oversight activities, we are accustomed to having auditors 
on site and have established effective protocols for providing appropriate access to 
personnel, records, systems, and materials. Auditors routinely compliment our open and 
engaging approach, our impressive facilities, and our knowledgeable staff. We will 
work with DHCFP to leverage our current framework, engaging our Quality and 
Compliance teams and utilizing established workflows, to efficiently respond to DHCFP’s 
oversight requests. 


Continuous third party oversight not only substantiates our ongoing compliance, it also 
enhances the number of ways our operations are being assessed.  The “fresh eyes” 
assessments by external auditors can be of value in identifying areas where we can 
improve, and we welcome that input.   
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3.19	 COST	 CONTAINMENT	 AND/OR	 COST	 AVOIDANCE	


INITIATIVES  







 


 


 


 


 


 


 


 


 


 


This page was intentionally left blank 







 
SECTION 3: SCOPE OF WORK  


3.19 COST CONTAINMENT AND/OR COST 
AVOIDANCE INITIATIVES 


 
      


Dental Benefits Administrator RFP # 3290  Page 586  


3.19 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES 
The vendor shall develop policies and procedures that ensure cost containment and 
avoidance initiatives that positively impact health outcomes and result in cost savings 
to the State.  Cost containment and avoidance initiatives must be provided to the 
DHCFP for review and approval prior to implementation.  


The vendor will also demonstrate its ability to operate an effective claims processing 
system that minimizes payment errors and, through the effective use of system edits and 
audits, prevents loss of public funds to fraud, abuse, and/or waste. 


We understand and will comply with the provisions of section 3.19. 


Our overarching goal is to achieve the highest quality services possible.  We believe 
quality care means beneficiaries are receiving the most appropriate, or right care, in a 
timely and accessible manner and that the desired health outcomes are achieved.  We 
believe that overall, achieving the best quality care also results in achieving the most 
cost effective care and the most effective use of limited funding resources.  Therefore, 
the best cost containment initiatives can actually come from quality initiatives. 


A primary cost containment strategy used by LIBERTY, which is also a significant quality 
strategy, is based on our provider profiling process. LIBERTY engages in a unique 
utilization management model that incorporates extensive provider profiling.  Utilizing 
our extensive claims history data base, each individual provider’s performance is 
measured against average patterns and numerous benchmarks. We utilize a 
proprietary Provider Profiling tool which combines tracking and trending of data from 
numerous quality indicators to compare providers to their peers.  These quality 
indicators include utilization, grievances and appeals, access, availability and member 
satisfaction data, for different categories of service and patient demographics.   


From our profiling we easily identify a provider whose performance deviates from our 
statistically expected utilization and identify deviations from appropriate standards of 
care.  This includes over/under utilization of services as well as identification of 
inappropriate services or combinations of services that do not appear to be clinically 
appropriate.  These types of services not only result in impacting quality but they are 
also not cost effective.  Therefore, when these issues are addressed with a provider, not 
only does the level of quality increase, the costs decrease.  


Corrective action plans are developed for the outlier providers including counseling by 
our dental directors and possibly desk audits and onsite reviews. Outlier activity can 
result in office closure to new patients, limitation of referrals, implementation of more 
extensive pre-authorization, compensation restructure or even termination if necessary.   
Normally, one of our first steps when we find a providers performance that deviates from 
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what is expected, is to counsel and educate the provider regarding their utilization.  
During these counseling sessions we are repeatedly told that we are the only plan that 
engages in that type of activity.   We monitor the provider’s performance subsequent to 
the counseling and normally, observe a change in their future behavior.  That change 
results in beneficiaries receiving better/more appropriate care as well as care that is 
more cost effective.  For example, identifying a provider with a low sealant to filling 
ratio, and then motivating the provider to increase their sealant usage, results in fewer 
fillings and fewer future caries, this leads to better oral health, and future cost 
savings/avoidance.  


As part of our provider profiling, we also find providers that we feel present a serious 
threat to the well-being of our members such as excessive use of anesthesia or other 
quality issues and occasionally find the need to terminate the provider.    Our profiling 
also enables us to excel at identifying issues such as extreme billing patterns, billing for 
services not rendered, and other aspects of fraud or abuse.  We are able to quickly 
identify and stop inappropriate activity which results in cost savings/avoidance.  
LIBERTY’s provider profiling effectively combines the process of evaluating medical 
necessity with the appropriateness of care and leads to better health outcomes.  
Over/under-utilization of services is reduced and members remain more engaged in 
the continuum of care. Our profiling places the focus on quality care including an 
emphasis on preventive care and rewards providers who provide quality and eliminates 
those who don’t.   Assuring that the right care is provided not only results in the most 
appropriate and efficient care, but also the most cost effective care. As a result, we not 
only improve the health of our members, we also assure the most effective use of the 
funding.   


 Through our provider profiling tool LIBERTY also identifies providers that it awards with a 
designation of Center of Excellence.  COE’s reflect providers who have met all of our 
practice patterns, grievance and appeals, access, and availability standards and 
provide high quality cost effective services.   COE’s receive enrollment priority so as to 
have as many members as possible receiving care from these cost effective quality 
providers.   


While LIBERTY places considerable focus on quality initiatives to contain costs and 
eliminate fraud, waste and abuse, it also maintains all of the more routine claims 
processing controls and edits that assure timely, accurate and efficient claims 
processing.  LIBERTY leverages both innovative technology and years of experienced 
professional expertise to develop and maintain dynamic solutions to claims 
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adjudication.  Our average turnaround time for clean claims is 97.9% processed within 
15 days while 100% within 30 days and our payment accuracy rate exceeds 99%.   


Our adjudication system houses logic modules that are specific to each contract’s 
benefit schedule. These logic modules drive efficient processing by allowing us to pre-
determine the results with each CDT procedure code that is submitted. Preventative and 
diagnostic procedures, for example, would be subject to the benefit plan’s limitations 
and exclusions while treatment such as extractions, dentures and crowns would be 
subject to clinical review by a licensed dentist for medical necessity. These types of 
rules and edits are set up and thoroughly tested before the first claim is ever received.  
Our adjudication system also has built in edits that deny duplicates, stop the unbundling 
of procedure codes, flag claims over a certain dollar threshold, and can connect 
multiple claims with the same member, provider and date of service when treatment is 
billed on separate claims. We also have edits and rules that can be placed on 
providers, provider offices, and provider organizations. Rules can be placed on 
particular fee schedules, procedure codes within a fee schedule, or on a group of 
procedures (such as extractions or dentures). The flexibility of the application allows 
LIBERTY to really dive into provider billing patterns and work to promote a consistent and 
clean claim submission/claim payment process.   


LIBERTY also employs significant coordination of benefit processes that assure the 
identification of other insurance coverage and that such other coverage is billed 
accordingly.   
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3.20	LIQUIDATED	DAMAGES	AND	SANCTIONS  
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3.20 LIQUIDATED DAMAGES AND SANCTIONS 
The vendor must comply with all terms and conditions stipulated in the current 
Contract, the RFP, and all attachments, including the Forms and Reporting Guide.  The 
vendor must file accurate, timely and complete reports to DHFCP. If the vendor fails to 
meet the contract requirements, liquidated damages or intermediate sanctions may 
be assessed. In addition to liquidated damages and intermediate sanctions, the vendor 
will be responsible for any fines or sanctions imposed upon the DHCFP by regulatory 
agencies as a result of the vendor’s non-compliance. 


DHCFP may refuse to enter into a contract and may suspend or terminate an existing 
contract if the vendor fails to provide required reports, or disclose ultimate ownership or 
control information and related party transactions as required by DHCFP policy.  


See Attachment O ~ Liquidated Damages and Intermediate Sanctions. 


We understand and will comply with the provisions of section 3.20 including the terms 
delineated in Attachment O.   
 
As an experienced dental plan administrator with over two million Medicaid members 
in California, Florida, Illinois, New York, New Jersey and Texas, LIBERTY is adept at 
assimilating and adhering to the terms and conditions of state Medicaid contracts, 
including a wide variety of reporting requirements.   
 
Each year we assist clients and oversight agencies in monitoring us for continued 
compliance by producing over a thousand customized reports spanning various 
subject areas comparable to those outlined in the Nevada DHCFP Forms & Reporting 
Guide.  Our proprietary Compliance Reporting Tracking System (CRTS) allows us to 
efficiently track thousands of reporting obligations and facilitates us in consistently 
producing complete, on time and accurate reporting.     Leveraging CRTS, we will work 
with DHCFP to create a custom tracking system to ensure compliance with all reporting 
and related obligations under the Nevada contract.  
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December 13, 2016 


Ronda Miller, Purchasing Officer II  
State of Nevada, Purchasing Division 
515 E.  Musser Street, Suite 300 
Carson City, NV 89701 
 
Dear Ronda Miller,  


On behalf of UnitedHealthcare Dental, we are excited to be collaborating with our internal partner, 
UnitedHealthcare of Nevada to respond to this RFP to serve the Nevada Dental Medicaid Program.  
UnitedHealthcare of Nevada has been offering health care coverage to Nevadans for over 20 years. With 
our strong presence in Nevada, we have an excellent understanding of the market.  More than 2,200 of 
our own employees are located right here in Nevada.  They are your neighbors, your doctors, and your 
patrons. We are also your partners in making the community a better place to live, work and raise a 
family.  


UnitedHealthcare Dental has an extensive history of serving Medicare, Medicaid and CHIP members. We 
manage Medicare programs in 48 states and Medicaid plans in 16 states, serving a combined population 
of more than 4.7 million members.  


We are committed to coordinated care and service, provider network development, utilization 
management and plan flexibility to provide critical dental care to the Medicaid population while 
effectively managing overall costs.  We will develop a cost-effective dental program that focuses on 
patient care and overall health. With your members overall health and wellness as a top priority, we can 
tailor clinical integration programs to provide your members with a compassionate and innovative 
approach which will lead to better health outcomes and reduced medical spend.   


Our partnership with UnitedHealthcare of Nevada will allow us to leverage the existing Medicaid network, 
Health Plan of Nevada (HPN), which will provide a consistent experience and minimal disruption for your 
Medicaid Program participants. Since 1997, HPN has provided members with a stable network of 
contracted and committed providers dedicated to delivering high quality services. HPN is committed to 
ensuring this same level of exceptional service and to further expanding its network of Medicaid providers 
throughout the term of this contract. In addition, Dr. Raymond Rawson DDS, MA, will remain in his 
current role as Dental Director. Dr. Rawson has been in this role for many years and understands both the 
local market as well as the complex regulatory nature of Medicaid dental plans.  


Our customers benefit from the knowledge and technology of a national carrier, bringing strong resources 
and tools to the market. We share a commitment to accountability – establishing dental homes, 
improving member and provider outcomes and experiences through outreach and technology.  We are 
committed to helping people live healthier lives and improving the quality and value of health care for the 
people and communities we serve.   


Thank you for your consideration of our proposal. I welcome the opportunity to discuss it with you and 
answer any questions you may have. 


Sincerely, 


Larry Cavanaugh 


Larry Cavanaugh 
Vice President, New Business Development 
UnitedHealthcare Dental 

































 


  


 
December 2016 www.unitedhealthcare.com Page 1 


 


Table of Contents 
 
State Documents .................................................................. Section 1 


 Title Page ................................................................................ A 


 Table of Contents .................................................................... B 


 Other Documents ..................................................................... C 


  Amendment Signature Pages .......................................... 1 


  Attachment A Confidentiality and Certification  
  of Indemnification ............................................................ 2 


  Attachment B Technical Proposal Certification of  
  Compliance with Terms and Conditions ........................... 3 


  Attachment C Vendor Certifications ................................. 4 


   Applicable Certifications and Licenses................... A 


Company Information............................................................ Section 2 


 Vendor Information Sheet ........................................................ A 


 Business References ............................................................... B 


 Attachment G Proposed Staff Resumes .................................. C 


 Subcontractor Information ........................................................ D 


  Subcontractor Information ............................................... 1 


  Subcontractor Proposed Staff Resumes .......................... 2 


  Subcontractor Business References ................................ 3 


Technical Proposal ............................................................... Section 3 


 Response to Scope of Work .................................................... A 


  Grievances and Appeals Flowcharts ................................ 1 


  Nevada State Snapshot ................................................... 2 


  Company Background/History ........................................ B 


   







 


  


 
December 2016 www.unitedhealthcare.com Page 2 


 


Redacted Technical Proposal ............................................... Section 4 


 Business References (Section 2B) .......................................... A 


 Proposed Staff Resumes (Section 2C) .................................... B 


 Subcontractor Business Resumes (Section 2D2) .................... C 


 Subcontractor Business References (Section 2D3) ................. D 


Cost/Financial ....................................................................... Section 5 


 Attachment H Cost Schedule ................................................... A 


 Attachment I Cost Proposal Certification of Compliance  
 with Terms and Conditions ...................................................... B 


Confidential Financial............................................................ Section 6 


 Dunn and Bradstreet Number .................................................. A 


 Federal Tax Identification Number ........................................... B 


 2013-2016 Profit and Loss Statements and 2013-2016 Balance 
 Statements .............................................................................. C 


 


Table of Contents 






















 


 
State of Nevada RFP#3290 Attachment H Cost 


Schedule 
 


 
December 2016 www.unitedhealthcare.com Page 1 


 


Attachment H 
Cost Proposal for RFP 3290 Dental Benefits Administrator 


 
Vendor Name: UnitedHealthcare Insurance Company_______________________ 
 
Vendors must provide detailed fixed prices for all costs associated with vendor responsibilities and 
related services.  Clearly specify the nature of all expenses anticipated. 
 
5.1 Administrative Costs 


 
There are two separate cost components in administrative costs: 


5.1.1 Non-Medical Administrative Costs:   
 
5.1.2 Those costs (both direct and indirect) necessary to administer the Medicaid 


managed care program. 
  


 5.1.2.1 Direct Expenses: Those expenses that can be charged directly 
as a part of the overall administrative costs; and, 


 
$0.51 PMPM – direct cost to administer all dental services and related programs for 
eligible recipients, establishing, managing and maintaining a dental network, 
achieving quality standards/quality improvement efforts, operational performance 
execution, program integrity and support of the technical requirements of the 
solicitation 


 
5.1.2.2 Indirect Expenses:  Those elements of costs necessary in the 


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


 
$0.02 PMPM – costs to support the administration of the program that are allocable 
to a direct activity (incremental to PMPM noted in 5.1.2.1) 


 
5.1.3 Medical Administrative Costs: 


 
5.1.3.1 Costs, either direct or indirect, related to recipient medical care 


management (i.e., development of physician protocols for 
disease management, utilization review activities, case 
management costs, and medical information management 
systems). 


$0.06 PMPM – cost (both direct and indirect) representative of the medical 
administrative costs outlined in 5.1.3.1 (incremental PMPMs noted in 5.1.2.1 and 
5.1.2.2)  


 
5.1.3.2 DHCFP will review Medical Administrative Costs for 


reasonability and in the context of the benefit received by the 
client and DHCFP (i.e., is the cost of developing physician 
protocols for disease management less than or equal to the 
fiscal and health outcome benefit received). 
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5.2 Non-Medical Costs: 
 


The following are not considered administrative costs.  They are, however, included in 
the overall percentage of non-medical costs, and will be reviewed for reasonableness 
by DHCFP: 


5.2.1 Profit:  The percentage of profit which the Contractor anticipates receiving 
after expenses (net income, divided by total revenues received from DHCFP); 
and, 


 
1.5% profit 


 
5.2.2 Risk and contingencies:  That amount which the Contractor anticipates setting 


aside (as a percentage of the revenues received) for potential unknown risks 
and contingencies. 


 
0.3% of revenue to account for risk and contingency or $0.03 PMPM 


 
Requirements: 
 
Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to 
determine rates is certified to be actuarially sound. 


 
Each Vendor is required to submit a not-to-exceed Administrative rate bid for calendar year 
2017 relative to the rates effective at the time of the proposal.  The DHCFP reserves the right 
to further negotiate this Administrative Rate prior to contract signing. Note that this process 
may result in the participating health plans having different rates. 


 
An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In 
addition to a capitated rate to cover the costs of required medical services, an Administrative 
rate is paid to cover organizational costs.  .    


 
Noted and agreed. 
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A. TITLE PAGE 


9.2.1.1 The State Documents section must include and be organized as 


follows: 


 


A.  Title Page:  The title page must include the following: 


This title page contains the requested information and is followed by our transmittal 
letter and executive summary. 


 


 


 


RFP Title: Dental Benefits Administrator 


RFP: 3290 


Vendor Name: Delta Dental Insurance Company 


Address: 100 First Street 


San Francisco, CA  94105 


Proposal Opening 


Date: 


12/15/16 


Proposal Opening 


Time: 


2:00 PM 


 


 


TRANSMITTAL LETTER AND EXECUTIVE SUMMARY 


Delta Dental Insurance Company is pleased to submit this proposal for a Medicaid Dental 
Administrator that supports the State of Nevada’s efforts to improve the oral health of its 
dental plan recipients in response to the Nevada Department of Health Care Financing 
and Policy’s (the DHCFP’s) Dental Benefits Administrator Request for Proposals (RFP) 
Solicitation No. 3290. 


Our transmittal letter and executive summary are presented on the following pages. 
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TRANSMITTAL LETTER AND EXECUTIVE SUMMARY 


 


Ronda Miller 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, NV 89701 
 
 
RE: Proposal for State of Nevada Dental Benefits Administrator; Request for Proposal: 3290 
 


Dear Ms. Miller, 


I am pleased to submit Delta Dental Insurance Company's (Delta Dental's) proposal for a Medicaid 
Dental Administrator that supports the State of Nevada’s efforts to improve the oral health of its dental 
plan recipients in response to the Nevada Department of Health Care Financing and Policy’s (the 
DHCFP’s) Dental Benefits Administrator Request for Proposals (RFP) Solicitation No. 3290.  


Delta Dental is fully committed to working collaboratively with the DHCFP to meet the Nevada Medicaid 
and Nevada Check Up dental care programs’ mission of: 


 Emphasizing preventive care, early intervention, appropriate utilization and quality care; 
 Enhancing continuity of care through integrated dental, medical, behavioral and social care; 
 Ensuring a dental home where each recipient can access high quality, comprehensive dental services 


within the recipient's service area; 
 Streamlining and simplifying the Medicaid and Nevada Check Up dental care program administration 


and encourage provider participation; and 
 Providing and implementing a process for continuous quality improvement. 


Our proposal for fulfilling the requirements of RFP 3290 for Dental Benefits Administrator features the 
following: 


 A commitment to providing quality dental health care services to low-income Nevadans in the most 
efficient manner; 


 A solution that provides equal access to dental care to recipients at an affordable cost; 
 A strong Nevada presence covering 137,000 lives, with an office in Las Vegas; supported by Delta 


Dental team members nationwide specializing in all aspects of dental benefit administration; and 
 A contract fulfilled by Delta Dental – the nation’s largest stand-alone dental insurer – that has the 


resources and clinical expertise to successfully collaborate with the DHCFP, the dentist community 
and other professional organizations to address recipient needs. 


As the DHCFP’s dental partner, Delta Dental will provide eligible recipients with high-quality, 
comprehensive and accessible dental care. We offer an extensive choice of network dentists, provider 
access, an exceptional approach to service, and unparalleled Medicaid dental expertise. Our network of 
credentialed dentists, one of the largest in the nation, continues to grow in all regions. A recognized 
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national leader in dental benefits administration, Delta Dental unquestionably offers the DHCFP the best 
value and the lowest-risk solution of any potential contractor, making us the best possible choice for the 
Nevada DBA contract. 


Delta Dental operates under the direction of a single executive management team and forms one of the 
nation’s largest integrated dental benefits systems serving over 34.5 million people in 15 states. We 
provide in-depth knowledge and expertise developed over 42 years of Medicaid experience and 14 years 
of experience with Children’s Health Insurance Programs (CHIPs) and CHIP-like programs. Leveraging this 
deep enterprise experience, Delta Dental can deliver essential services, resources and support to ensure 
successful implementation and efficient administration designed to control costs and ensure high-
quality dental care for the Program.  


Delta Dental is excited and ready to partner with the DHCFP bringing our experience, proven processes 
and systems and experienced staff to provide dental benefits for Nevada Medicaid and Nevada Check 
Up recipients. In the following paragraphs, Delta Dental showcases our experience and abilities to 
provide you and your recipients with the superior service you expect and deserve. 


THE DELTA DENTAL DIFFERENCE 


Service, excellence and innovation are the hallmarks of an outstanding health care organization, one 
that can truly "deliver the goods." Throughout our proposal, Delta Dental clearly demonstrates that we 
are that organization – providing world-class customer service, achieving excellence through quality and 
leveraging our experience and strengths to meet the challenges of tomorrow. Our consistently high 
enrollee retention rate – 97.9% in 2015 – is a clear endorsement of the quality of our service levels. 


Delta Dental is a national leader in providing dental insurance 


Delta Dental’s founding principle and continuing objective is to improve the oral health of all individuals. 
Nowhere is this objective more critical than in populations such as those served by the Nevada Medicaid 
and Check Up programs. In our more than 40 years of experience serving publicly funded programs, 
Delta Dental has acquired a clear understanding of the unique needs of vulnerable children and adults 
and has worked tirelessly with recipients, families and providers to promote utilization of covered 
benefits with an emphasis on preventive care education and services. Our extensive presence and 
experience in the commercial dental marketplace complement our unique government marketplace 
expertise and afford us the opportunity to access dentists who might not otherwise be amenable to 
network participation. Since our founding, Delta Dental has offered innovative programs designed to 
assist customers in managing costs while ensuring high-quality care. 


Delta Dental possesses a wealth of clinical knowledge and expertise. We realize that dental care is 
continually evolving to reflect new scientific developments in preventive, diagnostic and restorative 
treatments. Our professional staff stay at the forefront of this evolution, not only taking proactive steps 
to stay abreast of changes in the field but also becoming involved in implementing those changes. We 
have the expertise and experience to implement, operate and administer a successful dental benefits 
program for the DHCFP, just as we do in other state government programs and for many corporations, 
large and small, throughout the country. No matter the size of the contract, our commitment is always 
the same: to increase dental access and educate enrollees on the importance of good oral health. 
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Delta Dental Experience 


Delta Dental is backed by a corporate organization with unparalleled experience administering large-


scale dental contracts. Our organization administers indemnity, preferred provider and DHMO plans 
that cover nearly 34.5 million people in commercial and government programs throughout the country. 
Customers include more than 10,000 public sector and commercial groups, including labor unions, 
aerospace and defense contractors, hospital systems, educational and financial institutions, high-
technology companies and the entertainment industry. As a testament to the strength and stability of 
the organization, nearly 97.9% of our customers (employer groups and other commercial organizations) 
renew their contracts with us. 


While it would be too lengthy to mention each one of our organization’s dental insurance contracts to 
demonstrate our vast experience, following are a few examples of current and completed contracts that 
are similar in size and/or scope to the Nevada Medicaid and Nevada Check Up dental plans. 


Denti-Cal 


The State of California Department of Health Care Services (DHCS) is our largest and longest tenured 
government customer. Under a singular management team, we have continuously served as California’s 
dental Medicaid (Denti-Cal) program’s fiscal intermediary since the program’s inception in 1974. Under 
this competitively bid contract with DHCS, we provide dental coverage to more than 13.1 million 
individuals. We have consistently administered the Denti-Cal program in an efficient and cost-effective 
manner, delivering high-quality dental care to California’s Medicaid recipients while increasing dental 
provider participation.  


As the face of Denti-Cal outreach since 1991, our staff have worked closely with schools, social service 
agencies and other entities that influence the improvement of dental health care in underserved areas. 
We work tirelessly to educate the public about the importance of oral health and to secure funding to 
increase dental clinic resources and facilities in those areas. Our outreach efforts are supported by 
established liaisons with dental providers, dental schools, educational institutions and professional 
associations. Activities range from participation in health fairs and school-based programs to teaming 
with organizations – such as the American Academy of Pediatric Dentistry and local dental associations – 
that can disseminate information to those with direct access to Denti-Cal recipients. 


Utah Medicaid Dental 


Our organization serves more than 54,000 recipients in our Utah Medicaid Dental Services program. We 
are in our fourth year of operations, with responsibility for underwriting and program administration. 
Our operations responsibilities include executive oversight, member services, provider services, network 
management, dental management, quality assurance and utilization review, complaint and grievance 
resolution, management information systems, accounting and budgeting and program administration. 
We implemented this contract in a timely, thorough manner and worked closely with our customer, the 
Utah Department of Health, to address and resolve issues. 


We implemented a provider network at Go-Live that provided a dental home to each recipient, with a 
provider-to-recipient ratio of 1:170. Through analysis of the network to identify potential access issues 
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and continued targeted recruiting, we increased the provider network by 4% in the first year of the 
contract. All recipients have a dental home primary care dentist, either by choice or assignment. 


California Healthy Families 


Our organization provided dental coverage for the California Healthy Families (Healthy Families) 
program from its inception in July 1998 through the end of the program in 2014 when Healthy Families 
became part of Denti-Cal. We were selected in part because of our capability to rapidly recruit a 
network of highly qualified dentists and specialists well within the mandated patient-to-dentist ratio, 
even in underserved and rural areas. We implemented the program two months after award, and it was 
extremely successful from the outset. We originally implemented the Healthy Families provider network 
by recruiting 3,768 providers and grew the network over the life of the contract to over 9,000 dental 
providers.  


Throughout the 16 years that we served as a dental plan for the program, Healthy Families recipients 
selected us more often than any of the other dental plans. During our long tenure with the Healthy 
Families program, we consistently met or exceeded all service standards. The state’s final annual 
Healthy Families survey clearly reflected our success in meeting the needs of children enrolled in the 
program. Of the six available plans, we received the highest score in customer satisfaction ratings. 


Delta Dental offers true value. 


Delta Dental will draw upon our past experience with government and commercial dental plans to 
provide dental insurance plan services to Nevada. It is this experience, over many years, contracts, 
clients, recipients and providers, which will drive innovation and world-class service for Nevada. 


Basics matter. 


All the innovation in the world will not replace the underlying need to provide quality dental insurance 
and customer service to recipients and providers. Your dental insurance contractor must ensure 
adequate provider network coverage, respond to recipients in federally and state required timeframes, 
process claims and encounters correctly, pay provider promptly and assure that all supporting systems 
meet uptime and performance requirements. These items are the price of admission for any 
organization seeking to enter the exclusive ranks of dental insurers – and yet, so many do not perform 
the basics well. Recipient complaints rarely cite lack of innovation! 


Delta Dental has a strong track record of delivering on the basics – annually we process in excess of 47 
million claims with an accuracy rate of 98% to date. 


Our corporate philosophy is to do one thing – improve oral health care through quality dental insurance 
– and do it well. This simple philosophy permeates all levels of our organization and motivates us to 
continually improve our performance and enhance the quality of our services. Our philosophy is 
embodied in Delta Dental’s mission to offer simple, affordable, quality dental insurance; customized for 
your needs. We believe we accomplish this mission better than anyone else. 
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Innovation matters too. 


With Delta Dental, you can be assured the basics will be delivered timely, with accuracy and attention to 
detail. And, with Delta Dental, you can also be assured that improvement and innovation are an integral 
part of the package. 


Innovation starts with a corporate-wide commitment to quality that permits and encourages staff 
members – from entry-level clerical staff to senior-level management and dental professionals – to look 
for innovation and improvement in areas such as our business process, outreach and education 
programs and customer service methods. Delta Dental was one of the first to work with dentists to 
remove barriers to electronic submission of claims and encounters, and one of the first of our kind to 
embrace social media as a means to interact with our constituents.  


Innovation and improvement don’t have to be driven by “the bottom line”. As a nonprofit organization, 
we are not focused on increasing profits; instead we focus on increasing value for our customers and 
improving services to recipients and providers. 


WHY DELTA DENTAL IS YOUR BEST CHOICE 


From the design, development and administration of dental health benefits to advanced management 
information systems, Delta Dental strives to be the best dental health care delivery system in the nation. 
Quality, service, value and an ongoing commitment to excellence and performance improvement are 
among our most prized attributes and are the keys to our continued success. 


Delta Dental’s proposed solution draws on our experience administering government plans and private 
sector groups and individual plans. Our focus is on improving oral health for all of our recipients, 
regardless of the plan in which they are enrolled. We accomplish our goal through providing dental 
insurance. We are experts at providing dental insurance services in all aspects from recruitment, 
enrollment, benefit plan offerings, customer service, reporting, financials, claims processing. We are a 
nonprofit organization.  


The practical benefit of working with Delta Dental is that our first goal is improving oral health. We know 
that accomplishing that goal requires the administrative details to be seamless and transparent to 
providers and recipients as much as possible. A recipient worried about paying for dental services is not 
focusing on their oral health. 


Over our long history, we have evolved into a company decidedly dissimilar from most for-profit dental 
insurers. The cumulative years of experience of our management, professional and paraprofessional 
staff, combined with our institutional memory and understanding of Medicaid and other government-
sponsored dental programs, have been major contributors to the stability and respect enjoyed by the 
programs we administer.  


Delta Dental is a financially strong, stable and reliable dental partner. We bring to the DHCFP the 
breadth of our dental benefits industry expertise, our many years of Medicaid and CHIP and six decades 
of dental program and dental insurance operations experience nationwide. We offer the DHCFP the 
following advantages: 
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 We provide a stable, comprehensive network of qualified dentists with broad geographic access, 
specialty services and reserve capacity. Our commitment to developing a provider network for the 
Nevada Medicaid and Nevada Check Up dental plans is demonstrated by the fact that we have 
already begun recruitment and securing contracts for network providers. 


 We actively manage each of our dental networks to create, monitor and maintain an environment in 
which enrollees can conveniently access quality dental services. 


 We know how to professionally assess and take on risk in a win-win partnership with our customers 
and can responsibly perform all contract-required activities. 


 We are a trusted business partner that consistently demonstrates our ability to meet required 
contract service levels. We possess the expertise necessary to implement contract requirements and 
manage our own performance using best-in-class tools. 


Delta Dental is well-positioned to deliver all contractual services in a manner that fully supports the 
State of Nevada’s ongoing efforts to improve the oral health of its plan recipients. We have always 
maintained a special focus on children’s dental health care and, as a result, we possess extensive 
experience and expertise in providing dental coverage to children and other vulnerable populations. We 
share with the DHCFP a deeply held commitment to delivering quality dental services to the Medicaid 
and CHIP dental eligible population.  


OVERVIEW OF THE TECHNICAL PROPOSAL 


As requested by the RFP, our proposal is organized and numbered following the sections described in 
RFP Section 9 and in the numerical order of the RFP. We have distinguished RFP section and/or 
subsection language with the following format. 


 


9.1.3.3 For ease of evaluation, the proposal must be presented in a format 


that corresponds to and references sections outlined within this RFP and must 


be presented in the same order. Written responses must be easily identifiable 


and placed immediately following the applicable RFP question, statement 


and/or section. Exceptions/assumptions to this RFP may be considered during 


the evaluation process. 


 


Our responses are easily identifiable with the following italicized format. 


 


Our proposal is comprehensive and contains no marketing material. Our written response has 
been placed immediately following the applicable RFP question, statement and/or section. 


 


We meet our commitments to provide dental insurance and we will exceed your expectations. After a 
thorough review of our proposal, we believe you will find that Delta Dental’s experience and ability is a 
perfect fit for the DHCFP and its needs. 
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C. OTHER DOCUMENTS 


C.1 SIGNATURE PAGE FROM ALL AMENDMENTS 


C.  Other Documents: 


 


1. The signature page from all amendments with an original signature by an 


individual authorized to bind the organization.  Please do not include the entire 


amendment. 


The signature pages from RFP Amendment #1, Amendment #2, and Amendment #3 are 
presented on the following pages. Each has an original signature by Mr. Joseph Ruiz. Mr. 
Ruiz is authorized to bind the organization. 
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C.2 ATTACHMENT A:  CONFIDENTIALITY AND CERTIFICATION 


2. Attachment A:  Confidentiality and Certification of Indemnification with an 


original signature by an individual authorized to bind the organization. 


Attachment A: Confidentiality and Certification of Indemnification is presented on the 
following pages. Attachment A has an original signature by Mr. Joseph Ruiz. Mr. Ruiz is 
authorized to bind the organization. 


Following Attachment A, Delta Dental provides the Confidentiality and Certification of 
Indemnification Redaction Cross-Reference and Justification Matrix listing the items 
redacted and the justification for each item. 


 











       


                  


                   


                    


               


                 
    


                   


                   
                   


 


                      


                     


                
                      


              


           


             


     


   


 


               


   
                   


        


     


   


 


 


 


           


      







  


 


Attachment A – Confidentiality and Certification of Indemnification 
Redaction Cross-Reference and Justification Matrix 


Redacted Section Justification Pages 


Section 1: Disclosure of Ownership 
and Control Interest Statement 


Personal Information Section 1, final 
attachment 


Section 2.3: Business References Confidential business information 
and personal information 


2-21 through 2-
31 


Section 2.4: Staff Resumes 
(References) 


Personal information 2-32 


Section 5.1: Cost Proposal Confidential business information 5-3 


Section 6.3: Profit and Loss 
Statements and Balance 
Statements 


Confidential business information All attachments 
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C.3 ATTACHMENT B:  TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE WITH 


TERMS AND CONDITIONS OF RFP 


3. Attachment B:  Technical Proposal Certification of Compliance with Terms 


and Conditions of RFP 


 


4. Attachment B with an original signature by an individual authorized to bind 


the organization must be included in this section. 


 


5. If the exception and/or assumption require a change in the terms or wording 


of any section of the RFP, the contract, or any incorporated documents, 


vendors must provide the specific language that is being proposed on 


Attachment B. 


 


6. Only technical exceptions and/or assumptions should be identified on 


Attachment B. 


 


7. The State will not accept additional exceptions and/or assumptions if 


submitted after the proposal submission deadline.  If vendors do not specify any 


exceptions and/or assumptions in detail at time of proposal submission, the 


State will not consider any additional exceptions and/or assumptions during 


negotiations. 


Attachment B: Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP is presented on the following pages. Attachment B has an original 
signature by Mr. Joseph Ruiz. Mr. Ruiz is authorized to bind the organization. 


Delta Dental has no technical exceptions and/or assumptions to the terms or wording of 
any section of the RFP, the contract, or any incorporated documents. Delta Dental 
understands that no exceptions and/or assumptions will be accepted after the proposal 
submission deadline and that the State will not consider any additional exceptions 
and/or assumptions during negotiations. 
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D. ATTACHMENT C:  VENDOR CERTIFICATIONS 


D.  Attachment C:  Vendor Certifications with an original signature by an 


individual authorized to bind the organization. 


 


1. Copies of applicable certifications and licenses. 


Attachment C: Vendor Certifications is presented on the following pages. Attachment C 
has an original signature by Mr. Joseph Ruiz. Mr. Ruiz is authorized to bind the 
organization. 


D.1 APPLICABLE CERTIFICATIONS AND LICENSES 


Delta Dental presents the listed certifications on the following pages. 


 Attachment J – Certification Regarding Lobbying 
 Vendor Disclosures: Information on Ownership and Control 
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Non-Res. Third Party Admin.  
SCION DENTAL INC  


10201 N PORT WASHINGTON RD  
MEQUON , WI 53092  


is authorized to transact business as described above  
License No: 667216 Issue Date: 09-22-2009 Expiration Date: 10-01-2012 


Generated by Sircon 38779658  


THIS IS TO CERTIFY THAT 


SCION DENTAL INC  
10201 N PORT WASHINGTON RD , MEQUON , WI 53092  


LICENSE NUMBER: 667216 


IS HEREBY AUTHORIZED TO TRANSACT 
BUSINESS IN ACCORDANCE TO THE LICENSE 
DESCRIPTION SHOWN BELOW:  


Non-Res. Third Party Admin.  


Generated by Sircon 38779658 


Issue Date: 09-22-2009 Expiration Date: 10-01-2012 


Page 1 of 1Compliance Express ™


10/19/2009https://www.sircon.com/ComplianceExpress/ServiceRequest/licPrnt.do?method=process...
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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


Delta Dental 1.  Demonstrated Competence 30.0 10.0 10.0 7.0    270.0
  
2.  Experience in performance of comparable engagements 20.0 9.0 10.0 7.0  173.3


   
3.  Conformance with the terms of this RFP 10.0 9.0 10.0 7.0 86.7
 
4. Expertise and availability of key personnel 10.0 8.0 9.0 7.0  80.0
 
5.  Quality Assurance 20.0 10.0 10.0 7.0 180.0


6.  Cost 10.0 5.0 5.0 5.0  50.0
  


 
 Pass


Financial Stability (pass/fail)      
Technical Ave 610.0


   
    Average Score 840.0


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


DentaQuest 1.  Demonstrated Competence 30.0 2.0 8.0 2.0    120.0
  
2.  Experience in performance of comparable engagements 20.0 3.0 8.0 3.0  93.3


   
3.  Conformance with the terms of this RFP 10.0 2.0 7.0 2.0 36.7
 
4. Expertise and availability of key personnel 10.0 3.0 7.0 5.0  50.0
 
5.  Quality Assurance 20.0 3.0 8.0 5.0 106.7


6.  Cost 10.0 5.0 5.0 5.0  50.0
  


 
 Pass


Financial Stability (pass/fail)      
Technical Ave 300.0
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    Average Score 456.7


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


Liberty Dental 1.  Demonstrated Competence 30.0 6.0 7.0 3.0    160.0
  
2.  Experience in performance of comparable engagements 20.0 6.0 7.0 3.0  106.7


   
3.  Conformance with the terms of this RFP 10.0 6.0 6.0 6.0 60.0
 
4. Expertise and availability of key personnel 10.0 5.0 6.0 3.0  46.7
 
5.  Quality Assurance 20.0 4.0 6.0 4.0 93.3


6.  Cost 10.0 5.0 5.0 5.0  50.0
  


 
 Pass


Financial Stability (pass/fail)      
Technical Ave 373.3


   
    Average Score 516.7


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


MCNA Insurance 1.  Demonstrated Competence 30.0 8.0 10.0 7.0    250.0
  
2.  Experience in performance of comparable engagements 20.0 5.0 9.0 8.0  146.7


   
3.  Conformance with the terms of this RFP 10.0 7.0 10.0 8.0 83.3
 
4. Expertise and availability of key personnel 10.0 7.0 9.0 8.0  80.0
 
5.  Quality Assurance 20.0 7.0 10.0 7.0 160.0


6.  Cost 10.0 5.0 5.0 5.0  50.0
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 Pass


Financial Stability (pass/fail)      
Technical Ave 560.0


   
    Average Score 770.0


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


Scion Medical 1.  Demonstrated Competence 30.0 4.0 6.0 4.0    140.0
  
2.  Experience in performance of comparable engagements 20.0 5.0 7.0 4.0  106.7


   
3.  Conformance with the terms of this RFP 10.0 7.0 7.0 6.0 66.7
 
4. Expertise and availability of key personnel 10.0 6.0 7.0 4.0  56.7
 
5.  Quality Assurance 20.0 6.0 8.0 4.0 120.0


6.  Cost 10.0 6.0 6.0 6.0  60.0
  


 
 Pass


Financial Stability (pass/fail)      
Technical Ave 370.0


   
    Average Score 550.0


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


United Healthcare 1.  Demonstrated Competence 30.0 4.0 6.0 5.0    150.0
  
2.  Experience in performance of comparable engagements 20.0 5.0 6.0 4.0  100.0


   
3.  Conformance with the terms of this RFP 10.0 7.0 6.0 4.0 56.7
 
4. Expertise and availability of key personnel 10.0 6.0 7.0 4.0  56.7
 
5.  Quality Assurance 20.0 6.0 6.0 4.0 106.7
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6.  Cost 10.0 5.0 5.0 5.0  50.0
  


 
 Pass


Financial Stability (pass/fail)      
Technical Ave 363.3


   
    Average Score 520.0





		Consensus Scoring
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RFP Title: Dental Benefits Administrator 
RFP: 3290 
Vendor Name: LIBERTY Dental Plan of Nevada, Inc. 
Address: 6385 South Rainbow Boulevard 


Suite 200 
Las Vegas, NV 89118 


Proposal Opening 
Date: 


December 15, 2016 


Proposal Opening 
Time: 


2:00 PM 
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Attachment H – Cost Proposal for RFP 3290 Dental Benefits Administrator 
 


Vendor Name: LIBERTY Dental Plan of Nevada, Inc. 


Vendors must provide detailed fixed prices for all costs associated with vendor 
responsibilities and related services.  Clearly specify the nature of all expenses 
anticipated. 


5.1 Administrative Costs 


There are two separate cost components in administrative costs: 


5.1.1 Non-Medical Administrative Costs:   


5.1.2 Those costs (both direct and indirect) necessary to administer the Medicaid 
managed care program. 


 5.1.2.1 Direct Expenses:   Those expenses that can be charged directly as a 
part of the overall administrative costs; and, 


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


5.1.3 Medical Administrative Costs: 


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


5.1.3.2 DHCFP will review Medical Administrative Costs for reasonability and in the 
context of the benefit received by the client and DHCFP (i.e., is the cost of developing 
physician protocols for disease management less than or equal to the fiscal and health 
outcome benefit received). 


5.2 Non-Medical Costs: 


The following are not considered administrative costs.  They are, however, included in 
the overall percentage of non-medical costs, and will be reviewed for reasonableness 
by DHCFP: 


5.2.1 Profit:  The percentage of profit which the Contractor anticipates receiving after 
expenses (net income, divided by total revenues received from DHCFP); and, 


5.2.2 Risk and contingencies:  That amount which the Contractor anticipates setting 
aside (as a percentage of the revenues received) for potential unknown risks and 
contingencies. 
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Requirements: 
Consideration shall be paid on a risk-based capitated rate basis.  The methodology 
used to determine rates is certified to be actuarially sound. 


Each Vendor is required to submit a not-to-exceed Administrative rate bid for calendar 
year 2017 relative to the rates effective at the time of the proposal.  The DHCFP reserves 
the right to further negotiate this Administrative Rate prior to contract signing. Note that 
this process may result in the participating health plans having different rates. 


An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  
In addition to a capitated rate to cover the costs of required medical services, an 
Administrative rate is paid to cover organizational costs.     


 


PMM 
Amount 


Approximate % of 
premium @$10.15 


blended rate 


Direct $0.39 3.8% 
In-direct $0.43 4.2% 
Total Non-Medical Admin $0.82 8.1% 


Medical Admin $0.08 0.8% 
Total Admin $0.90 8.9% 


Profit $0.05 0.5% 
Risk and contingencies  $0.03 0.3% 
Total Profit and Risk $0.08 0.8% 


Total Not-to-exceed Administrative Rate Bid  $0.98 9.7% 


 
HIPF (separate from Admin costs) $0.07 
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Attachment I – Cost Proposal Certification of Compliance with Terms & 
Conditions 
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• Help me find...


◦ File a Complaint


◦ Public Records Requests


◦ Network Adequacy


◦ Health Care Reform for Insurers


◦ Contact Us


◦ About Us


◦ Self-Insured Workers' Compensation


◦ Sitemap


◦ State of Nevada Links


• Consumers


• Health Insurance Rates


• Health Care Reform


• Licensing


• Insurers


• Captive Insurers


• News & Notices


New Search


SCION DENTAL INC


Address:


ATTN: TAMI MOSS


N92W14612 ANTHONY AVE


MENOMONEE FALLS, WI 53051-1632


Phone


262-834-3933 


URL:


Email:


licensing@skygenusa.com


Status:


Active


Page 1 of 2


4/25/2016http://doi.nv.gov/licensing-search/agency/?id=108852







Date:


7/1/2009


License Type License Number Original Issue Date Status Effective Date Expiration Date 


Non-Res. Third Party Admin. 667216 10/1/2009 Active 10/1/2009 10/1/2018 


Qualification Type Original Issue Date Status Effective Date 


TPA1 -Life/Health Insurance 10/1/2009 Active 10/1/2009 


License Type License Number Original Issue Date Status Effective Date Expiration Date 


Utilization Review 656460 7/1/2009 Active 7/1/2009 3/1/2017 


• Consumers


• Health Insurance Rates


• Healthcare Reform


• Licensing


• News & Notices


• About Us


• Self-Insured


• Contact Us


• ©2013 Nevada Division of Insurance


• Site Map


• Privacy Policy


• Search


Page 2 of 2


4/25/2016http://doi.nv.gov/licensing-search/agency/?id=108852
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3 .  SCOPE  OF  WORK  
3 . 1   G E NE R AL  
3.1.1 The DHCFP intends to contract with highly qualified and experienced vendors, 


which will administer a DBA program to assist the DHCFP in reaching its goal to 
provide quality dental care to the targeted populations. 


UnitedHealth Group is a diversified health and well-being company dedicated to helping 
people live healthier lives and helping make the health system work better for everyone. 
We offer a broad spectrum of products and services through two distinct platforms: Health 
Benefits (UnitedHealthcare) and Health Services (Optum). 


We serve 133 million individuals worldwide with a total workforce of more than 240,000 
people. Together, UnitedHealthcare and Optum serve members in all 50 states in the 
United States and more than 125 other countries. Our work is aligned around basic 
values: integrity, compassion, relationships, innovation and performance.  


UnitedHealthcare is a wholly owned subsidiary of UnitedHealth Group. Both 
UnitedHealthcare and Dental Benefit Providers, Inc. are wholly-owned subsidiaries of 
United HealthCare Services, Inc. which itself is a wholly owned subsidiary of UnitedHealth 
Group. UnitedHealthcare Insurance Company and Dental Benefit Providers, Inc. will 
hereby be referred to and marketed under the brand name “UnitedHealthcare”. 


UnitedHealthcare is one of the largest administrators of Medicaid, CHIP, Family Health, 
and commercial dental benefits in the country and has over 28 years of experience 
administering dental programs to over six million members. We are among the top 10 
carriers who cover 80 percent of all dental enrollees. We work with employer groups, 
health plans, state and local government organizations, insurance companies and third 
party administrators offering a variety of dental plans. 


Leveraging current program expertise with the financial strength of UnitedHealth Group, 
UnitedHealthcare will be a strong partner to the Nevada Medicaid Dental Benefit Program 
(the State) We share a commitment to accountability – establishing dental homes, 
improving member and provider outcomes and experiences through outreach and 
technology, and creating a shared environment in which Nevada will have visibility into our 
operational and financial performance. It is our intent to build a successful partnership with 
the State. Because we recognize the importance of listening to the State and being 
responsive to your needs, we will provide an account management team (AMT) that is 
located in Nevada and specifically dedicated to the State of Nevada Medicaid Dental 
Program and its implementation and ongoing administration.  This team will consist of 
experienced benefit management professionals committed to meeting the needs of the 
State’s program, inclusive of any special programmatic or network requirements that may 
arise.  Additionally, we will develop specific protocols that will ensure that all project 
deadlines are met. 


NEVADA EXPERIENCE 
We bring extensive experience to the State, as outlined in Attachment 3A2_Nevada 
State Experience Snapshot. 
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NATIONAL EXPERIENCE 
As one of the largest Medicaid and CHIP dental administrators in the country, we have 
extensive experience managing Medicaid, CHIP and Family Health plans with all 
categories of Medicaid membership, including long term care and special needs 
members. 


UnitedHealthcare currently administers Medicaid and or CHIP programs in the following 
states: New York, New Jersey, Pennsylvania, Florida, Louisiana, Delaware, Texas, New 
Mexico, Arizona, Wisconsin, Kansas, Michigan, and Massachusetts, Mississippi and 
Rhode Island. 


Additionally, we administer DSNP Medicare plans in the following states: New York, 
Pennsylvania, Tennessee, Georgia, The District of Columbia, Florida, Texas, New 
Mexico, Ohio, Wisconsin, Arizona, Washington, and Hawaii.  


Please see the chart below*:  


Medicaid/CHIP/FHP Medicare DSNP                        
AHCCCS AZ – 452,511 AHCCCS AZ – 39,535 


Florida – 313,124 Florida – 32,927 
Texas – 83,367 Texas – 58,835 


New Mexico – 85,392 New Mexico – 10,938 
Pennsylvania – 258,649 Pennsylvania -  2,076 


Wisconsin – 45,507 Wisconsin – 8,493 
New York – 531,974 New York  - 29,042 
Delaware - 61,796 Oxford - 80,676 


HealthNet AZ - 62,302 Tennessee - 43,735 
AZ LTC - 9,857 Georgia - 6,542 


Louisiana - 54,041 Ohio - 5,892 
Mississippi - 285,649 CIP (12 states) - 334,080 


Massachusetts - 16,379 Hawaii - 12,549 
Michigan - 72,605 Washington DC - 3,697 


Rhode Island - 90,705 Washington - 11,544 
New Jersey - 487,495 


Kansas - 128,351 
 


*Membership is from Spring 2016 


Although each state program has unique features, collectively they are substantially 
similar to the medically necessary covered services and program requirements of the 
Nevada Medicaid dental program. The creation of dental homes, servicing of diverse 
member and provider populations and the managing of annual maximums are shared 
core competencies. We will accommodate the unique needs of the diverse population in 
Nevada through member communication using many different methods (telephone, 
online, community-based programs, etc.), translation services, and focused contracting 
with providers who can accommodate diverse and special needs.  


In all states, we develop critical member and provider outreach components designed to 
improve member education, create early dental interventions, and increase provider 
awareness and participation. These actions elevate the overall health status of program 
recipients, and are demonstrated assets that we will bring to the Nevada dental program. 
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As we have done for each of our clients, we have developed a program specific to the 
needs and requirements of the State of Nevada and its Medicaid Enrollees. This 
commitment to coordinated care and service, provider network development, utilization 
management and plan flexibility offers each of our clients the ability to honor their sincere 
commitment to provide critical dental care to their vulnerable Medicaid population and 
simultaneously meet their practical goal to effectively manage costs. 


We have been recognized nationally for our organization’s strength, commitment to 
improving health and commitment to the communities in which we operate.  See below for 
a selection of awards and recognition that have been awarded to our organization. 


RECENT AWARDS & RECOGNITION 


■ UnitedHealth Group was the top ranking company in the insurance and managed 
care sector on Fortune’s 2016 “World’s Most Admired Companies” list. This is the 
sixth straight year UnitedHealth Group ranked No. 1 overall in its sector and the 
seventh year in a row the company has been rated No. 1 in its sector for innovation.  


■ UnitedHealth Group is a member of the Dow Jones Industrial Average, a blue chip 
group of 30 companies deemed industry leaders. 


■ Fortune ranked UnitedHealth Group No. 6 in its 2016 rankings of the 500 largest 
U.S. corporations based on 2015 revenues. 


■ Fortune magazine ranked UnitedHealth Group No. 35 on its 2015 Global 500, a list 
of the world’s largest corporations based on 2014 revenues. 


■ UnitedHealth Group has been listed in the Dow Jones Sustainability World Index 
and Dow Jones North America Index annually since 1999. 


■ UnitedHealth Group earned a top rating of 100 percent on the 2015 Corporate 
Equality Index from the Human Rights Campaign. 


■ UnitedHealth Group was recognized as one of America’s 50 most community-
minded companies for 2014 in the Civic 50, and ranked first in the health care 
industry for the second consecutive year. 


■ In the 2015 Newsweek Green Rankings, created in partnership with Corporate 
Knights Capital and HIP Investor, UnitedHealth Group ranked 11th out of the 
largest 500 U.S. companies and 17th out of the largest 500 global companies in 
corporate sustainability and environmental impact. 


■ UnitedHealth Group was named a 2016 Top 100 Military Friendly Employer and a 
2016 Top 50 Military Spouse Friendly Employer by Victory Media, the publisher of 
G.I. Jobs and Military Spouse magazines.  


■ Brazil-based Amil received a Best Marketing Sustainability award in 2015 for “Say 
No to Childhood Obesity,” its initiative to encourage physical activity and educate 
adults and children on dietary practices. 


■ UnitedHealthcare’s Baby Blocks mobile, interactive incentive program for expectant 
moms, new parents and their babies enrolled in UnitedHealthcare plans received 
the following recognition: Business Intelligence Group 2015 BIG Innovation Award; 
2015 American Business Awards (Stevie Awards); 2015 Connecticut Quality 
Improvement Award; Minneapolis/St. Paul Business Journal 2015 Eureka! Award. 
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■ UnitedHealthcare’s Advocate4Me customer service model received a Stevie award 
in the Sales & Customer Service category at the 2015 American Business Awards. 


■ Optum360, a leading provider of health care revenue management services, 
earned the No. 1 spot in the 2015 Black Book Rankings for revenue cycle and 
coding software and services. 


■ Catamaran, which formally combined with OptumRx in July 2015, was named to the 
World’s Most Innovative Companies 2015 list by Forbes magazine. 


■ The Optum One intelligent health platform received the 2014 North American Frost 
& Sullivan Award for Product Leadership. 


In addition to our experienced team, we have also created specific alignments to supply 
enhanced services that work in tandem with our internal expertise to create a stronger 
infrastructure for our clients. As required, we have entered into a written subcontract with 
Scion Dental, Inc. (Scion) who will provide their state of the art information technology and 
Medicaid expertise. The owners of Scion Dental, Inc. are industry pioneers in improving 
government program dental management.  Scion’s Enterprise System technology platform 
is woven throughout all of UnitedHealthcare Dental’s workflow and processes, connecting 
providers, members, and our state agency clients in a single, real-time environment. 


This contract fulfills the requirements of 42 CFR 438.230 that are appropriate to the 
service or activity delegated under this Agreement. As requested, we will make available 
all subcontracts for inspection by the State upon request for the State's prior approval. As 
the prime contractor, we also confirm that we will be wholly responsible for performance of 
the entire contract. 


COLLABORATIVE PARTNERSHIPS 
Internal Network Partner: In order to provide consistent support and to ensure the least 
disruption for the Nevada Dental Medicaid Program recipients, we are collaborating with 
our internal partner, UnitedHealthcare of Nevada, to lease their existing Medicaid network, 
Health Plan of Nevada (HPN), which has the longest-standing Medicaid provider network 
in the state. 


UnitedHealthcare of Nevada has been offering health care coverage to Nevadans for over 
20 years. With our strong presence in Nevada, we have an excellent understanding of 
what Nevada employers are looking for in their benefit offerings. More than 2,200 of our 
own employees are located right here in Nevada.  They are your neighbors, your doctors, 
and your patrons. We are also your partners in making this community a better place to 
live, work and raise a family.  


Offering several types of products and plans, UnitedHealthcare of Nevada has the ability 
to customize a product offering to meet your specific needs. Our lead product, Health Plan 
of Nevada, is more commonly recognized in the Las Vegas market and is the name you 
may be most familiar with in our portfolio. Sierra Health and Life (SHL) offers a variety of 
PPO plans that gives your employees the choice to use a contracted or non-contracted 
provider for services and still remain eligible for benefits. 


Our location provides for a unique, local center of operations in Las Vegas. However, this 
doesn’t limit our scope. As part of a larger organization, our customers benefit from the 
knowledge and technology of a national carrier, bringing strong resources and tools to the 
market.  
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Subcontractor Experience and History:  UnitedHealthcare is aligned with Scion Dental, 
Inc. to capitalize on their state-of-the-art information technology system and Medicaid 
expertise. The Scion ownership team and many of the management team were the 
founders of Doral Dental in 1992 and played a key role in helping it grow to over 
6,500,000 members. They managed capitation for over 5,000,000 members during that 
time and introduced a variety of industry innovations, improving Medicaid dental programs 
across the country.  Scion was formed in 2009 and has quickly become a national leader, 
growing rapidly with new implementations every month. Scion is the first and only dental 
company in America to have been awarded full URAC accreditation for Claims Processing 
and is one of two dental companies to have been awarded full URAC accreditation for 
Health Utilization Management. The URAC accreditation process demonstrates a 
commitment to quality and serves as a framework to improve business processes, 
through benchmarking organizations that evaluate using nationally recognized standards. 
Their performance delivers lower administration and benefit costs for DHCFP and state 
clients, while at the same time improving both the recipient and provider experience. 


3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the 
projected number of Medicaid and Nevada Check Up recipients by the United States 
Secretary of Health and Human Services and the Insurance Commissioner of the 
State of Nevada are conditions precedent to the contract and shall continue as 
conditions during the term of any contract.  The vendor must hold a current 
certificate of authority from the Nevada State Insurance Commissioner for the 
applicable contract period and throughout the contract period, or have a written 
opinion from the Insurance Commissioner that such a certificate is not required.  
The awarded vendor must provide proof of a valid certificate of authority prior to 
the contract readiness review. 


We are authorized to operate as a certified vendor in the state of Nevada as evidenced by 
our Certificate of Authority, which is included as Attachment 1C4A_ Nevada Certificate 
of Authority. 


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


As an experienced Medicaid vendor, we adhere to all authorities including Title XIX, Title 
XXI state plans and amendments, Code of Federal Regulations and the Medicaid 
Services Manual. 


3.1.4 The DHCFP intends to procure dental services for eligible individuals in urban Clark 
and Washoe Counties. Other services, populations and/or geographic areas may be 
included in the DBA plan during the course of this contract and are to be 
considered as covered for this Request for Proposal.  


As requested, we will provide dental services for eligible individuals in urban Clark and 
Washoe counties.  Upon request, we have the capacity to expand to include additional 
geographic areas. We also look forward to the opportunity to expand coverage to 
additional Medicaid populations. Through our national markets, we have extensive 
experience providing services to varied state populations with specific challenges and 
needs. We will leverage our experience and expertise and tailor it to fit the specific needs 
of DHCFP and its Medicaid recipients. 
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3.1.5 Medicaid has catchment areas in California, Arizona, Idaho and Utah which are 
treated the same as in state. Out of state treatment for a recipient is required when 
there is not a provider in Nevada who is able to provide services to the recipient. 


We have contracted Nevada Medicaid providers in the catchment areas in California, 
Arizona and Utah. Recipients who reside in the identified catchment areas in California, 
Arizona, Idaho and Utah are eligible to receive services from identified providers in who 
are licensed to provide Medicaid services. When contracted providers are not available, 
we execute single case agreements to provide access to recipients. Providers who 
support the identified recipients will be reimbursed at the agreed upon State of Nevada 
Medicaid reimbursement rate. 


3 . 2   V E N DO R  D U TI E S  AN D  R E SPO N SI B I L I T I E S    
The vendor’s senior staff and other key staff as identified by the vendor shall 
participate in all designated key meetings scheduled by the DHCFP.  The purpose 
of these meetings includes, but is not limited to, contract compliance, the DHCFP 
auditing functions and responsibilities, access to care, quality, and any other 
applicable issues concerning administration and management of the contract as 
well as program and service delivery.  The frequency of such meetings may include, 
at a minimum, monthly teleconferences and/or videoconferences in addition to 
quarterly on-site meetings.  The location of the on-site meetings will be at either the 
DHCFP administrative offices in Carson City or a site in Las Vegas.  It is the sole 
responsibility of the DHCFP to provide reasonable advanced notice of such 
meetings, including location, time, date, and agenda items for discussion.   


As required, we will provide senior and support staff to participate in all designated key 
operational and stakeholder meetings including teleconferences, video conferences and 
quarterly on-site meetings. We agree to travel to meetings at the DHCFP’s offices in Las 
Vegas and Carson City and other meeting locations as needed. 


We will be an active partner in all meetings and conference calls as requested by DHCFP 
in the locations specified by DHCFP to fulfill the State’s objectives of the Dental Medicaid 
Contract. 
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3 . 3   D E N T AL  S E R VI C ES   
These include covered diagnostic, preventive or corrective services and 
procedures that include treatment of the teeth and associated structures of the oral 
cavity due to disease, injury or impairment that may affect the oral or general health 
of the eligible Medicaid recipient up to age 21 years and eligible Nevada Check Up 
recipients from birth to the 19th year of their birth month. Recipients are also 
provided emergent and urgent dental care.   


Individuals age 21 and over who qualify for full Medicaid benefits receive 
emergency extractions, palliative care, and may also be eligible to receive 
prosthetic care (dentures/partials) under certain guidelines and limitations.  


Nevada Medicaid offers expanded dental services in addition to the adult dental 
services for Medicaid-eligible pregnant women. 


Except as otherwise provided in this RFP, the vendor’s benefits package provided 
to the DHCFP recipients shall not be less in amount, duration, and scope than those 
covered services specified in the respective State Plans for Title XIX and XXI 
programs and the Nevada Medicaid Service Manual Chapter 1000, but may be more 
than stated therein. Any changes in Title XIX or Title XXI benefit amounts, duration, 
or scope shall be preceded by a review of impact on capitation amounts. 


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


Each vendor must provide, either directly or through subcontractors, the dental 
care benefit package, as described in this RFP, to enrolled and eligible recipients to 
ensure all covered medically necessary dental services covered are available and 
accessible to them.  


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


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


We comply with providing the managed care benefit package to all enrolled recipients. We 
confirm all medically necessary services covered under the Title XIX and XXI State Plans 
are available and accessible to the covered recipients. 


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


We are including our Prenatal Dental Care Program offers additional preventive and 
periodontal care for women throughout their pregnancy and for up to three months after 
the delivery date. 



http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/
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The vendor shall not issue any insurance certificate or evidence of insurance to any 
Medicaid or Nevada Check Up recipient.  Any insurance duty shall be construed to 
flow to the benefit of the DHCFP and not to the Medicaid or Nevada Check Up 
enrolled recipient.   


As required, we have not and we will not issue any insurance certificate or evidence of 
insurance to any Medicaid or Nevada Check Up recipients. Our member handbook 
language states that it is not a certificate of coverage. We acknowledge that any 
insurance duty will be construed to flow to the benefit of DHCFP and not to the Medicaid 
or Nevada Check Up enrollee. 


3.3.1 General Information 


The DBA vendors are required to provide all covered medically necessary dental 
services with the exception of orthodontic services, which are covered under FFS.  


As required, we will provide all covered medically necessary dental services with the 
exception of orthodontic services, which are covered under FFS. 


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


UnitedHealthcare will ensure that PDPs meet requirements for specialist referrals and 
care coordination through a combination of training, provisions in the Provider summary 
guide and ongoing monitoring.  All network General Dentists and Pediatric Dentists 
participating as MDHPs will complete Webinar-based training before we designate them 
as Main Dental Homes and begin assigning them recipients. Training also will be available 
through individual follow-up and on-site visits.  


The training provides a comprehensive review of State of Nevada requirements for 
providers functioning as MDHPs, including screening recipients for specialty care needs, 
making prompt referrals when needed and coordinating care with the specialist until 
treatment is complete. The training also will include information on resources available 
through UnitedHealthcare to meet these requirements.  


For example MDHPs will be able to quickly find nearby specialty care for their patients by 
calling UnitedHealthcare’s Provider Hotline or logging into the Provider Web Portal. MDHP 
requirements and support resources also will be documented in the Provider summary 
guide. To monitor provider compliance, we will track provider complaints and referrals by 
reviewing patterns in specialty claims data. 


The Dental vendor must ensure that enrollees who are receiving orthodontic 
services are also receiving all medically necessary dental services covered in the 
dental care benefit package. 


We will ensure that all enrollees who are receiving orthodontic services are also receiving 
all medically necessary dental services that are covered in the dental care benefit 
package.  Our tracking system will provide up-to-date information on compliance with 
EPSDT service provision requirements.  We will also initiate follow up and outreach to 
remind recipients of upcoming visits and follow up on missed appointment. 
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The Dental Vendor’s are not responsible for any services provided by an 
Orthodontist but must ensure coordination of care between a participant’s 
Orthodontist and primary dental provider.    


As noted, we are not responsible for orthodontic care; however, we will ensure 
coordination of care between the participant’s orthodontist and their primary dental 
provider. 


The Dental vendor as applicable will be required to conduct EPSDT screenings of 
its recipients under the age of twenty-one (21) years at six (6) month intervals to 
recipients of orthodontic services.  The screening must meet the EPSDT 
requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), 
and 1905(r) of the Social Security Act, and 42 CFR 441.50 through 441.62.  The 
vendor must conduct all interperiodic screening on behalf of recipients, as defined 
in MSM Chapter 1500. 


We will provide the full early and periodic screening, diagnosis and treatment related to 
dental services to all eligible children and young adults up to age 21 in accordance with 
the requirements outlined in the EPSDT requirements found in the MSM Chapter 1500; as 
well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 
441.50 through 441.62.   


We will also conduct all inter-periodic screening on behalf of recipients, as defined in MSM 
Chapter 1500 or as modified by the State during the period of this Agreement. 


Integrating EPSDT:  Our approach to developing and implementing a statewide Outreach 
Plan designed to increase Early and Periodic Screening, Diagnosis, and Treatment 
(EPSDT) participation rates center around three pillars: 


■ Increasing awareness and education of good oral health 


■ Ensuring means to access dental care 


■ Reaching out to recipients in the most beneficial way possible 


Screening:  We will conduct inter-periodic screens on recipients.  Additionally, we will 
conduct additional screens if determined to be medically necessary. 


Diagnosis and Treatment:  If a problem is detected through screening, the child will be 
evaluated for further diagnosis.  Treatment will be determined based on the diagnosis. 


Tracking:  We have an established tracking system that provides up-to-date information 
on compliance with EPSDT service provision requirements in the following areas: 


■ A clinical dental examination at the eruption of the first tooth and no later than 
twelve (12) month  


■ Examination every six months thereafter, or as indicated by the child’s risk 
status/susceptibility to disease. 


■ Diagnosis and/or treatment, or other referrals in accordance with EPSDT screen 
results. 


Follow Up and Outreach: We will adhere to our established process for reminders, 
follow-ups, and outreach to recipients that includes: 
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■ Written notification of upcoming or missed key points of contact within a set time 
period, taking into consideration language and literacy capabilities of recipients 


■ Telephone protocols to remind recipients of upcoming visits and follow-up on 
missed appointments within a set time period 


■ Protocols for conducting regularly scheduled outreach with noncompliant recipients 
and addressing access barriers such as arranging transportation, interpreters, 
connections with multi-lingual/multi-cultural service providers, etc. 


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


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


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


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


■ The benefits are automated in our claims processing system 


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


■ Once the testing is completed, the product is fully deployed 


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


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


At the core of our UM program for the Nevada Medicaid and CHIP Programs is an 
interdisciplinary set of documented, integrated UM, quality improvement (QI) and 
care management principles, policies and systematic processes that manage the 
appropriate utilization of health care resources in the amount, duration and scope 
necessary to achieve desired health outcomes. The components of our UM program 
combine to ensure services are sufficient in amount, duration and scope to 
reasonably be expected to achieve the purpose for which the services are furnished. 
UM components include: 
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■ Evaluating the efficiency and appropriateness of services through the 
adoption of evidence-based, nationally recognized guidelines and review 
criteria 


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


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


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


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


■ Verifying the delivery of high-quality, clinically appropriate, efficient and cost-
effective care through provider profiling, which identifies opportunities for 
reducing variation in practice patterns, provides us with a tool to discuss best 
practices and tracks practice-level improvements that improve recipient 
dental health which has a positive impact on overall health and wellness 


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


We do not arbitrarily deny or reduce the amount, duration or scope of required 
services solely because of diagnosis, type of illness or condition of the recipient. 
Our system offers the ability to provide a high level of customization to ensure that 
services are not arbitrarily or inappropriately denied or reduced in amount, duration 
or scope. Currently, we use120+ generic clinical algorithms, which cover over 400 
dental procedures. These can be modified to meet specific requirements of the 
State’s plan. 


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


Our claims processing system will utilize custom-written business logic that will 
place appropriate limits on service based on the criteria applied under the Title XIX 
and Title XXI State plans. Complete digitization of incoming and outgoing 
documents provides efficient servicing of recipients and providers. Benefit plans are 
configured to automate all rules around code coverage, service limits and recipient 
responsibility. Utilization Management / Authorization setup ensures that fraud and 
abuse rules are enforced, and clinical guidelines are carried out in uniform manner. 
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3.3.1.2 Must specify what constitutes “medically necessary services” to the extent to 
which the vendor is responsible for covering services related to the prevention, 
diagnosis and treatment of  oral health impairments; the ability to achieve age 
appropriate growth and development; and the ability to attain, maintain, or regain 
functional capacity in a manner that is no more restrictive than that used in the 
State Medicaid and CHIP programs as indicated in State statutes and regulations, 
the Title XIX and Title XXI State Plans, and other State policy and procedures, 
including the Medicaid Services Manual (MSM).   


Our standard definition for dental medical necessity consists of the following criteria:   


■ Necessary to meet the basic dental needs of recipients 


■ Rendered in the most cost-effective manner and appropriate type of setting  


■ Consistent in type, frequency and duration of treatment with accepted dental 
practice  


■ Consistent with the diagnosis of the condition 


This definition is consistent with state and federal guidelines. We will customize, if 
necessary, our clinical criteria to meet the specific requirements of the Nevada Dental 
Medicaid program, if there is any deviation from our standards. 


We have been providing medically necessary dental services Medicaid and CHIP 
members for over 20 years, resulting in significant improvements in utilization, while 
promoting member oral health and ensuring that providers deliver services that are 
appropriate to members’ needs. We will use the same utilization management (UM) 
guidelines and processes for the Nevada Medicaid Dental Program. 


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


UnitedHealthcare uses our proprietary Appropriate Care Criteria to ensure appropriate 
utilization and quality of services for recipients participating in the Nevada Medicaid Dental 
Program. Our guidelines are consistent with evidence-based dentistry and the 
requirements in the Nevada Dental Practice Act’s requirements, Nevada State Board of 
Dental Examiners rules, and national guidelines from the American Dental Association 
(ADA) and the American Academy of Pediatric Dentistry (AAPD). 


Guideline sources for the Appropriate Care Criteria include the ADA; specialty 
organizations, such as the American Academy of Periodontology; the American Academy 
of Pediatric Dentistry and the American Association of Oral and Maxillofacial Surgeons; 
evidence based clearinghouses, such as the Cochrane Oral Health Group and National 
Guideline Clearinghouse; American and international governmental agencies, such as the 
National Institutes of Health, the Centers for Disease Control and Britain's National Health 
Service; evidence based journals, such as the Journal of Evidence Based Dental Practice; 
and reputable public health recommendations, such as Healthy People 2020.  


Our authorization guidelines are algorithms programmed into the Enterprise System, our 
claim and authorization management platform, which ensures consistent medical 
necessity authorization determinations. The prior authorization requirements can be 
customized for different providers to manage outliers or as an incentive for providers with 
good utilization patterns. The algorithms present the clinical criteria in a decision tree 
format that is clear, easy to understand and transparent to the providers and review staff. 
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The initial criteria were reviewed and accepted by the corporate Clinical Policy and 
Technology Committee (CPTC), which includes clinical staff, dental consultants and 
participating providers. The approved criteria were then reviewed and endorsed by the 
corporate Clinical Affairs Committee, which oversees the work of the CPTC. Our UM 
Program description documents the UM guidelines we are using to determine medical 
necessity and the methods for periodic review and updates. The CPTC reviews the 
Appropriate Care Criteria and Authorization Guidelines annually, although changes can be 
made at any time if the State changes the program design, or if other overarching 
utilization patterns emerge that require a program change. Additionally, the CPTC meets 
quarterly to consider new developments in evidence-based care, improvements and 
changes in dental materials and new technology. 


Based upon these reviews the CPTC will propose additions or changes to the Appropriate 
Care Criteria and Authorization Guidelines to the clinical affairs committee. We document 
the process in written policies and procedures that are reviewed annually by the CPTC 
and updated as necessary. We will review guidelines and have them accepted at the 
Nevada level by our Nevada Peer Review Committee. We will submit any changes to the 
State for review and approval prior to implementation. 


To ensure that providers understand our determinations, we make the Appropriate Care 
Criteria and Authorization Guidelines available to providers online through the 
UnitedHealthcare Provider Web portal and in hard copy, upon request. 


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


Our utilization review protocols meet all required standards outlined in the State of 
Nevada Dental Medicaid Guidelines. UnitedHealthcare uses our proprietary 
Appropriate Care Criteria to ensure appropriate utilization and quality of services for 
recipients participating in the Nevada Medicaid Program. Our guidelines are 
consistent with the requirements in the Nevada Dental Practice Act’s requirements, 
Nevada State Board of Dental Examiners rules, and national guidelines from the 
American Dental Association (ADA) and the American Academy of Pediatric 
Dentistry (AAPD).  Our Authorization Guidelines are algorithms programmed into 
the Enterprise System our software platform, which ensures consistent medical 
necessity authorization determinations and can be customized for different 
providers as an incentive for good utilization patterns. 


To ensure that providers understand our determinations, we make the Appropriate 
Care Criteria and Authorization Guidelines available to providers online through the 
UnitedHealthcare Provider Web portal and in hard copy, upon request.  


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


To ensure a consistent application of clinical review criteria we use review procedures 
for our review specialists and consultants and claim system edits. 


All clinical review staff members who are responsible for determining benefits are 
required to participate in these evaluations in which a minimum of 10 cases are 
reviewed and evaluated. Opportunities for improvement in training are identified and 
individuals identified with deficiencies are reevaluated within 90 days to measure the 
success of the additional training. The results of the evaluation are reported to the 
Quality Improvement and Compliance Committee. 
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Requiring all professional reviewers to employ the same clinical algorithms ensures 
the consistent application of clinical criteria. Providers are presented with these 
same algorithms when they submit authorization requests through the Provider 
Web Portal. 


The Enterprise System includes a full set of proprietary, dental-specific edits that 
evaluate and validate authorizations and claims, as well as the ability to incorporate 
custom edits for unique business requirements and cost containment objectives. 
These edits and business rules can be tailored to the clinical guidelines and 
documentation required for each procedure code and patient age limitations.  


When claims are processed, the system checks for the appropriate authorization 
requirements schedule to determine whether each service requires an 
authorization. If a service requires an authorization, the system checks whether an 
authorization exists. If so, the authorization is consumed (decremented) and the 
claim is updated with the associated authorization number. If no matching 
authorization is found, or if the matching authorization is already fully consumed or 
expired, the appropriate exception is recorded on the claim service. 


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


To effectively monitor prior authorization requests, each service decision is stored 
with the corresponding authorization record and is automatically cross-referenced 
with its claim. The Enterprise System software platform automatically links claims to 
specific pre-authorized services and decrement (consume) prior authorizations and 
service items based on specific encounter data submitted by the provider. The rules 
will be tailored to match claims to specific pre-authorized services as outlined in the 
State’s specific requirements. Links between real-time claim details and 
corresponding authorizations are available online, any time, through the Enterprise 
System user interface. 


We will work with the DHCFP to align prior authorization procedures across delivery 
entities and will revise if it is determined that the revision is necessary for the proper 
administration of the program. 


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


All denials for dental service necessity are reviewed and signed off by the Chief 
Dental Officer or licensed dental consultant, as required by state/plan. 


As part of our Utilization Review Plan, utilization management decisions are based 
only on appropriateness of care and service. We do not reward dental consultants 
or other individuals conducting utilization review for denying authorizations or for 
decisions that result in underutilization. All personnel involved in the decision-
making process, both our employees and independent, licensed dental consultants, 
must sign an attestation that no part of their compensation is contingent on 
decisions made. We do not prohibit providers from advocating on behalf of 
recipients within the utilization review process. 
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All utilization review determinations are made on the basis of medical necessity and 
appropriateness, recipient’s individual circumstances, and the applicable contract 
language concerning benefits and exclusions. Denial decisions specifically include 
the clinical reasons and the specific contractual basis for the decision. Recipients 
are given instructions on how to file an appeal and/or State Fair Hearing, as 
appropriate.  


An impartial group of non-network dental consultants will make final appeals 
determinations. To ensure appropriate guidance and impartiality, the provider 
issuing the appeals determination will hold the same specialty or related specialty 
as the appealing provider, and the Dental Consultant reviewing the appeal will not 
be the same consultant involved in making the initial determination. 


E.  The vendor shall coordinate prior authorizations and edit patterns with those 
used in the FFService program. 


The Enterprise System’s proprietary, dental-specific edits that evaluate and validate 
authorizations and claims, can incorporate custom edits that match the FFService 
program. These edits and business rules can be tailored to the clinical guidelines 
and documentation required for each procedure code and patient age limitations.  


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


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


3.3.1.5 Must allow each recipient to choose his or her dental care professional, including 
the Primary Dental Provider (PDP) to the extent possible and appropriate. 


Because we understand the value of a dental home, to every extent possible and when 
appropriate each recipient will be given a choice in selecting their dental provider. This 
selection will help to ensure the comfort level of the enrollee and support the ongoing 
coordination of care and services. 


A.  Recipients will have an individual dentist, a clinic or a FQHC assigned as 
their PDP.   


Access to a dental home is a critical component of our patient centered dental 
services, as we understand the ongoing relationship between the dentist and the 
patient, including comprehensive oral health care beginning no later than age 1, 
can lead to an increase in oral health engagement in the household, which can 
improve the recipient’s oral health and increase the likelihood that they will establish 
a dental home and maintain regular dental care. As such, all recipients will be 
automatically assigned to a primary care dentist or a Main Dental Home Provider 
(MDHP) based on their location. Within ten days of receiving the eligibility files, the 
assignment is coded by distance to an appropriate MDHP.  
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All family members will be assigned to the same provider. Recipients with a claim 
history with a provider will also be assigned to the same provider. If the provider is 
in our network but not a MDHP, the Provider Outreach Manager will contact the 
provider to provide education on the process for becoming a Main Dental Home. 
Recipients who wish to select a different Main Dental Home can call the Member 
Hotline to speak with a member service advocate.  


Recipients with chronic conditions can choose a specialist as their primary care 
dentist as long as that specialist has been identified as an in-network provider.  All 
providers in our network are credentialed; therefore the specialists by default would 
be considered an acceptable in-network provider. 


PROMOTING OUR DENTAL HOME PROGRAM 
All participating dentists will receive communication on the Nevada Dental Home 
program, including a description of the program, information on the Dental Home 
package and provider responsibilities to participating Dental Home members as 
described in the RFP Contractual Services Form including: 


■ Care that is comprehensive and includes acute, corrective, and preventative 
services. 


■ Care that is individualized to each participant based upon a dental exam for 
tooth decay and gum problems. 


■ Care that is preventative and includes information about proper care for the 
participant’s teeth and gums, and correct diet. 


■ For children, care that prepares parents and guardians with guidance about 
what to expect for their child’s age for the growth of teeth and the jaw. 


■ For children, care that is educational and helps parents and guardians learn 
about their child’s dental health now and as their child grows. 


■ Care that is provided in a culturally competent manner.  


Program information will be included in the Provider Summary Guide, on the dentist 
Web portal, in newsletter articles, and in follow-up letters. Our dental networks team 
will reach out to dentists individually to answer questions and encourage 
participation in the Dental Home program. Dentists who do not choose to participate 
will receive additional outreach on a regular basis to encourage reconsideration. 
Feedback will be solicited from both participating and non-participating dentists on 
the reasons for their choice, in order to help UnitedHealthcare improve its 
recruitment efforts.  


UnitedHealthcare will develop a Dental Home package that provides a set of 
services meeting the needs of recipients, addressing their health and well-being. 
The primary focus will be on preventive health. s will be encouraged to obtain 
preventive services shown to positively impact both dental and overall health. 
UnitedHealthcare will employ various member education and outreach strategies 
highlighting the value of professional prevention and good home care designed to 
promote prevention and other needed care. In addition to improved health 
outcomes, prevention positively impacts costs, including medical costs in the form 
of fewer hospital visits for emergencies and treatments requiring OR care. Science 
is also increasingly demonstrating the positive impacts of good dental health on 
chronic medical conditions.  







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 17 


 


In addition to prevention, the Dental Home package will include restorative, surgical 
and prosthetic procedures needed to restore oral health and function.  


While we hope that general dentists can perform the bulk of services their patients 
will require, in the case of procedures that cannot be performed directly in the 
dental home, dental home clinicians will be provided resources to make referrals to 
specialists. UnitedHealthcare will recruit an adequate number of specialists and will 
make the lists of those specialists available to dental home providers.  


UnitedHealthcare will also help to facilitate referrals to specialists through its 
member services department. 


We will also provide information to both recipients and clinicians in areas that 
include clinical topics as well as information on Dental Homes and the dental plan. 
Information will be shared with recipients through newsletters, Web-based sources, 
and flyers that describe what a dental home is, how it works, the value of dental 
homes and their importance. As noted previously, we will also be offering 
information on UnitedHealthcare’s Dental Home initiative to our network dentists in 
an effort to educate them on the Dental Home concept and to encourage them to 
engage in creating a Dental Home. Finally, where possible, we also provide dental 
home information to physicians, either in partnership with medical Managed Care 
Organization (MCOs) or directly with the State. Because primary care physicians 
(PCPs) see very small children, often many times, before they have had their first 
dental visit, they are often in a position to screen their patients and provide 
counseling on the value of establishing a dental home and getting routine 
preventive care.  


We will also provide guidance on the management of acute dental trauma. While 
trauma is often covered as part of the medical plan, dental Homes are typically the 
first line of defense. Information will be shared with dental home providers that 
include both clinical protocols as well as plan procedures for immediate treatment 
as well as follow up and referral as needed. This will include reimbursement policies 
and procedures.  


In managing our Dental Home initiative, special focus will be provided to those 3 
and under. This is typically a vulnerable population with a low compliance rate. 
Targeted education and outreach will be provided the families of young children 
providing information on the importance of the age one dental visit, the value of 
protecting primary teeth as well as recommendations on good home care and 
nutrition. Information will also be shared with plan dentists, and if possible PCPs. If 
possible we will look to engage PCPs in screening very small children, and making 
follow up referrals to Dental Homes, either directly or with the help of 
UnitedHealthcare. Many children 3 and under have seen their PCP many times 
without having ever seen a dentist; therefore, the PCP plays an important role in 
identifying children at risk and encouraging all the families of all small children to 
find a dental home. Finally, we will look for opportunities to provide education to 
general dentists on treating very small children. There are not enough pediatric 
dentists to manage all children under 3, yet too many general dentists are not 
comfortable managing this population. Education will help provide them with the 
tools they need as well as information on the value of adding small children to their 
practices.  
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We will oversee these requirements proactively, through education and outreach, 
as already described. We will also perform retrospective oversight through 
measurement. Assignments will be continuously tracked along with member 
outcomes. This includes identifying those assigned recipients who have been 
brought in for care, those who received prevention and those who received non-
preventive treatments (restorative, surgery etc.). Feedback will also be provided 
directly to dentists in the form of a “report card” providing information on the 
practice’s success in getting assigned recipients in, particularly for prevention. 
Counseling will be provided to those who are non-compliant with requirements. 


An additional opportunity to encourage dentist compliance with requirements is 
through incentives. As an example, incentives can be directed toward dentists, 
creating levels of reward based on the percent of assigned patients seen and 
receiving prevention. 


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


We will ensure continuity of care for new recipients whose main dental home 
provider (MDHP) is not currently participating in our network through several 
methods. If the main dental home of the recipient is not in our network, we will pay 
all claims at the Medicaid reimbursement rate for a period of 60 days after the go-
live date, during which we will initiate targeted recruitment with the provider. Should 
the provider continue to remain out-of-network, we will honor claims by following the 
established procedures for out-of-network services. After 60 days, the recipient will 
be assigned to a new MDHP. The Provider Network Development Manager will run 
monthly reports to identify all out-of-network providers. They will be contacted 
periodically in an effort to recruit them into our network. 


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


The Provider Network Manager will ensure that UnitedHealthcare maintains a provider 
network sufficient to provide all recipients with access to the full range of covered 
services, as well a choice of provider as required under the contract. The provider network 
will be responsive to the medical, linguistic, cultural, and other unique needs of any 
minority or disabled individuals, or other special population in the State of Nevada Dental 
Medicaid Program. We will also make certain that providers meet all current and future 
state and federal eligibility criteria, reporting requirements, and any other applicable rules 
and/or regulations related to the contract through our comprehensive provider training 
program, ongoing provider outreach and the use of social media outlets to connect with 
providers. Our network will also be developed in accordance with the geographic 
requirements of the Medicaid enrollees in order to adequately address the distance and 
travel time to appointments as well as the physical access and means of transportation. 


A. The anticipated DHCFP recipient DBA enrollment; 


The provider network manager will ensure that we maintain a network sufficient to 
provide all recipients with access to the full range of covered services, as well a 
choice of dentist or specialist as required under the contract. 
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We have specific monitoring mechanisms in place to assess compliance with our 
availability standards for the number of practitioners and geographic distribution of 
practitioners in the provider network. The quarterly reports we will submit to the 
DHCFP provide ongoing evidence that we monitor the following factors to continue 
to meet the network requirements and maintain accessibility for our recipients: 


■ Anticipated enrollment 


■ Utilization of services 


■ Numbers and types of providers  


■ Geographic location of providers and enrolled recipients 


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


The Provider Network Manager will follow our extensive step-by-step provider 
recruitment plan to ensure access to care and choice for State of Nevada Dental 
Medicaid recipients. The goal is to continue to build, maintain, and exceed the 
network requirements as identified by the State. The foundation of this recruitment 
plan is a complete understanding of the eligible Nevada population, including 
geographic distribution, language and/or cultural needs, and special needs 
requirements and comprehensive analysis of the distribution of both providers and 
recipients via mapping, enrollment and dentist population by ZIP code to 
understand the availability of dentists in each area.   


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


The Enterprise System is one of the most efficient, accurate dental processing 
solutions in the market. A standard set of edit and adjudicate rules may be 
augmented by custom-written business logic that executes natively when 
processing claims. Complete digitization of incoming and outgoing documents 
provides efficient servicing of recipients and providers. Benefit plans are configured 
to automate all rules around code coverage, service limits and recipient 
responsibility. Utilization Management / Authorization setup ensures that fraud and 
abuse rules are enforced, and clinical guidelines are carried out in uniform manner. 


UnitedHealthcare maintains a written utilization management (UM) program 
description that documents the program’s objectives, the UM organizational 
structure and qualifications of review staff, procedures to review medical necessity 
and notification procedures, UM guidelines used and the methods for reviewing 
and updating as needed. 


UTILIZATION MANAGEMENT SYSTEM PROCESSES 
The manager of the UM program supervises the day-to-day operation of the 
authorization program. Providers are instructed to submit a standard ADA claim 
form and supporting documentation, either by hard-copy, electronic claim 
submission or via the Web portal, to request authorization for procedures requiring 
medical necessity review. Dental review specialists are available 8 a.m. to 5 p.m. 
CT, Monday through Friday, to assist with any authorization requests. Callers may 
also leave a message, which will be responded to within one business day. 
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To facilitate the review, all documents and radiographs are converted to electronic 
images, if not already in electronic form, and the pertinent information is entered 
into the authorization module of the Enterprise System. 


The authorization request is available to the reviewers either through the internal 
computer network or over a secure internet connection, protecting the privacy of 
the recipient and enabling a rapid review to be performed. We maintain the 
electronic radiographs indefinitely in the event that any future follow-up is required. 
In the event that additional information is required, UnitedHealthcare will request 
such information in written correspondence within three business days of receipt of 
the authorization request, or contact the provider by phone. The Authorization 
System is completely automated and the reviewers have access to all submitted 
documentation in electronic form.  


UnitedHealthcare uses the following three levels of authorization review: 


■ Level 1 - Automatic system reviews 


■ Level 2 - Dental review specialist reviews 


■ Level 3 - Dental consultant reviews  


The Level 1 review is performed automatically by the Enterprise System by 
applying hundreds of business rules via coded algorithms against the services to 
be authorized. The system rules automatically deny services for administrative 
reasons where appropriate, such as “member ineligible” or “service not covered.” 


The Level 2 review is performed by dental review specialists, who have extensive 
clinical backgrounds, and a minimum of 3 years’ experience as a dental assistant. 
The dental review specialist reviews each authorization request that has passed 
the Level 1 review to determine whether it meets criteria for medical necessity. 


The reviewer has a number of system tools available to ensure consistent and 
sound clinical determinations including: scanned documentation available for 
electronic review, complete tooth, authorization and claim history for each recipient, 
all Level 1 results - including authorizations with business rule edits flagged for 
further consideration and over 100 proprietary dental clinical algorithms.  


Please see the screen shot below from our clinical review module. 
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The dental review specialist approves requests that meet criteria. If the request 
does not meet criteria, the dental review specialist flags it for dental consultant 
clinical review and determination. The dental review specialist may also deny the 
authorization request for administrative reasons. 


The Level 3 reviews of authorization requests that could not be determined 
appropriate during Level 2 reviews are completed by consultants or internal dentist 
staff that are appropriately licensed and credentialed and report to the Nevada 
dental director. The Level 3 reviewer will make a final determination of either 
“approved” or “denied.” 


WRITTEN PROGRAM POLICIES AND PROCEDURES  
The Level 3 reviewers call the requesting provider to resolve any questions on the 
request and use the Enterprise System to make automated requests for additional 
documentation. The dental review specialists and dental consultants each have 
separate, defined work queues in the Enterprise System to direct them only to 
those authorizations that require their attention. 


UnitedHealthcare maintains written policies and procedures to govern all aspects of 
our UM program, including, but not limited to, policies and procedures to: 


■ Ensure operations refrains from any activities to influence clinical decision-
making by any kind of financial or other incentives and that medical necessity 
determination decisions are based solely upon each recipient’s specific 
needs, the Appropriate Care Criteria and the Authorization Guidelines 


■ Monitor the efficiency and results of each dental reviewer by review of the 
turnaround times, number of approvals, number of denials and reviews by 
code 


■ Ensure consistency of decisions through semi-annual inter-rater reliability 
reviews of authorizations determinations made by our dental review 
specialists and dental consultants. The goal is to maintain a score of 80 
percent. In 2016, UnitedHealthcare’s 20 consultants achieved 
 inter-rater scores of 100 percent.  


■ Refer suspected cases of provider or recipient fraud, abuse, or waste to the 
Office of Inspector General 


■ Monitor the effectiveness of our UM program by assessing over and 
underutilization and compliance with all requirements, generating provider 
profiles that monitor provider utilization patterns, and comparing outcomes to 
benchmarks for comparable populations 


■ Target areas of inappropriate service utilization for medical necessity review. 


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


We confirm that is sufficient to provide the number and types of providers required 
to furnish the contracted Medicaid covered services.  
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E.  The geographic location of providers and enrolled recipients, considering 
distance, travel time, the means of transportation ordinarily used by 
recipients, and whether the location provides physical access for recipients 
with disabilities. Primary Care Provider (PDP) or Primary Care Site may not 
be more than 25 miles from the enrolled place of residence without the 
written request of the recipient. 


Our offered network exceeds the requirement of one PDP within 25 miles.  
Recipients enrolled in our network will have the benefit of having access to a 
provider close to home.  On average, our network currently offers exceptional 
access which gives recipients the choice of a provider only 2.5 miles from their 
home. Nevada recipients will continue to have access to a provider network which 
has a 100 percent open panel, which exceeds the 50 percent open panel 
requirements. 


3.3.1.7 Must cover services out of network for the recipient adequately and timely for as 
long as the vendor is unable to provide them.  If the network is unable to provide 
necessary services covered under the contract to a particular recipient, the vendor 
must negotiate a contract and determine the rate or pay no more than the FFS rate. 
Must exhaust all out of network providers located within 25 miles of the recipient’s 
address before contracting with out of network providers located over 25 miles 
from recipient’s address. 


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


When a recipient requires service and no suitable in-network provider exists within the 
contract access standards, a call center representative helps the recipient identify the 
nearest provider office meeting the recipient’s needs. The representative may also assist 
by contacting the provider office to set up the appointment and/or arranging a 
transportation service for the recipient. When a patient is referred to a non-contracted 
provider, the representative documents the recipient interaction in our customer service 
system and creates a follow-up record for the network development team to review. In 
addition, intervention specialists will be available to assist recipients with more complex 
access and service needs. 


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


In the event that a second opinion is required or requested, we will provide a consultation 
from a dental provider within the network or if the situation warrants, obtain one outside of 
the network at no cost to the recipient. 
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3.3.1.9 Must coordinate with out of network providers with respect to payment. 


As required, if our network of providers is unable to provide medically necessary covered 
services under this contract to a particular enrollee, we will adequately, and in a timely 
manner, cover these services using a non-participating provider for the enrollee for as 
long as we are unable to provide them.  If that situation arises, we will require non-
participating providers to coordinate with us as the contracting entity with respect to 
payment in order to ensure that the cost to the enrollee is no greater than it would be if the 
services were furnished within the network.   


3.3.1.10 Must ensure that the network providers offer hours of operation that are no less 
than the hours of operation offered to commercial recipients or comparable to 
Medicaid FFS, if the provider services only Medicaid recipients pursuant to 42 CFR 
438.206; must meet and require its providers to meet State standards for timely 
access to care and services, taking into account the urgency of the need for 
services; 


Network providers are contractually obligated to offer hours of operations that are no less 
than the hours of operation offered to commercial recipients or comparable to Medicaid 
FFS. The Nevada Medicaid program has an accessibility standard which requires that a 
recipient must have an appointment scheduled within 24 hours for treatment of an urgent 
dental condition, or an appointment within six weeks for a non-urgent dental visit. We 
expect our network dentists to provide initial, follow-up and hygiene appointments within 
21 business days. Dentists must provide emergency appointments within 24 hours. 
Network dentists must follow these access standards and we monitor their compliance. 


3.3.1.11 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days 
per week.  The vendor must have written policies and procedures describing how 
recipients can obtain urgent coverage and emergency services after business 
hours and on weekends.  Policies and procedures must include provision of direct 
contact with qualified dental professionals.  Recipients should be given the option 
to speak with a qualified dental professional during an emergency to advise and 
direct recipients to the correct service location which may include the local 
emergency departments or dental offices.   Urgent coverage means those problems 
which, though not life-threatening, could result in serious injury or disability unless 
dental attention is received. Urgent care may be provided directly by the primary 
care dentist or directed by the DBA plan through other arrangements. Care 
coordination services should also be in place to monitor recipient utilization of 
emergency dental services, ensure recipients have properly addressed chief 
complaint and provide report metrics to the DHCFP.  


All network providers are contractually obligated to provide 24 hour emergency care 
services. The member handbook that is distributed to recipients outlines the policies and 
procedures describing how recipients can obtain urgent coverage and emergency 
services after business hours and on weekends. 


When a recipient calls because they are unable to reach their (MDHP) after normal 
business hours, the member services advocate will first determine the type of service that 
the recipient is seeking and if she needs to be seen immediately. In non-emergency 
situations, the member services advocate will advise the recipient to wait and attempt to 
contact her MDHP’s office the following business day, or the member services advocate 
will make a referral to another in-network provider close to the recipient’s location. The 
member services advocate can establish a three-way call with another provider location to 
schedule an appointment or to have the recipient’s dental inquiry answered. If needed, the 
member services advocate can educate the recipient about the availability of 
transportation and coordinate transportation for the recipient as needed. 
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Emergency situations will be individually assessed by the member services advocate for 
appropriate actions. In the case of a life threatening emergency the recipient will receive 
instruction to hang up and dial 911. In the case of a dental emergency, which is not 
immediately life threatening, but is causing severe bleeding or pain, the member services 
advocate will instruct the caller to seek immediate treatment and will refer her to a suitable 
substitute provider location if her MDHP is closed. The member services advocate can 
establish a three-way call with the substitute provider location to schedule an urgent 
appointment, and can coordinate transportation for the recipient, if necessary. If no 
suitable substitute provider location can be found, the member services advocate will refer 
the recipient to the closest walk-in clinic. The member services advocate will create a 
reminder for the Provider Network Development Manager to contact the provider office to 
determine why there was no after-hours coverage process available. 


If a recipient contacts the member hotline after hours, their call will be answered by our 
automated interactive voice response system (IVR) which will provide directions on what 
to do, based on the severity of the situation. The IVR system provides an option allowing 
recipients to locate another nearby network dentist by ZIP code. 


Monitoring Emergency Services Access and Utilization 


We define urgent or emergent authorizations as those requests for services to treat 
situations that involve pain, swelling, infection, uncontrolled hemorrhage, or traumatic 
injury. We immediately grant emergent and urgent requests for authorization and the 
dental provider is encouraged to treat the recipient, then send the completed claim and 
any necessary documentation on a claim form marked “Retrospective Review.” 


The chief dental officer or one of the dental consultants evaluates all retrospective reviews 
to determine coverage and also certify the services were emergent or urgent in nature. 


If we note a pattern of abuse for any one practice, UnitedHealthcare will create a 
corrective action plan (CAP) and counsel the provider, which will include a discussion of 
the definition for urgent and emergent care. 


We also have customized, prior-approved communications that are sent to recipients who 
visit the emergency room for oral pain. We provide this service in conjunction with 
participating clients who provide the data necessary for the outreach. The recipient 
receives education, a provider listing, and the toll-free number to help with appointment 
scheduling. 


3.3.1.12 The vendor must participate in State and federal efforts to promote the delivery of 
services in a culturally competent manner to all recipients, including those with 
limited English proficiency and diverse cultural and ethnic backgrounds pursuant 
to MSM Chapter 100.  For the purposes of this RFP, the State has identified the 
prevalent non-English language in Nevada to be Spanish.  The BBA Regulations: 
Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP 
requires that vendors offer accessible and high quality services in a culturally 
competent manner. 


Cultural competency is the foundation for meeting our recipients’ specific health needs, 
while honoring each individual’s unique circumstances, values and beliefs as we deliver 
superior services across the state. Therefore, we actively participate in State and federal 
efforts to promote the delivery of services in a culturally competent manner to all 
recipients, including those with limited English proficiency (LEP) and diverse cultural and 
ethnic backgrounds. We currently comply with all State and federal regulations pursuant 
to MSM Chapter 100, Section 103.6 as well as 42 CFR 438.206(b)(2).  
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UnitedHealthcare encourages effective provider interaction with people of different 
cultures and socio-economic backgrounds.  This includes an awareness of our own 
cultural worldview, attitudes towards cultural differences, knowledge of different cultural 
practices and worldviews, and the adoption of proactive measures to better understand, 
communicate, and interact with people across different cultures.  Culturally tailored health 
care can reduce disparities among patient populations and reduce problems associated 
with linguistic barriers.   


In order to meet the needs of our various state customers, we have developed a diverse 
and effective portfolio of provider training methods. UnitedHealthcare uses a range of 
training modalities to meet the information and learning needs of our providers.   


It is our intent that the provider network will be responsive to the medical, linguistic, 
cultural, and other unique needs of any minority or disabled individuals, or other special 
population in the State program. 


We will provide comprehensive training to ensure that providers understand the 
requirements and goals of the State and services available through UnitedHealthcare.  
These topics include but are not limited to: 


■ Specific Nevada State Medicaid Program requirements 


■ Comprehensive instruction on Medically Necessary Covered Dental Services in the 
State plan 


■ Cultural Competency Training 


In addition to ensuring we offer a culturally diverse provider network, we offer all of our 
member material in English and Spanish, and ensure we have bilingual staff in our 
customer support team, and on our outreach team. 


Individuals, who do not speak English as their primary language and have a limited ability 
to read, write, speak or understand English, may have LEP. We provide language 
assistance, either through direct translation services or through bilingual staff, to facilitate 
the recipient’s ability to communicate effectively when he/she encounters our staff or 
providers, or receives a particular service or benefit. 
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3.3.2 Vendor Covered Services 


3.3.2.1 At a minimum the vendor must provide directly or by subcontract, all covered 
medically necessary dental services as defined in MSM Chapter 1000 – Dental with 
the exception of Orthodontic Services. Provider types and services shall include 
but not limited to the following: 


A.  General Dentists 


B.  Pediatric Dentists 


C.  Oral Surgeon 


D.  Oral and Maxillofacial Surgeon 


E.  Endodontists 


F.  Periodontists 


G.  Prostodontists 


H.  Dental Hygienists 


As required, we will provide all medically necessary dental services as defined in MSM 
Chapter 1000 – Dental with the exception of orthodontic services.  Provider types and 
services shall include all providers outlined in A-H. 


Our existing provider network in Clark and Washoe counties is an open network which 
consists of approximately 400 contracted general dentists, pediatric dentists, 
endodontists, oral surgeons, oral and maxillofacial surgeon, periodontists and 
prosthodontists. 


The vendor shall ensure that pediatric dental services are provided as medically 
necessary to children under the age of 21, in accordance with EPSDT federal 
regulations as described in 42 CFR Part 441, Subpart B, and the Omnibus Budget 
Reconciliation Act of 1989, whether or not such services are covered under the 
DHCFP’s state plan and without regard to any service limits otherwise established 
in this RFP.  This requirement shall be met by either direct provision of the service 
by the vendor or by referral in accordance with 42 CFR 441.61.  Pediatric dental 
utilization shall be in accordance with The American Academy of Pediatric Dentistry 
(AAPD) recommendations regarding the periodicity of professional dental services 
for children, and EPSDT guideline for dental.  


We will require providers, through contract provisions or Provider summary guide, to 
provide all children enrolled in the program with medically necessary preventive services 
in accordance with the State dental periodicity schedule. We will use provider training, 
profiling and feedback to ensure that MDHPs follow these periodicity dental requirements 
for children. 


3.3.2.2 Limited medically necessary emergency extractions and palliative care for adults 
over the age of 21 to include dentures/partial dentures under certain guidelines and 
limitations as defined in MSM Chapter 1000 Dental. 


As required, limited medically necessary emergency extractions and palliative care will be 
provided for adults over the age of 21 to include dentures/partial dentures under certain 
guidelines and limitations as defined in MSM Chapter 1000 Dental. 
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3.3.2.3 Offer expanded dental services in addition to the adult services for Medicaid-
eligible pregnant women for periodontal scaling and root planning, to reduce the 
risk of pregnancy related gingivitis, as well as treatment of inflamed gums around 
third molars during the pregnancy as defined in MSM Chapter 1000 Dental. 


We are offering expanded preventive and periodontal care for women throughout their 
pregnancy and for up to three months after the delivery date. 


3.3.2.4 The vendor must coordinate with the MCO in obtaining access to facilities and 
physician services that are necessary to support the dental provider who is 
providing dental services to a Medicaid or CHIP member under general anesthesia 
or intravenous (IV) sedation. 


As requested, we will coordinate with the MCO in obtaining access to facilities and 
physician services that are necessary to support the dental provider who is providing 
dental services to a Medicaid or CHIP member under general anesthesia or intravenous 
sedation. 


3.3.2.5 Non-Emergency Transportation (NET) 


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


We will coordinate with a contracted Net Broker, if necessary to ensure NET services are 
secured on behalf of enrolled recipients.   


3.3.2.6 Orthodontic services for eligible managed care recipients are covered under FFS 
pursuant to MSM Chapter 1000. The vendor is responsible for ensuring referral and 
coordination of care for orthodontic services, pursuant to this RFP and for 
management of EPSDT services at six (6) month intervals for recipients of 
orthodontic services.   


As required, we will provide coordination of services to ensure recipients who are 
receiving orthodontic care are also receiving medically necessary EPSDT services as 
well. 


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


3.3.3.1 The vendor as applicable will be required to conduct the oral examination 
component of EPSDT screenings for its recipients under the age of twenty-one (21) 
years.  The screening must meet the EPSDT requirements found in the MSM 
Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social 
Security Act, and 42 CFR 441.50 through 441.63.  The vendor must conduct all 
interperiodic screening on behalf of recipients, as defined in MSM Chapter 1500. 


Through the EPSDT benefits, individuals under the age of 21 receive comprehensive 
dental care such as periodic and routine dental services needed for restoration of teeth, 
prevention, and maintenance of dental health as outlined in the MSM Chapter 1500; as 
well a 1902(a)(43), 1905 (a)(4)(B) and 1905(r) of the Social Security Act, and 42 CFR 
441.50 through 441.63.  
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3.3.3.2 Medically necessary screening, diagnostic and treatment services identified in an 
EPSDT periodic or interperiodic screening must be provided to all eligible Medicaid 
children under the age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a).  
For Title XIX children, the vendor is responsible for reimbursement of all medically 
necessary dental services under EPSDT whether or not the service is in the 
Medicaid State Plan.  The vendor is responsible for the coordination of care in order 
to ensure all medically necessary coverage is being provided under EPSDT.   


We will provide the full early and periodic screening, diagnosis and treatment related to 
dental services to all eligible children and young adults up to age 21 in accordance with 
the services listed in 42 U.S.C. § 1396 d(a) or as modified by the State during the period 
of this Agreement. 


To ensure all medically necessary coverage is being provided under EPSDT, we will also 
provide care coordination. Our member advocates will work closely with parents, 
guardians and all identified agencies who retain guardianship or who provide services to 
enrolled recipients in order to provide outreach, education, and special support services.  
For example, we can develop and implement specialized education programs for parents 
and guardians, provide access to interpreters, help coordinate care with other health care 
professionals, help parents find appropriate services and accommodations for children 
who are in wheelchairs or who are homebound, and help arrange transportation for dental 
visits. 


UnitedHealthcare will ensure that MDHPs meet requirements for specialist referrals and 
care coordination through a combination of training, provisions in the Provider summary 
guide and ongoing monitoring.  All network General Dentists and Pediatric Dentists 
participating as MDHPs will complete Webinar-based training before we designate them 
as Main Dental Homes and begin assigning them members. Training also will be available 
through individual follow-up and on-site visits. 


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


We note that we are not required to pay for any treatments outside of the Title XXI state 
plan for Nevada Check Up recipients. 


3.3.3.4 The vendor is not required to provide any items or services determined to be 
unsafe or ineffective, or which are considered experimental. However, if ADA 
guidelines and/or peer reviewed studies are submitted, verified and determined by 
the vendor’s Dental Director to demonstrate safety and effectiveness that item or 
service may be approved for use as non-experimental.  Appropriate limits may be 
placed on EPSDT services based on medical necessity.  


We do not provide reimbursement for procedures that we consider to be experimental, 
investigational or unproven which include pharmacological regimens not accepted by the 
American Dental Association (ADA) Council on Dental Therapeutics.  


As new clinical guidelines and technology become available, our Clinical Policy and 
Technology Committee evaluates them against our established criteria, which are founded 
in evidence-based dentistry. New techniques are not considered experimental. They are 
incorporated into our benefits once they have been evaluated using clinical evidence 
based on their effectiveness and efficiency. 


Additionally, appropriate limits will be placed on EPSDT services based on medical 
necessity. 
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3.3.3.5 The vendor is required to provide information and perform broad outreach and 
educational activities to eligible enrolled children for EPSDT services.  These 
efforts may be reviewed and audited by the DHCFP or its designee.  Refer to the 
MSM, federal documents cited in this Section, and Information Requirements of this 
RFP. 


We participate in outreach initiatives that encourage people to become more proactive in 
their health and dental benefits, educate them about daily oral care and the impact that 
oral disease may have on chronic medical conditions. We educate recipients about 
prevention, wellness, and early detection. 


UnitedHealthcare recognizes the importance of education and communication for parents 
to ensure that they are actively engaged in seeking screening, treatment and services that 
are critical in lowering their child’s risk for future disease. Education will be provided both 
directly to parents as well as to clinicians, in order to provide as much opportunity to 
impact care early.  


Through educational programs, we will focus on increasing general access to information, 
developing targeted prevention initiatives, and increasing participation in education and 
clinical programs that address conditions such as early childhood caries. 


Direct Parent Education:  Direct parent communication will include information on infant 
and child care, the importance of fluoride and sealants, the importance of finding a dental 
home (preferably by age one) and the relationship between good oral and overall health. 
This information can be delivered using multiple approaches, including online, 
newsletters, mailers and handouts. While much of the focus is on care for the general 
population, education also focuses on targeted conditions such as early childhood caries. 
UnitedHealthcare is also open to discussing with the State the possibility of expanding our 
efforts to include topics important to medical-dental integration specific to children, such 
as childhood asthma and diabetes.   


UnitedHealthcare will also engage in outreach to recipients based on their dental visit 
history. For example, we suggest reaching out to those who have not seen a dentist in the 
previous 12 months or follow up with those who had a PDP screening in an effort to get 
them to see a dentist.  


Provider and Community Education:  UnitedHealthcare will work with clinicians, both 
dentists and physicians, in an effort to engage parents. We will provide information they 
can share with parents and will discuss potentially including clinicians in an effort to reach 
out to families who have not visited for regular care. UnitedHealthcare will engage 
community resources, including schools and Head Start programs, as a way of sharing 
information and potentially as opportunities to conduct fairs and/or screenings.  


UnitedHealthcare will also develop collaborative partnerships with community advocacy 
groups, hospitals, FQHCs and others who are involved in increasing parent engagement. 


As outlined in the informational requirements, we will prepare written member outreach 
materials using a Microsoft Word program that verifies that all content is easily understood 
and at an eighth-grade reading level. 


All written materials will also be made available in the prevalent languages of the 
population groups served. 


All written materials and outreach activities may be reviewed and audited by DHCFP. 
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3.3.4 Health Promotion and Education Programs 


The vendor shall identify relevant community issues and health promotion and 
education needs of its recipients, and implement plans that are culturally 
appropriate to meet those identified needs and issues relevant to each of the target 
population groups of recipients served.  The vendor shall use community-based 
needs assessments and other relevant information available from State and local 
governmental agencies and community groups.  Health promotion and education 
activities shall be evidence-based, whenever possible, and made available in 
formats and presented in ways that meet the needs of all recipient groups.  The 
vendors shall comply with all applicable State and federal statues, regulations and 
protocols on health wellness programs.  The vendor shall submit a written 
description of all planned health promotion and education activities and targeted 
implementation dates to Nevada Division of Public and Behavioral Health, Chronic 
Disease Prevention and Health Promotion for approval, prior to implementation, 
including culturally and linguistically appropriate materials and materials developed 
to accommodate each of the enrolled target populations. Health promotion topics 
shall include, but are not limited to, the following:   


We are committed to achieving an extensive understanding of relevant community issues, 
delivering a high level or service and participating in health promotion and education 
initiatives by establishing strong working partnerships with the State and designated 
entities and programs serving recipients. For optimal communication and improved 
responsiveness, we will establish Nevada-based operations which will house our 
Executive Director, Dental Director and critical operational departments. Each of these 
units will be dedicated exclusively to the State dental contract. As we have in other states, 
we will work closely with the State’s Dental Director and others managing the oral health 
needs of Nevada’s citizens to align priorities and support the State’s oral health 
objectives. 


In addition to working closely with the State, another critical element in establishing our 
local presence is to build relationships with local community-based organizations in order 
to gain a deeper understanding of local needs and to explore opportunities for information 
sharing and collaboration. We have a history of community partnership and involvement. 
For instance, we are increasingly participating in State Oral Health Coalitions (ex. Rhode 
Island Oral Health Coalition, Pennsylvania Coalition for Oral Health), where we can better 
understand local oral health concerns, help to influence oral health policy, identify key 
stakeholder in the state and increase our visibility as community contributors. We look to 
partner with leading players in oral health policy in the State, such as the Head Start 
Association, or Kids Count. These relationships allow us to identify key issues facing the 
State’s children and contribute to public policy solutions. For example in Rhode Island, we 
participated on the TeethFirst! leadership team, which developed and launched a 
successful state-wide website providing education to the State’s citizens on the value of 
the year one dental visit and the importance of preventive care for children. To that end 
we also sponsor and attend local meetings and conferences (for example co-sponsoring a 
“mini-residency” in Rhode Island focusing on providing general dentists with tools to work 
with very small children), and contribute to community events such as Missions of Mercy, 
most recently in Rhode Island and Pennsylvania, as we look to broaden opportunities to 
serve the community and better understand oral health issues facing the State’s citizens. 
UnitedHealthcare will look to build community partnerships in Nevada as well and as 
required in the RFP, we will develop processes and procedures and designate points of 
contact for collaboration with programs that serve recipients in the State. 
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We will work with the Nevada Office of Oral Health and Dentistry to promote preventative 
care particularly in children. As we have in other states, we will work closely with local 
government, local health departments, FQHCs and other community health centers and 
organized dentistry in the State, to help promote preventive health objectives, consistent 
with the Oral Health Access for Young Children (OHAYC) program including dental 
screenings, fluoride varnish applications, oral health education and dental referrals, 
focusing on children most at risk or more limited access to care.  


UnitedHealthcare works not only to improve access and preventive health utilization for all 
children but also focuses in on those with targeted conditions, for example early childhood 
caries (ECC). As referenced in our description of these programs in other states, we focus 
caries-related education and outreach on local primary care physicians (PCPs), 
specifically pediatricians and family practice physicians. Education focuses on the etiology 
of caries, the efficacy of fluoride, the important role PCPs play in detecting caries and how 
they can incorporate caries screening and fluoride varnish into a well-child visit. Working 
together, UnitedHealthcare and its partners develop education, follow up to track patient 
activity at both the PCP and dental office and arrange for appropriate reimbursement, 
consistent with State rates. 


Whenever possible, we will also work with other practitioners as we have in many other 
states where we have implemented physician varnish programs. UnitedHealthcare will 
work with local physician groups, educational institutions, advocacy groups and/or the 
State, to identify and implement PCP caries education programs, either online or in 
person. As part of our work with physicians UnitedHealthcare will also provide reinforcing 
messaging to PCPs to share with parents as well as direct reminders through newsletters, 
mailers and other communications tools on the value and importance of physician 
screening, fluoride varnish application and referral to a dental home for follow up, either 
directly if the PCP knows of a dentist or through UnitedHealthcare who can facilitate the 
referral.  We can also provide PCPs with tools that can help them in their evaluation 
including Caries Risk Assessments like those developed by the AAP, CAMBRA and 
others. 


We consistently measure and evaluate the number of eligible children who are screened 
by PCPs, provided fluoride varnish and then referred for follow up to a dental home. We 
also look at the distribution of participating PCPs and dentists, in an effort to increase 
physician participation and ensure an adequate referral source. UnitedHealthcare will 
make a special effort to reach out and work with practices, FQHC’s and hospital programs 
that have clinical programs targeting early childhood caries, using methodology consistent 
with CAMBRA.  


Supplementing our work on early childhood caries, to promote dental health as an integral 
part of overall health and wellness, we also engage community physicians in the following 
ways: 


■ We provide general clinical and service information for all physicians in our 
commercial network.   


■ We work with medical plans to identify high volume physicians where we can 
identify specific recipients for follow up.   


■ Specific focus will be placed on MCOs and FQHCs, where we emphasize the 
importance of dental screening and follow up with a dental home.  The value of this 
initiative is that the FQHCs often provide both medical and dental services in the 
same facility. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 32 


 


UnitedHealthcare is also committed to working with local dentists to align our objectives 
and to work together on behalf of Nevada’s children. The Nevada Dental Director, 
provider network Manager, Provider Outreach and Provider Network Development staff 
will communicate with the Nevada Dental Associations, dental societies and other 
provider groups in an effort to coordinate and promote our initiatives. Our associates are 
committed to developing a productive working relationship with the various members of 
professional societies and groups for the possibility of joint program and sharing. The 
endorsement of stakeholders maximizes awareness among providers of our training 
programs and promotes participation. 


UnitedHealthcare is committed to ensuring that oral health is integral to overall health, all 
the more so for children who are vulnerable. Poor oral health leads to pain, infection, poor 
nutrition and even failure to thrive. Ensuring that children have access to good oral health 
is critical, particularly for those already experiencing other stressors. UnitedHealthcare will 
reach out to entities such as Together for Kids and Families, the Division of Behavioral 
Health and the Division of Developmental Disabilities in an effort to include oral health as 
part of the overall management of children being served.  


Our member advocates will work closely with the Division of Children and Family Services 
and all identified agencies who retain guardianship or who provide services to enrollees 
with special healthcare needs in order to provide outreach, education, and special support 
services.  For example, we can develop and implement specialized education programs 
for parents and guardians, provide access to interpreters, help coordinate care with other 
health care professionals, help parents find appropriate services and accommodations for 
children who are in wheelchairs or who are homebound, and help arrange transportation 
for dental visits.  


To ensure that vulnerable recipients receive needed care we will provide a Community 
Coordinator to assist in care coordination and case management. The Community 
Coordinator will act in a liaison role with Nevada members and community partners to 
advocate for recipient needs, services and provide assistance in obtaining dental services. 
Specific functions might include: 


■ Advocate for recipient dental needs and services 


■ Help recipients navigate the Medicaid program to obtain needed dental services 


■ Partner with clinical program managers and care coordinators to resolve and 
remove barriers to care and access 


■ Support professional networks in coordinating access to out-of-network care when 
appropriate 


■ Intervene with care providers and other community based service groups on behalf 
of the recipient to assist in appointment scheduling or connecting with our member 
advocates for assistance when needed 


■ Recommend/refer cases to either UnitedHealthcare Nevada Dental Director for 
program exceptions based on clinical need or extraordinary circumstances 


■ Own any issue through to resolution on behalf of the recipient in real time or 
through comprehensive and timely follow up 


■ Research complex issues across multiple databases leveraging cross-functional 
support teams to resolve recipient issues and/or escalations 
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■ Experience working with vulnerable children elderly and/or special needs 
recipients/patients 


In addition to creating partnerships with local advocacy groups, we will look for additional 
opportunities with other community based organizations, (ex. Head Start); initiate or 
participate in existing health fairs and other community events; and explore opportunities 
to partner on community initiatives and/or events with hospital groups, MCOs, FQHCs and 
other large group practices to provide education, screenings and referrals. 


3.3.4.1 The vendor shall conduct regionally located and regularly scheduled outreach 
activities to inform members about the availability of dental services and to 
significantly increase the number of children receiving services.  The results of the 
outreach activities should be measurable and support the overall goal of increasing 
awareness of and/or utilization of dental services.   


UnitedHealthcare provides both regionally located and regularly scheduled general 
education to its overall membership as well as more targeted education focusing on 
specific conditions and initiatives. General education is provided to recipients on the plan, 
including benefits, plan processes and procedures, member rights and other procedural 
topics. Education also includes a variety of oral health topics including: infant and toddler 
oral health, children’s oral health, maternal oral health, fluoride varnish, sealants, early 
childhood caries, the medical-dental connection, avoiding the emergency room and the 
importance of finding a dental home. We use a variety of modalities to share general 
member information including the member welcome package, the member website, the 
dentist Web portal (for clinicians to share with members), handouts, letter and mailers.  


Education is also provided to recipients on a more targeted basis. While this can be for 
specific conditions (for example, recipients that we know have chronic medical conditions 
shown to be connected to poor oral health), education can also be targeted to individual 
programs. Education is shared with families where children are not seen for their annual 
dental visit (HEDIS ADV) or for needed preventive services. Recipients receiving a 
physician varnish are provided education on the importance of following up with a dentist. 
Those who use the emergency room for non-traumatic dental emergencies are given 
information on the value of using community dentists. Targeted education is used in 
combination with outreach and is designed to encourage recipients to change their 
behavior.  


UnitedHealthcare member outreach is targeted to specific programs and conditions and is 
designed, in combination with education, to improve recipient engagement. Our approach 
is technology- driven and recipient-focused to improve the health and dental status of the 
recipient. We identify recipients in need of outreach by data-mining our claims data and 
member utilization trend statistics recorded by our advanced technology platform. 
Outreach is tailored by program, condition, age band, and/or region, ensuring that 
outreach campaigns addresses specific membership needs. For example, in looking to 
encourage recipients to obtain their annual dental visit, preventive health services or a 
follow up dentist visit after receiving a physician varnish, those who do not have a 
previous claim, we will launch a customized automated call encouraging that recipient (or 
parent/caregiver) to contact a dentist for follow up. The call includes information on how to 
find a dentist and the recipient can opt to speak to a member services advocate.  


In addition to direct outreach, we will conduct extensive community-based outreach 
initiatives and will work with local and regional organizations, to promote oral health. We 
will also work with local schools to disseminate information, and will engage local media 
for free placement of information and/or coverage of community outreach events. 


 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 34 


 


Some of the specific approaches UnitedHealthcare utilizes to reach its recipient include: 


Automated-calling. We use outbound IVR telephone campaigns to deliver messages 
about the importance of oral health and to remind recipients to schedule their annual 
dental visits and/or preventive care dental exams. These automated-calls are easily 
adaptable and can be customized to deliver a wide range of educational content. We 
analyze regional call trends through the Enterprise Customer Service Module (CSM), to 
determine the message of call campaigns per specific membership needs. 


Text Messaging. We have pioneered an outreach strategy that leverages the widespread 
use and popularity of text messaging. Similar to outbound IVR campaigns, we use text 
messages to provide general education and to offer preventative dental care reminders. 
These text messages will be sent to participating recipients about a variety of health 
education initiatives and can be targeted to specific regions or audiences as identified by 
call trend and dental service utilization analysis. 


Newsletters and Postcards. Because effective member outreach and education requires 
ongoing message reinforcement, we developed a system of delivering continued 
education to recipients through quarterly newsletters and monthly postcards. We mail 
newsletters the first month of every quarter and send supplementary postcards during the 
following two months, on a three-year rotational basis. Our library of oral healthcare 
newsletters and postcards covers a variety of educational topics, ranging from infant and 
child oral health, the importance of fluoride and sealants for children, and proper brushing 
techniques. In addition, we use our reporting systems to track various recipient concerns 
by region and to tailor newsletter and postcard campaigns to specific community needs. In 
this way, we offer a customizable flow of information that provides recipients with the 
education they need most. 


Interactive Member Portal. Our member Web portal is designed to meet the needs of an 
increasingly technology-oriented Medicaid and CHIP population that is accustomed to 
instant access to information. Our portal gives recipients immediate access to Nevada 
Dental Plan information and is accessible from any computer with Internet access. The 
portal will provide recipients with an interactive provider directory with real-time data, as 
well as general information on how the Nevada Dental program operates; medically 
necessary covered services, value-added Services, member cost-sharing obligations, 
benefit limitations, complaints and appeals processes, and prohibitions on balanced 
billing. Our portal will also offer educational content related to preventive care and the 
importance of oral health, including the relationship between oral health and 
systemic/overall health. We will continuously review all web portal content to ensure that it 
is presented in a culturally sensitive manner and at an eighth grade reading level. 


Live Agents. As appropriate, UnitedHealthcare will use member advocates and other 
“live agents” to reach out to recipients who remain non-compliant after other forms of 
outreach as well as specific targeted populations such as vulnerable children. In addition 
to encouraging recipients, parents and caregivers to set up appointments, they can play a 
direct role in facilitating those appointments 
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EVALUATING THE OUTREACH PROGRAMS 
Progress on the deployment of the interventions will be monitored by the member 
outreach group during their monthly meetings, as will the analysis for each intervention 
and the ongoing progress of the HEDIS measurement. This monitoring strategy will 
enable the group to deploy additional interventions, as well as measure success in 
meeting HEDIS milestones.  


To evaluate the effectiveness of the programs, we use the following three tactics: 


STATISTICAL ANALYSIS  
We analyze and measure each member outreach tactic and compares the outcomes 
against outcomes for time periods (i.e. months) without intervention, as well as 
comparison against outcomes of alternative interventions, when applicable. The statistical 
outcomes are generated and monitored on an ongoing basis and reported to the State on 
an annual basis. 


SEMI-ANNUAL COMPARISON 
 We analyze and measure the HEDIS performance of the first six months of each year 
against the last six months of that same year. Statistical data is reported to the State once 
annually within the first quarter following the measurement calendar year. 


HIGH/LOW PRODUCTIVITY 
After the end of the calendar year, we complete a review and measures the performance 
of each month, as it relates to the State’s HEDIS score. We produce a list of the three 
highest performing months and the three lowest performing months. This measurement is 
used to compare against the other statistical measures. 


3.3.4.2 The vendor must at a minimum develop and implement health education initiatives 
that effectively and accurately educate members about: 


General education is provided to recipients on the plan, including benefits, plan processes 
and procedures, member rights and other procedural topics. Education also includes a 
variety of oral health topics including: infant and toddler oral health, children’s oral health, 
maternal oral health, fluoride varnish, sealants, early childhood caries, the medical-dental 
connection, avoiding the emergency room and the importance of finding a dental home. 
We use a variety of modalities to share general member information including the member 
welcome package, the member website, the dentist and physician web portal (for 
clinicians to share with members), handouts, letter and mailers.  


A. How the dental program operates; 


New recipients will also have access to the following educational tools which 
support proactive health choices: 


Orientation Sessions – We will host at least one recipient orientation session in 
each community service area prior to program implementation. Dental specialists 
will be available to educate recipients on the specific details of the program, 
including an overview of the benefits structure and a review of the recipient 
handbook. Recipients will have the opportunity to ask additional questions about 
the plan and will be given the toll-free number for customer care to call if they have 
specific questions about coverage after the orientation session has ended. 
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Call Center Contacts - The call center is our primary vehicle for recipient outreach 
and communication, while also serving as a hub for information and resources. A 
major hurdle between a recipient and dental care can be the scheduling of an 
appointment. But personal trepidation and/or communication/language barriers 
should not be barricades that keep recipients from receiving appropriate care. To 
remove those barricades, the call center offers toll-free appointment scheduling on 
behalf of recipients who call and request it. Our member services advocates can 
provide recommendations on the most appropriate providers based on regional 
location, services required, and/or special recipient needs. When asked, a 
representative can supply contact information, general office information, and can 
even initiate a three-way phone call with the provider to schedule an initial office 
visit or appointment.  


Member handbooks. We will mail member handbooks to each recipient household 
upon program implementation and to new enrollees. The handbook is an inclusive 
resource that provides details about Nevada Medicaid and CHIP Dental Program. 
We will also include oral health educational materials and discount coupons as part 
of the new recipient mailing.  


Member Web Portal – We will provide a customizable, self-service Web portal that 
provides recipients with an intuitive information hub surrounding the dental services 
offered by the State dental program. Our member Web portal offers a 
communication vehicle beyond traditional telephone and mailed communications, 
providing recipients faster, easier access to education and services. After 
registering online, recipients can log onto the portal for direct access to a host of 
features, including relevant benefit information, educational links, online documents 
and education materials, links to online videos, as well as our provider search 
function and claims history. 


B.  Medically Necessary Covered Dental Services, benefit limitations, and any 
Value-Added services offered by the vendor; 


We will provide information to recipients about all services, including the expanded 
benefits for women and any applicable benefit limitations. 


C.  Dental Exams and preventive care; 


We utilize the following innovative methods to support proactive dental care for 
recipients: 


Automated-calling. We use outbound IVR telephone campaigns to deliver 
messages about the importance of oral health and to remind recipients to schedule 
their annual dental visits and/or preventive care dental exams. These automated-
calls are easily adaptable and can be customized to deliver a wide range of 
educational content. We analyze regional call trends through the Enterprise 
Customer Service Module (CSM), to determine the message of call campaigns per 
specific membership needs. 


Text Messaging. We have pioneered an outreach strategy that leverages the 
widespread use and popularity of text messaging. Similar to outbound IVR 
campaigns, we use text messages to provide general education and to offer 
preventative dental care reminders. These text messages will be sent to 
participating recipients about a variety of health education initiatives and can be 
targeted to specific regions or audiences as identified by call trend and dental 
service utilization analysis. 
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D.  The importance of oral health, proper nutrition and including the relationship 
between oral health and systemic/overall health;  


Education is also provided to recipients on a more targeted basis. While this can be 
for specific conditions (for example, recipients that we know have chronic medical 
conditions shown to be connected to poor oral health), education can also be 
targeted to individual programs. Education is shared with families where children 
are not seen for their annual dental visit (HEDIS ADV) or for needed preventive 
services. Recipients receiving a physician varnish are provided education on the 
importance of following up with a dentist. Those who use the emergency room for 
non-traumatic dental emergencies are given information on the value of using 
community dentists. Targeted education is used in combination with outreach and is 
designed to encourage members to change their behavior.  


UnitedHealthcare member outreach is targeted to specific programs and conditions 
and is designed, in combination with education, to improve member engagement. 
Our approach is technology- driven and recipient-focused to improve the health and 
dental status of the recipient. We identify recipients in need of outreach by data-
mining our claims data and member utilization trend statistics recorded by our 
advanced technology platform. Outreach is tailored by program, condition, age 
band, and/or region, ensuring that outreach campaigns addresses specific 
membership needs. For example, in looking to encourage recipients to obtain their 
annual dental visit, preventive health services or a follow up dentist visit after 
receiving a physician varnish, those who do not have a previous claim, we will 
launch a customized automated call encouraging that recipient (or parent/caregiver) 
to contact a dentist for follow up. The call includes information on how to find a 
dentist and the recipient can opt to speak to a member services advocate.  


In addition to direct outreach, we will conduct extensive community based outreach 
initiatives in which we will work with local and regional organizations, to promote 
oral health. We will also work with local schools to disseminate information, and will 
engage local media for free placement of information and/or coverage of community 
outreach events. 


Some of the specific approaches UnitedHealthcare utilizes to reach its member 
include: 


Newsletters and Postcards. Because effective member outreach and education 
requires ongoing message reinforcement, we developed a system of delivering 
continued education to recipients through quarterly newsletters and monthly 
postcards. We mail newsletters the first month of every quarter and send 
supplementary postcards during the following two months, on a three-year 
rotational basis. Our library of oral healthcare newsletters and postcards covers a 
variety of educational topics, ranging from infant and child oral health, the 
importance of fluoride and sealants for children, and proper brushing techniques. In 
addition, we use our reporting systems to track various recipient concerns by region 
and to tailor newsletter and postcard campaigns to specific community needs. In 
this way, we offer a customizable flow of information that provides members with 
the education they need most. 
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Interactive Member Portal. Our member portal is designed to meet the needs of 
an increasingly technology-oriented Medicaid and CHIP population that is 
accustomed to instant access to information. Our Member Web Portal gives 
recipients immediate access to Nevada Dental Plan information and is accessible 
from any computer with Internet access. The portal will provide recipients with an 
interactive provider directory with real-time data, as well as general information on 
how the Nevada Dental program operates; medically necessary covered services, 
Value-Added Services, member cost-sharing obligations, benefit limitations, 
complaints and appeals processes, and prohibitions on balanced billing. Our portal 
will also offer educational content related to preventive care and the importance of 
oral health, including the relationship between oral health and systemic/overall 
health. We will continuously review all web portal content to ensure that it is 
presented in a culturally sensitive manner and at a sixth grade reading level. 


Live Agents. As appropriate, UnitedHealthcare will use member services 
advocates and other “live agents” to reach out to recipients who remain non-
compliant after other forms of outreach as well as specific targeted populations 
such as vulnerable children. In addition to encouraging recipients, parents and 
caregivers to set up appointments, they can play a direct role in facilitating those 
appointments. 


E.  Oral health literacy; and  


We will utilize the same targeted educational initiatives as described in Response 
D to increase oral health literacy in the general and targeted populations enrolled in 
the Nevada Dental Medicaid program. 


F.  Non-Emergency Transportation for Medicaid Members. 


Recipients will receive information about non-emergency transportation services in 
the Recipient Handbook. In addition to being mailed to recipients during orientation, 
the Recipient Handbook will also be posted online and accessible 24 hours a day, 7 
days a week via the member Web Portal. The member handbook will address all 
issues related to accessibility, recipient responsibility, and how to get assistance 
with any issue. The handbook will contain all required content and begin with a 
table of contents to provide readers with a quick method for finding content.  


Recipients can also contact customer service to get information about non-
emergency transportation contacts and resources. 


The vendor is encouraged to offer additional preventive or cost-effective services to 
enrolled recipients if the services do not increase the cost to the State. 


We are offering additional cost effective services to recipients who are pregnant.  This will 
be offered at no additional cost to the State. 


The Prenatal Dental Care Program is a component created to meet the unique needs of 
an expectant mother and her unborn child. Women who are in their second and third 
trimester and show evidence of gingivitis or periodontal disease are eligible for the 
additional benefits offered with the Prenatal Dental Care program. The program provides 
for additional preventive and periodontal services with no out-of-pocket costs.   


WHAT ADDITIONAL SERVICES ARE COVERED? 
Women in their second or third trimester are eligible to receive the following additional 
services at no additional cost: 
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■ Additional routine adult prophylaxis (ADA Code D1110) above the standard two 
cleanings per year as prescribed by their dentist; 


■ One course (up to four quadrants) of periodontal scaling and root planing (ADA 
Code D4341/D4342) with a documented untreated periodontal condition and/or; 


■ Periodontal maintenance (ADA Code D4910) if warranted by a history of 
periodontal treatment 


■ Plan pays at 100% of the contracted allowable amount with no member 
coinsurance required for the additional benefits 


■ Additional benefits are not subject to the plan deductible for plans where a 
deductible applies 


■ Some restrictions and limitations may apply 


3.3.5 Out-of-Network Services 


If the vendor’s provider network is unable to provide medically necessary services 
covered under the plan to a particular recipient, the vendor must adequately and 
timely cover these services out of network for the recipient for as long as the 
vendor is unable to provide them. The vendor benefit package includes covered 
medically necessary dental services for which the vendor must reimburse certain 
types of providers with whom formal contracts may not be in place.  The vendor 
must also coordinate these services with other services in the vendor benefit 
package.   


As required, if our network of providers is unable to provide Medically Necessary Covered 
Services under this contract to a particular enrollee, we will adequately and timely cover 
these services using a non-participating provider for the enrollee for as long as we are 
unable to provide them.  The benefit package will include covered medically  necessary 
services. 


3.3.5.1 When it is necessary for enrolled recipients to obtain services from out-of-network 
providers (i.e. the recipient needs to see a specialist for which the vendor has no 
such specialist in its network), the vendor must: 


A.  Coordinate the care with out-of-network providers;  


If that situation arises, we will require non-participating providers to coordinate with 
us as the contracting entity with respect to payment in order to ensure that the cost 
to the enrollee is no greater than it would be if the services were furnished within 
the network.   


B. Offer the opportunity to the out-of-network provider to become part of the 
network; and 


The UnitedHealthcare Network team will work with the State and Health Plan 
partners to engage in targeted solicitation in an effort to recruit out-of-network 
providers and increase specialty participation. 
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C.  Negotiate a contract to determine the rate prior to services being rendered or 
pay no more than the Medicaid FFS rate. 


When recipients access care from an out- of- network provider, our claims 
processing system applies specific edit rules to ensure services being rendered do 
not exceed the Medicaid FFS rate. During claims processing, proprietary edit rules 
are applied to verify recipient, provider, and dental service eligibility. These 
predefined dental claim rules are based on many years of industry experience, 
industry standard best practice, licensed consultant reviews, and past customer 
input. These proprietary edits can also be customized with client-specific business 
rules to automatically determine authorizations, match authorizations against 
related claims for automatic consumptions, deny claims, and flag authorizations 
and claims with descriptive exception messages for further review. 


3.3.5.2 When it is necessary for recipients to obtain services from an out-of-state (OOS) 
provider, the vendor must negotiate a contract to determine the rate prior to 
services being rendered.  The vendor must inform the provider to accept vendor 
reimbursement as payment in full.  The only exception is for TPL.  The OOS 
provider must not bill, accept or retain payments from Medicaid or Nevada Check 
Up recipients.   


If despite our best efforts and/or there are no providers/specialists available within the 
required access standards, we will contract with the nearest provider in a contiguous 
county. Should a recipient be unable to access care within the required access standards, 
they can work with call center staff to initiate a referral to an out-of-network provider. The 
recipient will be asked to provide their address. All referrals will be made in a timeline 
appropriate to the need for care, but will take no longer than five business days. Once the 
referral has been made, we will negotiate payment rates with the provider to ensure that 
there is no delay in care for the recipient.  


For emergency care, recipients will receive an immediate referral. We will fully reimburse 
the out-of-network provider in accordance with the out-of-network methodology for 
Medicaid. 


3.3.6 Emergency Dental Services 


UnitedHealthcare has guidelines and policies regarding the care of recipients 
experiencing dental emergencies. Within the scope of dental care benefits under the 
recipient's benefit plan, emergency dental services are services required in the event of 
unforeseen medical conditions such as pain, hemorrhage, infection, or trauma, where 
immediate attention is necessary. In general, emergency services include relief of pain, 
swelling, infection, and/or bleeding by procedures to stabilize the emergency condition, 
and may include issuing prescription medications.  


Emergency situations will be individually assessed by the member services advocate or 
appropriate actions. In the case of a life threatening emergency, the recipient will receive 
instruction to hang up and dial 911. In the case of a dental emergency, which is not 
immediately life threatening, but is causing severe bleeding or pain, the member services 
advocate will instruct the caller to seek immediate treatment and will refer them to a 
suitable substitute provider location if her MDHP is closed. The member services 
advocate can establish a three-way call with the substitute provider location to schedule 
an urgent appointment, and can coordinate transportation for the recipient, if necessary. If 
no suitable substitute provider location can be found, the member services advocate will 
refer the recipient to the closest walk-in clinic. 
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When a recipient needs non-capitated emergency dental services, the member services 
advocate will contact the recipient’s MDHP or an appropriate dental specialist, advise 
them of the urgent issue and arrange for the recipient to be seen immediately. If the 
emergency service involves a service covered under the recipient’s medical coverage, the 
member services advocate will attempt to coordinate treatment by contacting the medical 
plan. Member service advocates will have access to a contact list for all MCOs offering 
Medicaid and CHIP coverage to Nevada recipients. 


3.3.6.1 The vendor may not deny payment for emergency services treatment when a 
representative of the vendor instructs the recipient to seek emergency services 
care.  


We will not deny payment for emergency services treatment for a recipient who was 
instructed to access emergency care by our member services staff or a network provider. 


3.3.6.2 The vendor shall be responsible for dental related services provided in an 
emergency.  


As required, we will be responsible for dental related services provided in an emergency. 


3.3.6.3 In providing for emergency dental services and care as a covered service, the 
vendor shall not:  


A.  Require prior authorization for emergency dental services and care.  


B.  Indicate that emergencies are covered only if care is secured within a certain 
period of time.  


C.  Use terms such as “life threatening” or “bona fide” to qualify the kind of 
emergency that is covered.  


D.  Deny payment based on the member’s failure to notify the vendor in advance 
or within a certain period of time after the care is given.  


We comply with all service requirements outlined in 3.3.6.3 Section A-D. 


3.3.6.4 The vendor shall not deny payment for emergency dental care unless it is 
performed under the medical benefit in a hospital, emergency room or ambulatory 
surgery center.  


As required, we will pay for emergency dental care with the exception of services 
performed under the medical benefit in a hospital, emergency room or an ambulatory 
surgery center. 


3.3.6.5 The vendor shall not deny payment for treatment obtained when a member had an 
emergency dental condition and stabilization of condition, including cases in which 
the absence of immediate dental attention would not have had the outcomes 
specified in 42 CFR §438.114(a) of the definition of an emergency dental condition.  


We will not deny payment for treatment obtained when a recipient had an emergency 
dental condition and stabilization of condition, including cases in which the absence of 
immediate dental attention would not have had the outcomes specified in 42 CFR 
§438.114(a) of the definition of an emergency dental condition. 
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3.3.6.6 The vendor is not responsible for emergency dental coverage provided on an 
emergency basis in a hospital, emergency room or ambulatory surgery center 
under the medical benefit which may include dislocated jaw, traumatic damage to 
teeth and supporting structures, and removal of cysts; treatment of oral abscess of 
tooth or gum origin; treatment and devices for correction of craniofacial anomalies; 
and drugs. 


As noted, we will not provide reimbursement for emergency dental coverage provided on 
an emergency basis in a hospital, emergency room or ambulatory surgery center under 
the medical benefit which may include dislocated jaw, traumatic damage to teeth and 
supporting structures, and removal of cysts; treatment of oral abscess of tooth or gum 
origin; treatment and devices for correction of craniofacial anomalies; and drugs. 


3.3.6.7 The vendor shall not deny emergency dental services claims submitted by a non-
contracting provider solely based on the period between the date of service and the 
date of clean claim submission unless that period exceeds 365 days.  


As required, we will not deny emergency dental services claims submitted by a non-
contracting provider solely based on the period between the date of service and the date 
of clean claim submission unless that period exceeds 365 days.  


3.3.6.8 Non-emergent services provided in an emergency room are a covered service. 
Providers are expected to follow national coding guidelines by billing at the most 
appropriate level for any services provided in an emergency room setting. 


Network providers will follow national coding guidelines for any non-emergent services 
provided in an emergency room setting. 


3.3.6.9 Post-Stabilization Services 


Post stabilization care and services will be provided as outlined in Questions 3.3.6.9, 
Sections A-E. 


The vendor is financially responsible for:   


A. Post-stabilization services obtained within or outside the network that are pre-
approved by a network provider or organization representative;   


Confirmed. 


B. Post-stabilization services obtained within or outside the network that are not 
pre-approved by a network provider or other organization representative, but 
administered to maintain the recipient's stabilized condition within one (1) hour 
of a request to the vendor for pre-approval of further post-stabilization care 
services;  


Confirmed. 
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C. Post-stabilization care services obtained within or outside the network that are 
not pre-approved by a network provider or other organization representative, 
but are administered to maintain, improve, or resolve the recipient's stabilized 
condition if vendor does not respond to a request for pre-approval within one 
(1) hour, or the vendor cannot be contacted or the vendor and the treating 
physician cannot reach an agreement concerning the recipient's care and a 
network provider or other organization representative is not available for 
consultation.  In this situation, the vendor must give the treating physician the 
opportunity to consult with a network physician and the treating physician may 
continue with care of the recipient until a network physician is reached or one 
of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met; 


Confirmed. 


D. Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial 
responsibility for post-stabilization care it has not pre-approved ends when a 
network physician with privileges at the treating hospital assumes 
responsibility for the recipient’s care or a network physician assumes 
responsibility for the recipient's care through transfer or the vendor and the 
treating physician reach an agreement concerning the recipient's care or the 
recipient is discharged; and 


Confirmed. 


E. Pursuant to CFR 438.114(e), the vendor charges for post stabilization care 
services provided by an out-of-network provider to a recipient may be no 
greater than the amount the vendor would charge if the services had been 
obtained in network. 


Confirmed.  


3.3.6.10 Coordination with Other Vendors and Other Services  


Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement 
procedures to coordinate services it may provide to the recipient with the services 
the recipient may receive from any other vendor.  Upon request or notification of 
need, the vendor is required to communicate with other vendors serving the 
recipient the results of its identification and assessment of any special health care 
needs to ensure that services are not duplicated, and to ensure continuity of care.  
The vendor’s procedures must ensure that, in the process of coordinating care, 
each recipient’s privacy is protected consistent with the confidentiality 
requirements in 45 CFR Parts 160 and 164 [(the Health Insurance Portability and 
Accountability Act (HIPAA)]. 


We will implement procedures to facilitate opportunities to improve health outcomes, 
quality and confirm continuity of care. We have comprehensive procedures to coordinate 
services that recipients receive from other vendors pursuant to 42 CFR 438.208(b) (2), (3), 
and (4). Our policies and procedures ensure that, in the process of coordinating care, 
each recipient’s privacy is protected consistent with the confidentiality requirements in 45 
CFR Parts 160 and 164 and HIPAA. 


We will communication and work in collaboration with other vendors to ensure continuity of 
care and ensure that services are not duplicated. 
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A.  The vendor will be responsible for coordinating services with other 
appropriate Nevada Medicaid and non-Medicaid programs.  This coordination 
includes electronic data sharing for integrated health care. 


We strive to build excellent working relationships with state agencies, local health 
departments, and FQHCs. By assisting these local and state bodies to meet their 
public health dental program goals, we gain access to another layer of information 
and data regarding recipients as well as another partner in recipient outreach and 
communication initiatives. 


 Our cooperation and coordination with all outside entities will comply with all 
applicable federal and state confidentiality requirements. We will protect the privacy 
of all recipients, and we will follow up with the recipient (or recipient’s responsible 
party) when an outside entity (interested party) communicates a dental health need 
or issue regarding the recipient. 


SUPPORT FOR RECIPIENTS WITH SPECIAL NEEDS 
Our Member advocates and Utilization Management Teams will work closely with 
the providers, enrollees, guardians, advocates and assigned case managers to 
ensure recipients with disabilities receive necessary and appropriate care and 
services. Our teams have experience developing and implementing case 
management protocols for children and adults with special needs. We will draw on 
that expertise to implement a customized program that meets EOHHS’s specific 
requirements. For example, we can develop and implement specialized education 
programs for parents and guardians, provide access to interpreters, help coordinate 
care with other health care professionals, help parents find appropriate services 
and accommodations for children who are in wheelchairs or who are homebound, 
and help arrange transportation for dental visits. If necessary, we will coordinate 
arrangements with dental facilities that specialize in treating patients with special 
needs. To accommodate other recipients, we have contracted with facilities 
specializing in the care of patients with mental retardation, autism, epilepsy, and 
cerebral palsy. We also work with participating dental offices to help them become 
comfortable treating recipients who have special needs. This includes providing 
educational material to office staff, as well as opportunities for earning continuing 
education credits at our expense for providers and dental hygienists. 


SCHOOL-BASED AND HEAD START OUTREACH 
Reaching children early—and in their everyday environments—is an important 
aspect of our outreach. We can provide a cross-analysis that compares recipient 
home addresses against local schools and Head Start program locations, and can 
recommend these specific locations for outreach campaigns designed to build 
alliances and collaboration. We recognize that education and healthcare 
professionals working in school-based and Head Start settings are the first line of 
defense for reaching and influencing children, parents, and caregivers about the 
importance of oral health. Because these professionals see children and their 
families nearly every day, we consider them to be effective conduits for distributing 
educational materials, including toothbrushes and fluoride toothpaste samples.  


TRANSPORTATION SERVICES 
To provide assistance to recipients who require transportation services, we will 
make information about transportation services and resources available from: 


■ Recipient welcome packet 
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■ Member Web Portal. We can display customized messages approved by 
the contract on web pages, and we can attach approved resource 
information available for online viewing and/or printing. 


■ Call Center Content Management System. The call center staff is fully 
trained in client-specific details, policies, and procedures. We store resource 
materials, including information about transportation services, in an online 
content management system, to provide quick and easy online access when 
representatives are on the phone with recipients. 


PUBLIC HEALTH OUTREACH AND EDUCATION PROGRAMS 
We work closely with state agencies, local health departments, FQHCs, and other 
local service agencies to educate parents and care givers about the importance of 
dental services for children with unmet and/or urgent dental needs.  


Communication pieces, whether written or verbal, include educational information 
as well as contact information for the recipient’s PCD and two other nearby dental 
providers that meet the recipient’s requirements. As always, the call center is 
available to assist recipients with overcoming communication/language barriers, 
scheduling appointments, and arranging transportation services.  


PEDIATRIC AND FAMILY PRACTICE COMMUNICATIONS 
On average, by the time a child visits a dentist for the first time, that same child has 
visited a physician seven times. That is why educating physicians who specialize in 
treating children (pediatricians and family practices) is another important tactic. 
These physicians are targeted either in cooperation with participating managed 
care organizations or with state assistance. The communication provides education 
about the link between oral disease and medical disease, and provides a toll-free 
number to the call center to obtain a current list of participating dental locations.  


FLUORIDE VARNISH PROGRAM 
In the truest spirit of medical-dental integration, the state of Nebraska allows for 
primary care physicians to apply fluoride varnish to the teeth of young children. We 
have developed a web-based education program for participating physicians. 
Physicians are directed to a customized website where they can register and review 
interactive educational materials on fluoride varnish. After reviewing the training 
resources, a competency test can be taken. A certificate for one Continuing Medical 
Education (CME) credit is awarded upon satisfactory completion of the evaluation. 


The primary goal of our fluoride varnish web portal is to provide a consolidated 
resource center that provides physicians with all the requisite information needed to 
begin administering fluoride varnish. The portal explains the benefits of non-dental 
professionals applying fluoride varnish and how to properly administer it to 
children’s teeth. For active encouragement and convenience, the site includes a 
directory identifying locations where all required materials for the procedure can be 
purchased. The site also provides a current listing of participating dental 
practitioners, so physician’s offices can easily make referrals when necessary. 
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EMERGENCY ROOM DENTAL VISIT OUTREACH 
We have customized, prior-approved communications that are sent to recipients 
who visit the emergency room for oral pain. We provide this service in conjunction 
with participating clients who provide the data necessary for the outreach. The 
recipient receives education, a provider listing, and the toll-free number to help with 
appointment scheduling. 


DENTAL SCHOOL PARTNERSHIPS 
Dental school relationships are excellent opportunities to improve access to care. 
These schools often participate in Medicaid programs and welcome new patients, 
and some even have portable dental equipment or a network of clinic locations that 
can be used for outreach and/or general screenings.  


HEALTH FAIR PARTICIPATION 
We participate on behalf of clients at local health fairs. These events offer an 
important opportunity to reach and educate recipients. Local representatives often 
volunteer in order to improve the effectiveness of our outreach activities.  


MANAGED CARE ORGANIZATION PARTNERSHIPS 
We develop excellent relationships with participating Medicaid managed care 
organizations. These clients have recipient communication requirements and are in 
routine communication with their provider network, which offer many opportunities 
for collaboration, with a goal of promoting education about the benefits of good oral 
health to both recipients and healthcare professionals. We can provide content for 
client newsletters or targeted communications to selected provider groups. 


DISEASE MANAGEMENT PROGRAMS 
There is significant primary and auxiliary research to support the premise that good 
oral health is intrinsically linked to good physical health. As such, we work closely 
with the disease management groups within MCOs that share data on recipients 
who suffer from various diseases or have conditions impacted by oral health. In 
these specialized cases, identified recipients receive targeted outreach 
communications that discuss how oral health directly affects them and lists 
available provider locations that could help them attain and/or maintain good oral 
health. These customized, prior-approved communications are specifically tailored 
to highlight the benefits of oral care from the particular perspective of the recipient. 
We cooperate in receiving the eligibility information and conditions of certain 
recipients who benefit from a specific care or disease management intervention. 
These are the same recipients that MCOs tend to case manage as well, including 
cardiac cases, diabetics, pregnant mothers, and persons with prosthetics. 
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B.  In addition, the vendor is responsible to ensuring continuity of services for 
recipients with special needs.  These recipients may include, but are not 
limited to:  juveniles temporarily detained by a state or county agency; 
Seriously Emotionally Disturbed children, adults with Severe Mental Illness 
and individuals with substance abuse disorders; Children with Special Health 
Care Needs; homeless recipients; recipients with chronic conditions; women 
with pregnancies, and referring orthodontic recipients to their appropriate 
Dental Home for periodic examinations and cleanings.   


Our member services advocates and utilization management teams will work 
closely with the providers, enrollees, guardians, advocates and assigned case 
managers to ensure recipients with disabilities receive necessary and appropriate 
care and services. Our teams have experience developing and implementing case 
management protocols for children and adults with special needs. We will draw on 
that expertise to implement a customized program that meets the State’s specific 
requirements. 


For example, we can develop and implement specialized education programs for 
parents and guardians, provide access to interpreters, help coordinate care with 
other health care professionals, help parents find appropriate services and 
accommodations for children who are in wheelchairs or who are homebound, and 
help arrange transportation for dental visits. 


If necessary, we will coordinate arrangements with dental facilities that specialize in 
treating patients with special needs. To accommodate other recipients, we have 
contracted with facilities specializing in the care of patients with mental retardation, 
autism, epilepsy, and cerebral palsy. We also work with participating dental offices 
to help them become comfortable treating recipients who have special needs. This 
includes providing educational material to office staff, as well as opportunities for 
earning continuing education credits at our expense for providers and dental 
hygienists. 


UnitedHealthcare will utilize various strategies to improve access by ensuring 
continuity of care between primary health care physicians and dentists: 


■ UnitedHealthcare will provide information on various dental health topics to 
physicians including information on the importance of following up at a dental 
home. This will include specific focus on FQHC’s and hospital programs. 


■ As appropriate, UnitedHealthcare will work with the State and the program 
MCOs to identify children seen in medical settings who may not have 
received dental follow up. We will then provide those families with 
communication on the importance of dental follow up.  Those families will 
also be selected to receive appropriate outreach in the form of postcards and 
similar communications in an effort to further encourage dental engagement. 


■ Specific to an at-risk condition, such as early childhood caries, parents 
whose children have been seen by a PDP for screening and varnish 
application will receive a letter from UnitedHealthcare reminding them of the 
importance of follow up with a dental home 
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IDENTIFYING MEMBERS WITH SPECIAL NEEDS OR DISABILITIES 
Once a recipient with special needs is identified in an eligibility file load, during 
initial enrollment contact, or through other intake methods (including a call to 
member services requesting specialized care), the information is referred to our 
Customer Care Advocate team for follow up. We work with enrollees individually to 
evaluate needs and coordinate specialized care. 


The Enterprise System, our benefits administration software platform, has built-in 
features that support a care advocate approach for recipients with special needs. 
Enterprise System can track details for each child, including disability type, 
diagnosis code, and effective/termination dates. 


The system can also track details about each enrollee’s primary dental providers, 
specialty providers, health care facilities, and protected health information 


IDENTIFYING PROVIDERS, SPECIALISTS, AND CLINICS THAT CAN 
ACCOMMODATE SPECIAL NEEDS 
The Enterprise System can track any number of customizable, specific details 
about providers and specialists who treat patients with special needs, including 
whether they are accepting new patients, whether they treat patients with particular 
conditions, and whether they will travel to treat homebound patients. The Enterprise 
System can also track details about clinic locations that are accessible for patients 
with special needs. 


Any of the information stored in the Enterprise System database can be extracted 
and packaged to support care advocate tasks. For example, provider directories 
that include details about accommodations for special needs and access 
restrictions can be generated on demand and made available to recipients, parents, 
and guardians. 


CUSTOMER SERVICE SUPPORT 
Complete details about an enrollee’s special needs, along with information about 
providers and clinic locations that can accommodate those needs, are available 
online to member services advocates. The Find-a-Provider feature allows member 
services advocates to quickly search for providers, specialists, and clinic locations 
that meet a member’s particular needs within a defined search radius. 


In addition, member services advocates can initiate three-way calls with guardians 
or other designated assistants for members with mental illness or cognitive 
impairment. Information about individuals who have been granted access to an 
enrollee’s Protected Health Information (PHI) can be stored with the enrollee record 
in the integrated enrollment system. This information is immediately available to 
member services advocates when a call record is opened for the member. 
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3.3.6.11 Federally Qualified Health Center (FQHC) 


The vendor must pay for services provided by a Federally Qualified Health Center 
(FQHC).  Vendors may enter into contracts with FQHCs provided that payments are 
at least equal to the amount paid to other providers for similar services. If the 
vendor does not have a contract with an FQHC, the vendor must pay at a rate 
equivalent to the FFS rate. This does not apply to out of network providers of 
emergency services. The vendor must demonstrate a good faith effort to negotiate a 
contract with FQHCs and include all licensed and qualified FQHC providers in the 
vendor’s network.  Contracting with just one provider at each FQHC does not 
constitute a good faith effort to include the FQHC in the vendor’s network. The 
vendor must report to the DHCFP payments and visits made to FQHCs. The DHCFP 
is responsible for FQHC wrap payments; the vendor will be responsible for 
quarterly reporting on FQHC activity.    


We currently have contracts with the following FQHCs: 


■ Community Health Alliance- Dental Group in Northern Nevada 


■ Eastern Family Medical and Dental Center- Nevada Health Centers Southern 
Nevada 


■ University Medical Center of Southern Nevada 


■ The University of Nevada, Las Vegas Dental School  


Our provider relations department will also engage additional FQHCs and make a good 
faith effort to include all qualified facilities and providers in our network. 


3 . 4   E N R O L LM EN T  R E Q UI REM E NT S  AN D  
L I M I T AT I O N S 


3.4.1 The vendor eligibility and enrollment functions are the responsibility of the DHCFP 
and the DWSS. The vendor shall establish and implement enrollment procedures 
and maintain applicable enrolled recipient data.  The vendor shall accept each 
recipient who is enrolled in or assigned to the vendor by the DHCFP and/or its 
enrollment sections and/or for whom a capitation payment has been made or will be 
made by the DHCFP to the vendor.  The first date a Medicaid or Nevada Check Up-
eligible recipient will be enrolled is not earlier than the applicable date in the 
vendor’s specified contract.  


We understand that eligibility and enrollment functions are the responsibility of the DHCFP 
and DWSS. As one of the nation’s leading Medicaid managed care plans, our state 
partnerships support ongoing, widespread experience with establishing and implementing 
enrollment procedures and maintaining applicable enrolled member data. We will operate 
and manage the data exchange and processing requirements through the Enterprise 
System which optimizes our performance in receiving, loading and processing electronic 
enrollment files, in addition to reconciling eligibility and capitation records. We have a 
dedicated team for enrollment file processing and the reconciliation of capitation 
payments, and we work with the DHCFP to maintain accurate and timely eligibility and 
capitation records. 


We accept each recipient who is enrolled in or assigned to us by the DHCFP and/or our 
enrollment sections and/or for whom a capitation payment has been, or will be made, to 
us by the DHCFP. The first date a Nevada Medicaid or Nevada Check Up recipient will be 
enrolled will not be earlier than the applicable date in our specified contract. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 50 


 


Highly qualified technical staff members have over 20 years of experience handling 
Medicaid/Medicare EDI files. We import, process, and manage Medicaid/Medicare 
eligibility EDI files, understanding and applying different electronic file formats required by 
each state. 


The data file import process manages enrollee updates through eligibility change files 
submitted in HIPAA-compliant 834 v. 5010 transaction sets and through full file data 
imports, which reflect full membership. Full files can be imported and processed on any 
schedule that meets each customer’s needs, including periodic replacement at the 
discretion of the State. Built-in logic compares full files against membership records stored 
in the processing system database, and customizable business rules are applied to 
correct any discrepancies. The process generates reconciliation reports that can be 
customized to meet the State’s requirements. 


RESOLVING DISCREPANCIES 
We take advantage of built-in efficiencies in our benefits administration software platform 
to import, process, and manage data file imports, including eligibility files.  


Business rules can be applied against the imported data to ensure it matches the original 
file data, and customized data edits can be applied to meet specific client requirements. 
Incoming data files that cannot be loaded can be suspended, corrected, and reprocessed 
or they can be returned to the client for correction, depending on each customer’s 
requirements and preferences. 


We will accept daily enrollment/disenrollment updates and provide weekly reconciliation of 
the data. We will provide written notification to the enrollment broker of any data 
inconsistencies within 10 calendar days of receipt of the file. We will also reconcile the 
monthly file against internal records and notify the State of any inconsistencies within 
three months of file receipt. 


Data updates can be automatically loaded into the system based on business rules. For 
example, rules defined for various functional sets of data control how matching records 
and unmatched (new) records are handled: they can be merged, completely replaced, or 
ignored. Likewise, rules can also be defined down to the individual field level to control 
update actions for each field. 


3.4.2 The vendor must accept recipients eligible for enrollment in the order in which they 
apply without restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) .  
The vendor acknowledges that enrollment is mandatory except in the case of 
voluntary enrollment programs that meet the conditions set forth in 42 CFR 
438.50(a).  Per 42 CFR 438.6(d)(3)(4) the vendor will not, on the basis of health 
status or need for health services, discriminate against recipients eligible to enroll. 
The vendor will not deny the enrollment nor discriminate against any Medicaid or 
Nevada Check Up recipients eligible to enroll on the basis of race, color or national 
origin and will not use any policy or practice that has the effect of discrimination on 
the basis of race, color or national origin. The vendor must have written policies 
and procedures for enrolling all eligible populations and receiving monthly and 
other updates from the DHCFP of recipients enrolled in, the vendor. The vendor will 
accept as enrolled all recipients appearing on monthly enrollment reports.   


We acknowledge that enrollment is mandatory except in the case of voluntary enrollment 
programs that meet the conditions set forth in 42 CFR 438.50(a). We do not, and will not, 
discriminate against individuals based upon health status or the need for health care 
services. 
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We do not, and will not, discriminate against individuals based upon race, color or national 
origins, and we do not, and will not, use policies or practices that may initiate 
discrimination in any form or manner. Our organization follows written policies and 
procedures in each of the states we serve for enrolling all eligible populations and 
accepting the enrollment of all individuals appearing on monthly enrollment reports. We 
respect and recognize cultural, linguistic, gender, sexual orientation, socioeconomic, and 
spiritual- and faith-based differences, and how they influence an individual’s desire and 
ability to engage in his or her health care decisions. We do not encourage recipients to 
dis-enroll due to health care needs or a change in health care status and we will never 
consider health care utilization patterns as a basis for disenrollment. Our goal for the 
Nevada Medicaid and Nevada Check Up Programs is to provide all segments of the 
member populations with the resources and information they need to understand the 
programs and take charge of their health. 


3.4.3 The vendor is responsible for services rendered during a period of retroactive 
enrollment in situations where eligibility errors have caused an individual to not be 
properly and timely enrolled with the vendor.  In such cases, the vendor shall only 
be obligated to pay for such services that would have been authorized by the 
vendor had the individual been enrolled at the time of such services.  For in-state 
providers in these circumstances, the vendor shall pay the providers for such 
services only in the amounts that would have been paid to a contracted provider in 
the applicable specialty.  Out-of-state providers in these circumstances will be paid 
according to a negotiated rate between the vendor and the out-of-state provider.  
The timeframe to make such corrections will be limited to 180 days from the 
incorrect enrollment date.  The DHCFP is responsible for payment of applicable 
capitation for the retroactive coverage. 


We understand we are responsible for services rendered during a period of retroactive 
enrollment in situations where errors have caused an individual not to be properly 
enrolled. 
 
Our capabilities enable us to routinely process manual transactions within the same day of 
receipt. Further, we understand that in such a case, we are only obligated to pay for 
services that we would have authorized had the individual been enrolled at the time of the 
services. In addition, we understand that in these circumstances we must pay: 
 
■ In-state providers for services only in the amounts that would have been paid to a 


contracted provider in the applicable specialty 


■ Out-of-state providers according to a negotiated rate between the vendor and the 
out-of-state provider 


We acknowledge that the time frame to make these corrections is limited to 180 days from 
the incorrect enrollment date and the DHCFP will be responsible for payment of applicable 
capitation for the retroactive coverage. We are experienced with retroactive enrollment 
and we have demonstrated our abilities to meet these requirements within the states we 
serve. 
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3.4.4 Enrollment Interface 


Upon initiation of the transition phase for a new vendor, the vendor must furnish 
the technical means by which the vendor’s Enrollment Sections can: 


 
A.  Determine the number of recipients each enrolled PDP will accept as new 


patients; and  


We will comply with the requirements outlined above by having an established 
benchmark for the Nevada Medicaid and Nevada Check Up Programs to determine 
provider capacity and consider the number of patients a provider can treat. We will 
use this calculation as part of our access and availability monitoring and will submit 
Access and Availability reports to the DHCFP quarterly. Providers who reach 
maximum capacity have closed panels as indicated in our online provider directory.  


 
C. Transmit recipient elections regarding PDP assignment for the forthcoming 


month. 


We comply with the requirements above by transmitting PDP data nightly to the 
DHCFP through the Provider Supplied Data File. 


3.4.5 Provider Enrollment Roster Notification 


The vendor must either notify or provide the means for providers to verify 
recipients’ PDP selection. The vendor must establish and implement a mechanism 
to inform each PDP about any newly enrolled recipients assigned to the PDP on at 
least a monthly basis.  This information must be made available to each PDP within 
five (5) business days of the vendor receiving the Membership File.  The Enrollment 
Sections will pass the Membership File through the system for verification of 
eligibility prior to distribution to the vendor, who will in turn be responsible for 
keeping individual participating providers informed.  The vendor may elect to 
update its Membership File more frequently to keep PDPs informed of the 
enrollment activity. 


We comply with all PDP notification requirements stated, processing all PDP selections 
within five business days, but typically within 48 hours, which exceeds the stated 
requirement expectations. We process enrollment and assign PDPs in the following 
manner: 


■ When we receive the enrollment files (monthly and weekly), we enter the new 
enrollment information into the Enterprise System. The monthly file captures all 
current enrolled, new and dis-enrolling recipients for the next month’s eligibility. 


■ The daily file reports new updates (adds, terms, changes) that miss the cutoff date 
for the monthly file. 


■ From there, we initially auto-assign PDPs to all recipients to meet the State’s 
requirement for having PDPs assigned within five business days of receiving the 
enrollment file (PDP assignment is not provided by the State on the enrollment file it 
sends to us). Auto-assignment involves our use of a ZIP code to align with the 
member’s geographical area. PDPs with higher quality scores are placed at the top 
of the auto-assignment algorithm. 
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■ Following this initial auto-assignment, we send a new member welcome packet to 
new members. It includes a welcome letter that provides the member with the 
name, contact information of his/her assigned PDP, and with instructions to contact 
members services if he/she wishes to change his /her PDP. 


■ When member services receive a call from the recipient, they assist the recipient in 
locating, selecting and changing the PDP. Then they make the change to the 
member’s record. In addition, recipients are allowed to change their PDP at any 
time, which involves a call to member services (who assists and makes the system 
change to the member’s record). 


Dental Home Scorecard – Regular reporting will be offered to dentists participating in the 
Dental Home program providing them with regular feedback on their member roster, 
member turnover, how many of those members have been in for a dental visit, how many 
of those members have been in for preventive care and/or therapeutic care etc. 
Information on the scorecard will be shared with participating dentists as part of the overall 
communication on the Dental Home program, which will include information on what 
Dental Home is, Dental Home criteria, the mechanics of the Dental Home program and 
how feedback will be provided. This will be shared through the Provider summary guide, 
on the dentist portal, newsletter articles, mailers and individual contact with provider 
advocates.  


3.4.6 Transitioning/Transferring of Recipients 


It may be necessary to transfer a recipient from one vendor to another or to FFS for 
a variety of reasons.  When notified that a recipient has been transferred to another 
plan or to FFS, the vendor must have written policies and procedures for 
transferring/receiving relevant patient information, dental records and other 
pertinent materials to the other plan or current FFS provider.  This must be done in 
compliance with the Health Insurance Portability and Accountability Act (HIPAA) 
and other privacy laws. 


We realize that continuity of care is as important for recipients who leave our dental 
services plan as it is for our new recipients. We are committed to seamless transitions and 
follow formal written policies and procedures, in compliance with RFP Statement of Work 
Section 3.4.6 to confirm coordination, assuring a transfer of services with a positive 
outcome and no disruption to the recipient’s care. 


As required in our dental contract, all providers will transfer of Insured’s dental records to 
another dental provider.  This provision is intended to apply only when a treating dentist or 
dentists has a need for such dental records. The contracted provider must cooperate with 
the FFS provider in transferring the recipient’s records, upon written request, within thirty 
(30) calendar days of request. The provider must provide one (1) copy of dental records 
free of charge, in a timely manner.   


To maintain compliance with all confidentiality requirements, we obtain the member’s 
signature on the Member Authorization to Disclose Protected Health Information (PHI) 
form before releasing any information. 
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3 . 5  R E CI P I E N T  SER V I C ES 
3.5.1 Information Requirements 


3.5.1.1 The vendor must have written information about its services and access to services 
including Recipient Services phone number available to recipients and potential 
recipients.  This written information must also be available in the prevalent non-
English languages, as determined by the State, in its particular geographic service 
area.  The vendor must make free, oral interpretation services available to each 
recipient and potential recipient.  This applies to all non-English languages, not just 
those that the State identifies as prevalent.  


Our approach to providing health care is always person-centric, taking into account the 
recipient’s environment, background and culture. We provide our members with 
appropriate resources and support to promote communication and foster an inclusive, 
compassionate, accessible environment that includes member advocates who are fluent in 
Spanish and free interpretation services that are always available to meet member 
communication needs. 


The written materials we provide to our Nevada recipients are fully compliant with the 
requirements specified in Section 3.5.1.1.  


Our written materials are designed to help recipients understand their dental benefits and 
to encourage them to access dental care on a regular basis.  It also explains the impact 
their dental health has on their overall health and wellness. 


To enhance understanding of member materials for Nevada Medicaid and Nevada Check 
Up members, we provide written materials in both English and Spanish, and will provide 
materials in other prevalent languages within the State. We also accommodate recipient 
requests for translations. We solicit, verify and document our recipients’ needs for 
interpreter and translation services during welcome calls and other member interactions 
with our staff. 


We monitor our Nevada member communications for effectiveness and we will also review 
feedback from the State and our members about our materials, making sure they resonate 
with individuals in the communities we serve. 


MEMBER HANDBOOK 
As required in the RFP we will mail the handbook to all recipients within five (5) business 
days of receiving notice of the recipient’s enrollment. In order to protect member’s PHI, the 
Handbook is sent under separate cover from the ID card. Recipients will receive 
orientation protocol and procedures in the welcome kit.  The welcome kit contains 
information about their benefit plans, how to utilize their dental benefits, how to register a 
complaint or file a grievance and additional information related to Federal and State legal 
requirements and guidelines.  Recipients are also able to contact customer service to 
have any of their questions answered.  Our culturally competent and responsive member 
services advocates will engage the recipient and help them to understand their benefits 
and services.  Additionally, our member services advocate team will be able to provide 
any necessary translation services or support at the time of the call. 
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We will also utilize a combination of automated and live dialing and make at least four 
attempts on different days and different times to make a welcome call to all new recipients 
within thirty days of enrollment. An important feature of our automated calling system is 
that recipients have the option to opt out of the automated message when they are on the 
call and instead speak to a live representative.  That initial call is very important, because 
it is our opportunity to not only engage our recipients, but also provide important 
information about the plan benefits.  During that call, we will provide recipients information 
about the importance of their plan benefits, assist them in selecting a dentist, and answer 
any questions that they might have about access or care. 


ONLINE MEMBER MATERIALS 
We offer a customizable, self-service Web portal that provides recipients with an intuitive 
information hub surrounding the dental services offered by the Nevada Medicaid dental 
program. Our member Web portal offers a communication vehicle beyond traditional 
telephone and mailed communications, providing recipients faster, easier access to 
education and services. After registering online, recipients can log onto the portal for direct 
access to a host of features, including relevant benefit information, educational links, 
online documents and education materials, links to online videos, as well as our provider 
search function and claims history. The site meets all stated RFP requirements and is in 
compliance with all State and Federal regulations. 


This dedicated member website grants recipients immediate access to relevant benefit 
information, educational materials and videos, links to relevant websites, and an online 
provider directory. By logging on to the member Web portal, recipients can: 


■ Access information on covered services and benefits. 


■ View, save, and print Recipient Handbook, educational materials, and other 
electronic documents  


■ Review complete claim history. 


■ Manage account information (add email address, change password, update 
coordination of benefits, etc.). 


■ Search for providers by geographical location and other criteria and view office 
business hours. 


■ Request ID cards. 


■ Read news content and bulletins. 


With the Provider Search feature in the member Web portal, recipients can search 
provider data, updated in real-time, to find providers by: 


■ Geographic location 


■ Type of practice/specialty 


■ Panel restrictions 


■ Foreign language fluency 


■ Accommodations for patients with special needs 
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■ Handicap-accessible office locations 


The entire provider directory will also be available as an online PDF document, which can 
be viewed and/or downloaded and printed. An example as a screen shot is below: 


 


Images in this response are subject to change and show fictitious provider, location, and 
recipient information. 


Benefit summary and eligibility history reports, available through the member Web portal, 
allow patients to review their covered benefits.  


Recipient handbooks, provider directories, educational materials, outreach initiatives, and 
other documents can be uploaded to the appropriate web portal, providing online access 
24 hours a day, seven days a week. Recipients can view, save, and print any available 
documents. A sample screen shot is shown below. 
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Beyond searchable documents, we can also incorporate educational materials directly in 
portal pages and/or provide hyperlinks to the State of Nevada’s web page, if approved by 
the Contract Monitor, inviting recipients to explore a rich variety of valuable content. 


 


Images in this response are subject to change and show fictitious provider, location, and recipient 
information. 


The member website will provide the names, telephone numbers, and addresses for those 
who should be contacted with respect to the services being provided to the State of 
Nevada. This information can be displayed on any portal page for maximum visibility.  


Our website will advise recipients and providers as to how they can obtain information 
about the State’s dental program in non-English languages. To offer additional support for 
non-English speaking individuals, customized web portals can also include blocks of 
content written in Spanish or other prevalent languages.   


3.5.1.2 The vendor is required to notify all recipients and potential recipients that oral 
interpretation is available for any language and written information is available in 
prevalent languages.  The vendor must notify all recipients and potential recipients 
how to access this information.  


We promote the availability of interpretation services in our welcome mailing, the member 
handbook, on the member website and during the new member welcome call. Our 
culturally competent and responsive member services advocates will engage the recipient 
and help them to understand their benefits and services.  Additionally, our member 
services advocate team will be able to provide any necessary translation services or 
support at the time of the call. We are committed to ensuring quality care when our 
recipients have language barriers that require interpreter assistance in order for them to 
access and understand their dental services. We use a language line which supplements 
our language capabilities when a recipient or provider calls the plan but speaks a 
language other than one spoken by the member services advocate. The member services 
advocate will first attempt to utilize in-house bilingual translators. If no in-house translator 
is available, or if the caller is speaking a language not supported internally, the member 
services advocate will contact Certified Languages International (CU). A three-way call will 
then be established with a representative from CU who will interpret for the recipient. CU 
provides translation capabilities in over 170 languages using interpreters trained in 
medical and dental health terminology and are available 24 hours a day, 7 days a week. 
In-person interpreter services are also available upon request from a recipient or a 
provider. We also provide American Sign Language if requested. 
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3.5.1.3 The vendor’s written material must use an easily understandable format and 
language.  The vendor must also develop appropriate alternative methods for 
communicating with visually and hearing-impaired recipients, and accommodating 
physically disabled recipients in accordance with the requirements of the 
Americans with Disabilities Act of 1990.  All recipients and potential recipients must 
be informed that this information is available in alternative formats and how to 
access those formats. The vendor will be responsible for effectively informing Title 
XIX Medicaid recipients who are eligible for EPSDT services, regardless of any 
thresholds. 


To ensure our communications are easy to understand, we develop materials using our 
BlueBook, a glossary created as part of an internal initiative to improve health literacy 
through simplification of our communications. Our glossary contains health care and 
health insurance terms prepared in English and Spanish that are simple to comprehend. 
Our educational messaging is understandable, accessible and actionable. Our Nevada 
Medicaid and Nevada Check Up member materials will be written at no higher than an 
eighth-grade reading level where terminology permits (e.g., certain dental terms may be 
higher than an eighth-grade reading level). We also regularly review and update member 
materials to comply with any required reading-level changes in the program. We will 
consider member feedback on our written materials as we prepare for revisions, while 
maintaining Nevada-specific program requirements. 


To confirm that member materials do not exceed the eighth-grade reading level, we use 
our proprietary readability tool, based upon the Flesch-Kincaid grade level formula. The 
tool rates and confirms that the materials we produce are easy to read, understand and 
act upon, and that they present information in a manner that most members can easily 
understand. 


DISABILITIES ASSISTANCE 
We identify recipients who require alternative formats for our written materials during our 
initial welcome call. This personalized outreach provides us with an opportunity to learn 
about our new recipients and consider other ways that we can help with their needs.  


Recipients and their families learn about alternative formats through interaction with our 
member services department and member services advocates. We also communicate 
availability of alternative formats in the member handbook and on the member website. 


The alternative methods we use to communicate with visually and hearing-impaired 
recipients and accommodate physically disabled recipients in Nevada meet the 
requirements of the Americans with Disabilities Act of 1990 (ADA). 


The call center is also equipped to provide alternative forms of telephone communication 
to individuals who are deaf or hard-of- hearing. The member services advocates will assist 
recipients with their questions using a TTY machine. The TTY is a text display device used 
by individuals who are deaf to read voice communication converted to text by a 
communication assistant device. The conversation is typed rather than spoken and 
appears on the receiving end in written text or on an electronic screen. Alternative formats 
include Braille, large print, voice recorded audio formats and verbal explanations upon 
request. 


For our recipients with cognitive deficits related to either disease states (e.g., Alzheimer’s) 
or mental illness (e.g., depression, schizophrenia), our member advocates are trained to 
assist the recipient using empathetic listening and when necessary, engaging the 
assistance of a patient advocate for in-person member assistance. 
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3.5.2 Member handbook 


The vendor must provide all recipients with a Member handbook. The vendor can 
meet this requirement by sending the Member handbook to the head of the 
household. The handbook must be written at no higher than an eighth (8th) grade 
reading level and must conspicuously state the following in bold print. 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE 
CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE 
BETWEEN THE VENDOR AND THE RECIPIENT.” 


Once enrolled into the Nevada Medicaid Dental program, recipients will receive their 
identification (ID) cards and their member handbook within five days.  The member 
handbook is an important comprehensive resource and engagement tool for recipients 
and family members that includes essential health education information. Our customized 
member handbook for the Nevada Medicaid and Nevada Check Up Programs is 
comprehensive, yet easy to read and navigate.  


Our member handbooks are written at a reading level no higher than eighth grade. Per 
DHCFP requirements, our member handbooks customized for the Nevada Medicaid and 
Nevada Check Up Programs include the following statement in bold print: 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE 
CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE 
BETWEEN THE VENDOR AND THE RECIPIENT.”  


We deliver the Nevada Medicaid and Nevada Check Up member handbooks in both 
English and Spanish, to accommodate the large percentage of native Spanish speakers 
currently residing in the State. 


3.5.2.1 The vendor must submit the Member handbook to the DHCFP before it is published 
and/or distributed.  The DHCFP will review the handbook and has the sole authority 
to approve or disapprove the handbook, in consultation with the Medical Care 
Advisory Committee (MCAC).  The vendor must agree to make modifications in 
handbook language if requested by the DHCFP, in order to comply with the 
requirements as described above or as required by CMS or State law.  In addition, 
the vendor must maintain documentation that the handbook is updated at least 
once per year. 


We will submit the member handbook template to the State of Nevada for the 
Department’s approval 15 days before the go-live date and will make any required 
changes. Any revisions made to the member handbook will be submitted to the State for 
re-review and approval. We will submit the initial member handbooks to the DHCFP for its 
MCAC review prior to the contract start date and continue submission to the DHCFP for 
approval of annual updates prior to publication and distribution. 
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We will ensure that our member handbook aligns with the State’s goals and meets the 
unique needs of Nevada residents. We understand that, in consultation with the Medical 
Care Advisory Committee (MCAC), the DHCFP has the sole authority to approve or 
disapprove the member handbooks. We agree to make all modifications as requested by 
the DHCFP in compliance with the RFP requirements or as required by CMS or State law. 
We review and update the member handbooks at least annually and comply with all State 
and CMS requirements related to content. A team that includes our compliance officer, 
Medicaid operations director and Medicaid marketing staff internally reviews the member 
handbooks following updates. We maintain documentation that the member handbooks 
are updated at least annually. We will submit the initial member handbooks to the DHCFP 
for its MCAC review prior to the contract start date and continue submission to the DHCFP 
for approval of annual updates prior to publication and distribution. 


3.5.2.2 The vendor must mail the handbook to all recipients within five (5) business days of 
receiving notice of the recipient’s enrollment and must notify all recipients of their 
right to request and obtain this information at least once per year or upon request.  
The vendor will also publish the Member handbook on the vendor’s Internet website 
upon contract implementation and will update the website, as needed, to keep the 
Member handbook current.  At a minimum, the information enumerated below must 
be included in the handbook: 


We include our member handbook in the new member welcome kit mailed to each new 
Nevada Medicaid and Nevada Check Up recipient’s household within five business days 
of enrollment. For the convenience of our members, the member handbooks are also 
available online via our member website.  


In addition to being mailed to recipients during orientation, the member handbook will also 
be posted online and accessible 24 hours a day, 7 days a week via the member Web 
portal. The member handbook will address all issues related to accessibility, recipient 
responsibility, and how to get assistance with any issue. The handbook will contain all 
required content and begin with a table of contents to provide readers with a quick method 
for finding content.  


We will organize the handbook content with the information used most frequently by 
recipients first. More specialized information will be included later in the book. Our toll‐free 
member services and TDD/TTY numbers will be prominent at the bottom of each page. 
The member handbook will open with a reminder that a recipient may request the 
handbook translated into another language or alternative format.  


Our member handbook topics include, but are not limited to: 


■ Explanation of the relationship between UnitedHealthcare and you as a recipient 


■ How UnitedHealthcare dental member services can help you access a dentist, or to 
obtain appointment assistance 


■ Summary of benefits that are at no cost to you as a recipient and description of all 
covered services including: diagnostic and preventive services; basic services; 
major services; orthodontic services; alternative courses of treatment; benefit 
limitations 


■ Description of services not covered 


■ Information on the importance of oral healthcare and establishing a dental home 


■ A guide to dental visits and appropriate scheduling for routine care 
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■ What to do in an emergency, including definitions of urgent and emergent care 


■ How to access transportation services 


■ Your Child’s Oral Health (EPSDT) 


■ How to use the member Web portal 


■ Key telephone numbers, including the state’s Enrollee Action Line, and how to 
obtain assistance for recipients with special needs, non-English speakers 


■ Oral health and hygiene tips, emphasizing preventive care (such as visiting the 
dentist regularly and proper brushing and flossing) 


■ Explanation of utilization management and how to detect abusive services 


■ What is fraud, waste, and abuse and how to report it 


■ Confidentiality and protecting healthcare information 


■ Recipient Bill of Rights and responsibilities 


■ How to file grievances and appeals 


■ Handy form for writing in your PDP/specialists phone numbers and location 


A.  Orienting new members of its benefits and services including confirmation of 
the recipient's PDP selection or assigned PDP; 


Our member handbooks include an explanation of the member’s right to obtain 
available and accessible dental care services covered under the contract, how to 
obtain dental services, including out-of-plan services.  


Our welcome letter will highlight major program features and encourages the 
establishment of a dental Home. If the recipient has selected a Primary Dental 
Dentist (PDP), we will confirm that selection and provide the PDP’s name, location, 
and telephone number. If a recipient has not selected a PDP during the enrollment 
process, the welcome packet will include the PDP selection form with clear 
instructions on how to select a PDP. 


B.  Role of the primary care dentist; 


Our Member handbooks contain complete information on the role of primary care 
dentist as the coordinator of the member’s dental needs.  


C.  The days the office or facility is open and services are available; 


Within the member handbook, we provide the days of the week that we are open, 
and information about the dental health care services available to recipients.  


D.  The address and telephone number of the vendor’s office or facility; 


Within the member handbook, we provide our office address, office hours and toll-
free telephone numbers for member services. 
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E.  How to utilize services in sufficient detail to ensure that recipients 
understand benefit amount, duration and scope including prior authorization 
requirements; 


Our member handbooks list all recipient benefits. Further, they list any applicable 
limitations or exclusions. Recipients who have questions regarding benefits are 
encouraged to contact our member services center via the provided toll-free 
number for assistance with benefits questions. 


F.  What to do in a dental emergency or urgent dental situation including how to 
access emergency dental care after hours and on weekends, or out of the 
service area, inform the member to dial 911 if there is a medical emergency; 


The member handbook contains information on what to do in an emergency, 
including definitions of urgent and emergent care. 


G.  Information on Grievance, Appeals, and Fair Hearing procedures, as 
specified in 42 CFR 438.10(g);  


Our member handbooks contain comprehensive information on the grievances, 
appeals and fair hearing processes as specified in 42 CFR 438.10(g), including 
recipient’s’ rights to file a grievance, instructions for filing and what to expect after 
they file. We also advise recipients to contact member services via the provided toll-
free number for assistance with filing a grievance. 


H.  A list of current network PDPs who are and who are not accepting new 
patients in the recipient’s service area and all languages spoken; 


Recipients will be provided access to an online provider directory which includes a 
list of current providers who are and are not accepting new patients. A hard copy 
directory will also be made available to recipients upon request. With the Provider 
Search feature in the member Web portal, recipients can search provider data, 
updated in real-time, to find providers by geographic location, hours of operation, 
type of practice/specialty, panel restrictions, foreign language fluency, 
accommodations for patients with special needs and handicap-accessible office 
locations. The entire provider directory will also be available as an online PDF 
document, which can be viewed and/or downloaded and printed.  


I.  The provider list located on the vendor’s website shall be updated by the 
vendor monthly; 


Recipients know about changes immediately because our provider database is 
updated in real time. Changes entered into the system are reflected immediately in 
our online customer service platform, our toll-free interactive IVR system and our 
website. We update hard copy directories on a monthly basis. 


J.  Any restrictions on the recipient’s freedom of choice among network 
providers; 


We do not restrict recipients’ freedom of choice among network providers and this 
is stated within our member handbooks. 
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K.  Procedures for changing a PDP; 


Procedures for changing a primary care dentist are simple and fully described in our 
member handbooks and on the new member welcome letter, which instruct 
recipients to contact member services for primary care dentist assignment 
assistance.  


L.  Recipient rights and protections as specified in 42 CFR 438.100. The vendor 
must maintain written policies and procedures for informing recipients of 
their rights and responsibilities, and must notify recipients of their right to 
request a copy of these rights and responsibilities; 


Our member handbooks contain detailed information describing member rights and 
protections as specified in 42 CFR 438.100, in addition to member responsibilities. 
This information also appears on our member website. 


M.  Procedures for enrollment and disenrollment; 


The member handbook outlines procedures for enrollment and disenrollment. 


N.  Procedure for referral to specialists or other medically necessary dental 
services; 


The member handbook outlines that a referral to a specialist is not necessary as 
long as the provider is a part of our dental network. 


O.  Referral for service that the vendor does not cover because of moral or 
religious objections, the vendor need not provide the information on how or 
where to obtain the service.  The vendor must notify the State and recipient 
regarding services that meet these criteria and in those instances, the State 
must provide the information on where and how to obtain the service; 


This is not applicable. We do not refuse to cover counseling, referral or other 
services based upon moral or religious objections. 


P.  Any information regarding cost sharing which may apply for a non-covered 
service; 


The member handbook provides information regarding cost sharing which may 
apply for a non-covered service. 


Q.  How to access Non-Emergency Transportation; 


Our member handbook provides the vendor name, phone number and instructions 
on how to access non-emergency transportation for recipients.   


R.  The vendor is required to provide to the recipient upon request, information 
on the structure and operation of the vendor and information about provider 
incentive plans as set forth in 42 CFR 438.6(h); 


Our member handbook encourages recipients to contact member services to 
request information regarding the structure and operation of our dental plan and 
provider incentive plans. Member advocates document and forward requests to the 
appropriate area and we respond to the recipient by providing the requested 
information in writing. 
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S.  Information the member needs in order to decide among all relevant 
treatment options; 


The member handbook provides information that the recipient needs in order to 
decide among all relevant treatment options.  The handbook also encourages 
recipients to contact member services if they have additional questions. 


T.  The risk, benefits, and consequences of treatment and non-treatment;  


The handbook outlines general risk, benefits and consequences of treatment and 
non-treatment.  


U.  The member’s right to participate in decisions regarding his or her 
healthcare, including the right to refuse treatment, and to express 
preferences about future treatment decisions; 


The member handbook clearly outlines the recipient’s right to access treatment and 
their right to make treatment decisions. 


V.  The member handbook must include a distinct section for eligible recipients 
which explains the EPSDT program and includes a list of all the services 
available to children; a statement that services are provided to the recipient 
at no costs and a telephone number which the recipient can call to receive 
assistance in scheduling an appointment; 


The handbook contains a separate section that describes the EPSDT program and 
the services included that are provided at no cost.  The handbook also provides a 
toll-free number to member services to get information about the services provided 
and to provide support and assistance in scheduling an appointment. 


W.  Notification of the recipient’s responsibility to report any third-party payment 
service to the vendor and the importance of doing so; and 


The handbook outlines the recipient’s responsibility to report any third-party 
payment service and the importance of doing so. 


X.  Explanation of fraud and abuse and how to report suspected cases of fraud 
and abuse, including hotlines, e-mail addresses and the address and 
telephone number of the vendor’s fraud and abuse unit. 


The handbook provides clearly provide an explanation of fraud and abuse and 
information regarding how to report suspected abuse including hotlines, email 
addresses, and the address and telephone number of the fraud and abuse unit. 
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3.5.2.3 The vendor must give each recipient written notice of any significant change, as 
defined by the State, in any of the enumerations noted above.  The vendor shall 
issue updates to the Member handbook, 30-days before the intended effective date, 
as described in 42 CFR 438.10(f)(4), when there are material changes that will affect 
access to services and information about the DBA Program. The vendor will 
provide notification when a change directly affects the ongoing care of the 
recipients.  The vendor shall also provide such notices in its semi-annual recipient 
newsletters and shall maintain documentation verifying handbook updates. 


We will provide each recipient with written notice of any significant change as defined by 
the State, in any of the enumerations noted above. We update the online version of our 
member handbooks regularly and the printed versions receive updates annually or more 
often as necessary to accommodate benefits changes or material changes. When there 
are material changes that affect access to services or providers, we mail inserts to 
recipients to file with their member handbook pending receipt of the updated version. 
Notices also appear in our member newsletter and we maintain documentation that 
verifies all member handbook updates. 


When significant changes to the provider network occur, recipients receive notification by 
letter within 15 days of our notification of the changes. In addition, our online provider 
directory receives updates as soon as changes occur. 


3.5.2.4 The vendor must give written notice of termination of a contracted provider, within 
fifteen (15) business days after receipt or issuance of the termination notice.  This 
notice shall be provided to each recipient who received his/her primary care from, 
or was seen on a regular basis by, the terminated provider. 


Our member handbooks contain information about what happens following termination of 
a contracted provider. We notify recipients within 15 business days of our notification 
receipt so the recipient can choose a new provider. We include our member services 
department telephone number to assist recipients who need help finding and selecting 
another provider. In addition, our member handbooks inform recipients about our in-
person concierge services, or changing a provider/PDP, scheduling an appointment and 
any other issues they may have. 


3.5.3 Recipient Services Department/Concierge Services 


The vendor shall maintain a Recipient Services Department (that also includes a 
Concierge Service) that personally assists recipients to find a service provider. This 
department must be adequately staffed with qualified individuals who shall also 
assist recipient, recipients’ family members, or other interested parties (consistent 
with laws on confidentiality and privacy) in obtaining information and services 
under the vendor’s plan.  


Nevada recipients will have access to member services advocates who will personally 
assist recipients to find a service provider.  Our member services department is sufficiently 
staffed with qualified individuals who can assist recipients in accessing the services and 
support that they need. 
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Complete details about an enrollee’s special needs, along with information about 
providers and clinic locations that can accommodate those needs, are available online to 
member services advocates.  The Find-a-Provider feature allows member services 
advocates to quickly search for providers, specialists, and clinic locations that meet a 
member’s particular needs within a defined search radius. In addition, member services 
advocates can initiate three-way calls with guardians or other designated assistants for 
recipients with mental illness or cognitive impairment. Information about individuals who 
have been granted access to an enrollee’s Protected Health Information (PHI) can be 
stored with the enrollee record in the integrated enrollment system. This information is 
immediately available to member services advocates when a call record is opened for the 
recipient. 


3.5.3.1 The Recipient Services Department is to be operated at a minimum, traditional 
business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less 
than what is provided to the vendor’s commercial clients, if applicable.   


Our service center provides live support for inbound phone calls, email, fax, and standard 
mail on business days, Monday through Friday, 8:00 a.m. to 5:00 p.m. PST, excluding 
holidays. 


3.5.3.2 Ensure that a toll-free hotline telephone number is operated at a minimum, 
traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 p.m. 
for recipient access. 


Our toll-free hotline telephone number is operated at a minimum, Monday through Friday, 
8:00 a.m. through 5:00 p.m. PST, excluding holidays, for recipient access. 


3.5.3.3 At a minimum, Recipient Services Department staff must be responsible for the 
following: 


 A.  Explaining the operation of the vendor; 


UnitedHealthcare has a customer service center that provides comprehensive 
service to the State’s recipients and providers. The Plan addresses the needs of the 
customers to include accurate member benefit and eligibility information in a 
compassionate and efficient manner.  


Recipients that are new to our health plan, or new to managed care, often have a 
number of questions during their transition. We provide detailed information during 
our welcome call to new members, while also making sure that our member 
services staff deliver comprehensive information and detailed explanations about 
our operations and/or managed care to recipients and families. Our member 
advocates receive training to provide an overview of the program that includes 
covered benefits and services including how to access services, the role of the 
dental home, network information, how to obtain assistance in other languages and 
receive materials in alternate formats, and more. 


In Nevada, our well-trained and experienced member advocates are available to 
assist our members via in-person, telephonic and electronic support. We employ 
accurate staffing levels, innovative technology and a member-centered service 
philosophy to deliver prompt and positive experiences. We leverage our national 
and local experience and expertise to deliver exceptional member services for the 
Nevada Dental Medicaid program. 
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B.  Explaining covered benefits; 


During member services training, we emphasize effective communication of 
benefits and coverage because we understand that new members are often unsure 
of their benefits and how to access them. Member services advocates use desktop 
tools and have access to appropriate systems, and the member’s record, to provide 
accurate information about covered services and services that require 
authorization. In addition we explain the dental home’s role, how to obtain a 
specialist and services that require authorization. 


Complete details about an enrollee’s special needs, along with information about 
providers and clinic locations that can accommodate those needs, are available 
online to member services advocates.  The Find-a-Provider feature allows member 
services advocates to quickly search for only providers, specialists, and clinic 
locations that meet a recipient’s particular needs within a defined search radius. 


C. Resolving, recording and tracking recipient grievances and appeals in a 
prompt and timely manner; 


Our members’ rights are important to us and we support and work with members to 
provide assistance with resolving, recording and tracking grievances and appeals in 
a prompt and timely manner. Our member advocates work to resolve any issues or 
grievances the recipient is experiencing and, as often as possible, remain with the 
member as a single point of contact until the member’s issue is resolved. They 
support recipients with the grievances and appeals process, including preparing, 
submitting and recording a written complaint or grievance. Our member handbook 
encourages members to contact our member services department for assistance 
with filing a grievance. In addition, member advocates are trained and able to 
access the appropriate system for tracking member grievances. 


D.  Responding to recipient inquiries;  


To ensure that inquiries are handled not only quickly but also accurately, we have a 
comprehensive five-week training program in place that includes classroom 
coursework, Customer Service technology training, telephone system hands-on 
practice, and extensive on-the-job training with realistic scenarios and monitored, 
live call practice. Our seasoned in-house experts—who are on the phones every 
day interacting with recipients and providers—help coordinate our training courses. 


We require our member services advocates to be fully trained in dental programs 
details, as well as policies and procedures specific to each client we serve. All 
member services advocates assigned to the Nevada Medicaid Dental Benefits 
program will be fully trained in the State of Nevada dental benefits programs and on 
State-specific requirements for handling inquiries from recipients and providers. 
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E.  Providing Concierge Services; and 


Our policies and procedures meet RFP Statement of Work Section 3.5.3 
requirements, including provision of concierge service for personal assistance with 
locating appropriate service providers, obtaining appointments and additional 
support as discussed further in our response to this section. Our member 
advocates deliver assistance, education and advocacy services to our members 
while also addressing inquiries from potential members, community-based 
organizations and the public. We consider each individual’s unique needs including 
culture and language by employing bilingual member advocates and providing free 
interpretation services in more than 200 languages. To facilitate communication 
with hearing-impaired callers, we use the 711 National Telecommunications Relay 
Service (TRS) TTY line and print the contact information on our materials. 


F.  If the recipient requires assistance with accessing care, including finding a 
provider, the Recipient Services Department will transfer the recipient to the 
in-person Concierge Services.  The in-person Concierge Service staff will 
assist the recipient to find a provider, this assistance is over and above 
providing a list of network providers or directing to the web.  The Concierge 
will provide the following assistance:  


1. Assisting recipients in selecting and/or changing PDPs or Primary 
Dental Care Sites.  The vendor must report any PDP and/or Primary 
Dental Care Sites changes electronically to the DHCFP; 


2. Assisting recipient to make appointments and obtain services; the 
vendor is required to find and schedule an appointment if the recipient 
reports they are unable to access or find a provider or make an 
appointment;  


3. Assisting recipient in obtaining out-of-area and out-of-network care; 
and 


Our member advocates assist recipients with their needs, including access to care. 
They assist recipients with locating providers, selecting and changing PDPs or 
primary care sites. We report all PDP/primary care site changes electronically to the 
DHCFP. 


Member advocates assist our members with making appointments, obtaining in-
area, out-of-area, in-network and out-of-network care and prior authorization. The 
member advocates also assist with transportation if they perceive that the recipient 
is in need of help or the recipient makes a request. 


We find that empowering our member advocates to deliver this level of service, 
rather than transferring recipients to specialized staff, produces more efficient call 
handling that leads to higher member satisfaction. Our member advocates remain 
with the call-in as a single point of contact while resolving the recipient’s issues, 
thus focusing on trust, compassion and relationship building. 
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4. While the Recipient Services Department will not be required to operate 
after business hours, the vendor must comply with the requirement to 
provide urgent care and emergency coverage twenty-four (24) hours 
per day, seven (7) days per week.  The vendor must have written 
policies and procedures describing how recipients can obtain urgent 
coverage and emergency services after business hours and on 
weekends.   Policies and procedures must include provision of direct 
contact with qualified dental professionals.  Recipients should be given 
the option to speak with a qualified dental professional during an 
emergency to advise and direct recipients to the correct service 
location which may include local emergency departments or dental 
offices. Urgent coverage means those problems which, though not life-
threatening, could result in serious injury or disability unless medical 
attention is received. 


Our Member handbook contains policies and procedures on emergent and 
urgent care and instructions on obtaining this care, including after-hours care 
24 hours a day, seven days a week. The procedures clearly specify what 
actions the recipient should take in case of a life threatening emergency, an 
emergency dental situation and non-life-threatening situations that require 
urgent care at an urgent care provider. 


3.5.4 Dental Provider Requirements 


3.5.4.1 Primary Dental Provider (PDP) or Primary Dental Care Site  


The vendor shall allow each enrolled recipient the freedom to choose from among 
its participating PDPs and change PDPs as requested. The vendor must implement 
procedures to ensure that each recipient has an ongoing source of primary care 
appropriate to their needs. 


Each recipient will be given a choice in selecting their dental provider. This selection will 
help to ensure the comfort level of the enrollee and support the ongoing coordination of 
care and services. Recipients can also change providers as often as they like. To help 
recipients understand our network, a provider directory is available hard copy or online via 
the recipient website and they can contact customer service to get guidance and support 
in choosing a primary dental provider that is convenient and meets their dental health 
needs. 


Each enrolled recipient must be assigned to a PDP or Primary Dental Care Site, 
within five (5) business days of the effective date of enrollment.  The vendor may 
auto-assign a PDP or Primary Dental Care Site that has traditionally served the 
Medicaid population to an enrolled recipient who does not make a selection at the 
time of enrollment. 


Recipients, who don’t already have a primary dentist, as evidenced by their claims history, 
will be assigned to a dentist within five business days of the effective date of enrollment; 
typically a pediatric dentist for small children and a general dentist for remaining 
recipients. Because most plans are not capitated, these assignments are typically not 
fixed (i.e. “soft assignments”), allowing recipients the freedom to change providers. The 
name and contact information of the dental home is provided to the recipient. The practice 
is likewise given information on those recipients assigned to that practice that includes 
contact information. Sharing of information with dentists is predicated on the State 
allowing this for those who don’t already have an established patient-dentist relationship. 
Recipient information is updated on a regular basis as new recipients come on the plan, 
exit the plan, change dental homes etc.  
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We understand that a recipient with a satisfactory dental home relationship is more likely 
to participate in his/her own dental care by scheduling and attending appointments, and 
following the provider’s plan of care. We often need the recipient’s input to achieve 
successful dental home assignment. The first step to obtaining input from our Nevada 
recipients is communicating their ability to select a new primary care provider at any time, 
for any reason. We do this via our welcome letter, welcome call, our member handbook 
and member website where recipients are encouraged to contact our member services 
department for personal assistance with locating and selecting a primary dental care 
provider (dental home) to meet their needs. 


The concierge services provided by our member advocates are available telephonically 
and our staff receives training to make sure that the chosen provider is appropriate to the 
care needed and that the practice is designated as open or accepting new patients. 
Member advocates perform all of the steps necessary to complete a dental provider 
change in addition to assisting recipients with scheduling appointments. 


3.5.4.2 Twenty-Five (25) Mile Rule 


The vendor must offer every enrolled recipient a PDP or Primary Dental Care Site 
located within a reasonable distance from the enrolled recipient’s place of 
residence. In a county having a population of 100,000 or more, must have a radius 
of not more than 25 miles between the subscriber or individual enrollee and PDP 
without the written request of the recipient. 


As required, we will comply with the outlined distance requirements and offer every 
enrolled recipient a PDP located within a reasonable distance from their place of 
residence. 


3.5.4.3 Assignment of a PDP or Primary Dental Care Site 


If an enrolled recipient does not choose a PDP, the vendor shall match enrolled 
recipients with PDPs by one or more of the following criteria:  


A. Assigning enrolled recipients to a provider from whom they have previously   
received services, if the information is available; 


If information is available, the enrolled recipients will be assigned to the previously 
chosen PDP. 


Because most plans are not capitated, these assignments are typically not fixed 
(i.e. “soft assignments”), allowing recipients the freedom to change providers. The 
name and contact information of the dental home is provided to the recipient. The 
practice is likewise given information on those recipients assigned to that practice 
that includes contact information. Sharing of information with dentists is predicated 
on the State allowing this for those who don’t already have an established patient-
dentist relationship. Recipient information is updated on a regular basis as new 
recipients come on the plan, exit the plan, change dental homes etc.  


B.  Designating a PDP or Primary Dental Care Site who is geographically 
accessible to the enrolled recipient per NAC 695C.160 (25 Mile Rule); and 


If the enrolled recipient does not choose a PDP, enrolled recipients will be assigned 
to a geographically accessible dental home.  Those who don’t already have a 
primary dentist, as evidenced by their claims history, are assigned to a dentist, 
typically a pediatric dentist for small children and a general dentist for remaining 
recipients. 
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C.  Assigning all children within a single family to the same PDP. 


To encourage continuity of care, and for the convenience of parents, all children 
within a single family will be assigned to the same PDP.  


3.5.4.4 Changing a PDP or Primary Dental Care Site   


A.  An enrolled recipient may change a PDP or PDCS for any reason.  The vendor 
shall notify enrolled recipients of the procedures for changing PDPs or 
Primary Dental Care Sites.   


Enrolled recipients have the option to change their primary dental provider or 
primary dental care site for any reason.  The member handbook outlines the 
recipient’s right to choose a provider and provides information on how to change 
their provider assignments.  Additionally, recipients can call our member service 
center and speak to a representative or a customer care advocate who will assist 
them in finding a dentist. 


C. In cases where a PDP has been terminated, the vendor must notify enrolled 
recipients in writing and allow recipients to select another primary Dental 
provider, or make a re-assignment within fifteen (15) business days of the 
termination effective date, and must provide for urgent care for enrolled 
recipients until re-assignment. 


We notify our recipients in writing of any PDP termination within 15 business days of 
the termination effective date, based upon when our dental plan receives notice of the 
termination. We follow State-specific written policies and procedures to promote 
continuity of care when a provider terminates from our network and will deliver timely 
assistance to recipients in securing a transfer to an appropriately credentialed, 
contracted provider and address individual dental needs that may arise from the 
transfer. Our member advocates work with recipients to choose a new provider and to 
obtain approval in releasing information to the new provider.  We are typically able to 
quickly reassign and notify recipients; however, we work within our network to provide 
for urgent care for our recipients until they are reassigned to a new and appropriate 
PDP. 


D. The vendor may initiate a PDP or Primary Dental Care Site change for an 
enrolled recipient under the following circumstances: 


Any written notification to a recipient related to a PDP reassignment includes contact 
information where recipients and their families can obtain assistance from member 
advocates who explain the process and work with our recipient to select another PDP 
or PDCS within our network. We may initiate a PDP change for a recipient based 
upon certain circumstances as follows: 
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1. The enrolled recipient’s residence has changed such that distance to the 
PDP is greater than twenty-five (25) miles.  Such change will be made only 
with the consent of the recipient; 


The enrolled recipient’s residence has changed such that distance to the PDP 
is greater than 25 miles: We only make a PDP change of this kind with our 
member’s consent. If a member relocates to a residence that is greater than 25 
miles from his/her PDP, he/she selects a different PDP by contacting our 
member services department. Our member also has the choice to remain with 
his/her PDP, but this requires that he/she contact us in writing. However, if 
approved by DHCFP, we also have the ability to accommodate verbal requests 
to ease any undue burden or hardship on members. Information about 
residence changes and PDP reassignment are communicated verbally to 
members and their families through member services and in writing via our 
member handbook and member website. 


2. The PDP ceases to participate in the vendor’s network; or 


The PDP ceases to participate in the vendor’s network: We notify our recipients 
in writing of any case of PDP termination within 15 business days of the 
termination effective date, based upon when our dental plan receives notice of 
the termination. Member advocates work with recipients to choose a new 
provider and to obtain approval in releasing information to the new provider. 


3. Legal action has been taken against the PDP, which excludes provider 
participation. 


If the provider is excluded from provider participation due to legal action against 
the PDP, we notify our recipients in writing within 15 days of the termination 
effective date, based upon when we receive notice of the termination. Member 
advocates work with affected recipients and family members to assist them with 
locating a new provider and addressing any questions or concerns about their 
health and existing care. 


E. The vendor shall track the number of requests to change PDPs and the reasons 
for such requests.  


We track the number of PDP change requests and the reasons for the requests, 
providing this information to the DHCFP as needed. 


3.5.4.5 Use of Dental Homes  


A.  The vendor is encouraged to use existing patient-centered Dental 
homes/health homes, when available and appropriate. 


Because we understand the value of a dental home, to every extent possible and 
when appropriate each recipient will be given a choice in maintain or selecting their 
dental provider. This selection will help to ensure the comfort level of the enrollee 
and support the ongoing coordination of care and services.   
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B.  Vendor should use supportive provider services and contracting to support 
the expansion of patient-centered dental homes/health homes. 


To increase communication and oversight, we will utilize a primary care 
assignments feature as an enhancement to the provider web portal to promote the 
main dental home. Providers would now have 24 hours a day, seven days a week 
access to view each recipient who had selected them as their primary care 
provider, including eligibility, the enrollment plan, and the effective date of the 
primary care relationship. Creating this feature, which now exists for all clients to 
use when primary care relationships are used, allowed the providers to 
communicate and work with our Care Coordination Team, as well as the several 
different state agencies and provider associations interfacing in that program. This 
is just one of many recent examples where new systems functionality was created 
to improve a program.   


We will continue to develop innovative strategies that promote member provider 
relationships.  It is a core strategy today to use best practices available in 
encouraging preventive care with appropriate specialist referrals. We educate 
providers on these practices and promote their continued use through ongoing 
education and reminders, and our clinical initiatives.  


We will require providers, through contract provisions or Provider Manual, to 
provide all children enrolled in the program with preventive services in accordance 
with the State of Nevada dental periodicity schedule. We will use provider training, 
profiling and feedback to ensure that MDHPs follow these periodicity dental 
requirements for children. 


All network general dentists and pediatric dentists participating as MDHPs will 
complete Webinar-based training before we designate them as Main Dental Homes 
and begin assigning them members. Training also will be available through 
individual follow-up and on-site visits.  


The training provides a comprehensive review of the State’s requirements for 
providers functioning as MDHPs, including screening recipients for specialty care 
needs, making prompt referrals when needed and coordinating care with the 
specialist until treatment is complete. The training also will include information on 
resources available through UnitedHealthcare to meet these requirements.  


For example MDHPs will be able to quickly find nearby specialty care for their 
patients by calling UnitedHealthcare’s Provider Hotline or logging into the provider 
web portal. MDHP requirements and support resources also will be documented in 
the provider manual. To monitor provider compliance, we will track provider 
complaints and referrals by reviewing patterns in specialty claims data. 


C.  Vendor is encouraged to use other innovative models, when available and 
appropriate. 


Dental home participation is also supported by other dental clinical programs. 
Efforts to reach our HEDIS Annual Dental Visit target, to help patients avoid using 
the Emergency Room and physician screening programs, each contribute to 
increasing member visits to dental homes.  


An additional option is incentives. This could include member incentives for visiting 
their dental home and getting preventive care. Incentives may also be directed 
toward dentists, creating levels of reward based on the percent of assigned patients 
seen and receiving prevention. 
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UnitedHealthcare has employed these approaches in its existing dental home 
programs, for example in Arizona, where all recipients who don’t already have a 
primary dentist are assigned a dental home, and in New Jersey where a pilot is 
being completed and, prior to scaling up more broadly. The primary challenges 
centered on creating a rationale for both members and clinicians on the value of 
dental homes, ensuring data integrity (specifically member contact information), and 
the management of this complex process. Our experience in other states prepares 
UnitedHealthcare well for creating a successful dental home program in Nevada. 


3.5.5 Children with Special Health Care Needs (CSHCN) 


For individuals with special health care needs, we have developed a strategic approach 
that incorporates system of care values to provide integrated delivery of care and 
interventions that are relevant to all populations including special needs populations. 


Access for Members with Special Needs: Our member advocates and Utilization 
Management Teams will work closely with the providers, enrollees, guardians, advocates 
and assigned case managers to ensure recipients with disabilities receive necessary and 
appropriate care and services. Our teams have experience developing and implementing 
case management protocols for children and adults with special needs. We will draw on 
that expertise to implement a customized program that meets the State’s specific 
requirements. For example, we can develop and implement specialized education 
programs for parents and guardians, provide access to interpreters, help coordinate care 
with other health care professionals, help parents find appropriate services and 
accommodations for children who are in wheelchairs or who are homebound, and help 
arrange transportation for dental visits. If necessary, we will coordinate arrangements with 
dental facilities that specialize in treating patients with special needs. To accommodate 
other members, we have contracted with facilities specializing in the care of patients with 
mental retardation, autism, epilepsy, and cerebral palsy. We also work with participating 
dental offices to help them become comfortable treating members who have special 
needs. This includes providing educational material to office staff, as well as opportunities 
for earning continuing education credits at our expense for providers and dental 
hygienists. 


Identifying members with special needs: Once a member with special needs is 
identified in an eligibility file load, during initial enrollment contact, or through other intake 
methods (including a call to member services requesting specialized care), the information 
is referred to our Customer Care Advocate team for follow up. We work with enrollees 
individually to evaluate needs and coordinate specialized care. The Enterprise System, 
our dental’s benefits administration software platform, has built-in features that support a 
care advocate approach for members with special needs. Enterprise System can track 
details for each child, including disability type, diagnosis code, and effective/termination 
dates. The system can also track details about each enrollee’s Primary Care Providers, 
Specialty Care Providers, Health Care Facilities and Protected Health Information. 


Identifying providers, specialists, and clinics that can accommodate special needs: 
The Enterprise System can track any number of customizable, specific details about 
providers and specialists who treat patients with special needs, including whether they are 
accepting new patients, whether they treat patients with particular conditions, and whether 
they will travel to treat homebound patients.  The Enterprise System can also track details 
about clinic locations that are accessible for patients with special needs. Any of the 
information stored in the Enterprise System database can be extracted and packaged to 
support care advocate tasks. For example, provider directories that include details about 
accommodations for special needs and access restrictions can be generated on demand 
and made available to recipients, parents, and guardians. 
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Customer Service Support:  Complete details about an enrollee’s special needs, along 
with information about providers and clinic locations that can accommodate those needs, 
are available online to member services advocates. The Find-a-Provider feature allows 
member services advocates to quickly search for only providers, specialists, and clinic 
locations that meet a member’s particular needs within a defined search radius. In 
addition, Member advocates can initiate three-way calls with guardians or other 
designated assistants for recipients with mental illness or cognitive impairment. 
Information about individuals who have been granted access to an enrollee’s Protected 
Health Information (PHI) can be stored with the enrollee record in the integrated 
enrollment system. This information is immediately available to member services 
advocates when a call record is opened for the member. 


3.5.5.1 The vendor must produce a treatment plan for recipients with special health care 
needs who are determined through an assessment by appropriately qualified health 
care professionals to need a course of treatment or regular care monitoring.  The 
treatment plan must be: 


Our Member advocates will work closely with the recipients, guardians and all identified 
agencies who retain guardianship or who provide services to enrollees with special 
healthcare needs in order to provide outreach, education, and special support services.  
For example, we can develop and implement specialized education programs for parents 
and guardians, provide access to interpreters, help coordinate care with other health care 
professionals, help parents find appropriate services and accommodations for children 
who are in wheelchairs or who are homebound, and help arrange transportation for dental 
visits.  


To ensure that vulnerable recipients receive needed care we will provide a Community 
Coordinator to assist in care coordination and case management. The Community 
Coordinator will act in a liaison role with Nevada recipients and community partners to 
advocate for member needs, services and provide assistance in obtaining dental services.  


Specific functions might include: 


■ Advocate for member dental needs and services 


■ Help guide the recipients navigate the Medicaid program to obtain needed dental 
services 


■ Partner with clinical program managers and care coordinators to resolve and 
remove barriers to care and access 


■ Support professional networks in coordinating access to out-of-network care when 
appropriate 


■ Intervene with care providers and other community based service groups on behalf 
of the recipient to assist in appointment scheduling or connecting with our member 
advocates for assistance when needed 


■ Recommend/refer cases to either UnitedHealthcare Nevada Dental Director for 
program exceptions based on clinical need or extraordinary circumstances 


■ Own any issue through to resolution on behalf of the member real-time or through 
comprehensive and timely follow-up 


■ Research complex issues across multiple databases leveraging cross-functional 
support teams to resolve recipient issues and/or escalations 
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■ Experience working with vulnerable children elderly and/or special needs 
members/patients 


A.  Developed by the recipient’s primary dental provider with recipient 
participation, and in consultation with any specialists caring for the recipient; 


The treatment plan will be developed by the primary dental provider and any 
specific specialists in collaboration with the recipient and all appointed guardians 
and representatives that are working in the best interest of the recipients.  


B. Approved by the vendor in a timely manner, if approval is required by the 
vendor; and 


Our goal is to understand the child’s and family’s needs and coordinate the delivery 
of services. Once the recipient’s care treatment plan has been created, the 
Customer Care Advocate authorizes, arranges and coordinates the services and 
supports identified in the care plan. For services that require prior authorization, the 
customer care advocate works with the provider to ensure that they submit all 
services to our UM intake team for a determination of medical necessity. 


C. In accordance with any applicable State quality assurance and utilization 
review standards. 


Our treatment protocols are in adherence with all applicable State quality assurance 
and utilization review guidelines. Our authorization guidelines are algorithms 
programmed into the Enterprise System our software platform, which ensures 
consistent medical necessity authorization determinations. The algorithms present 
the clinical criteria in a decision tree format that is clear, easy to understand and 
transparent to the providers and review staff. 


The Appropriate Care Criteria and Authorization Guidelines were developed using 
principles of evidence based dentistry and our extensive experience in managing 
dental services for Medicaid and CHIP programs and will adhere to all applicable 
Nevada state guidelines. 


3.5.5.2 Must have a mechanism in place to allow these recipients direct access to a 
specialist through a standing referral or an approved number of visits, as deemed 
appropriate for the recipient’s condition and identified needs.   


Our member advocates will work with the primary care dental office to facilitate needed 
referrals as required; however, specialist referral is not required as long as the provider 
has been identified as part of our provider network.  UnitedHealthcare will also ensure that 
MDHP meet requirements for specialist referrals and care coordination through a 
combination of training, provisions in the Provider summary guide and ongoing 
monitoring. For example MDHPs will be able to quickly find nearby specialty care for their 
patients by calling UnitedHealthcare’s Provider Hotline or logging into the Provider Web 
Portal. MDHP requirements and support resources also will be documented in the 
Provider summary guide. To monitor provider compliance, we will track provider 
complaints and referrals by reviewing patterns in specialty claims data. 
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3 . 6  N E T W OR K 
The vendor is required to establish and manage appropriate provider networks and 
maintain existing written provider agreements with such providers in 
geographically accessible locations. The vendor must maintain a network of 
General Dentists, Pediatric Dentists, Endodontists, Oral Surgeons, Oral and 
Maxillofacial Surgeon, Periodontists and Prostodontists, Dental Hygienists, and 
ancillary services sufficient to provide access to all services covered in this RFP in 
a manner that complies with access standards described in this RFP, in the 
DHCFP’s Access to Care Plan, and the Code of Federal Regulations.  Consideration 
must be given to the number of expected recipients that may enroll. The vendor 
when establishing and maintaining its network must consider the expected 
utilization of services and the numbers and types of providers given the 
characteristics and dental care needs of the specific Medicaid population enrolled 
with the vendor. The vendor’s management oversight includes, but is not limited to, 
credentialing, maintenance, provider profiling, peer review, dispute resolution and 
Dental Director Services.  The vendor must conduct secret shopper surveys to a 
statistically sound sample across their network as part of the Access to Care 
Monitoring Plan to identify appointment standards and access to services which 
must be reported annually. 


The vendor must describe their approach to network management including if the 
network will be an open or closed network and if some services are currently 
planned to be provided through subcontractors, sub capitation, fee for service or 
alternative models. 


Network providers will be required to use designated practice guidelines and 
protocols.  Prior to the contract start date the vendor shall identify the practice 
guidelines it intends to use for acceptance by the DHCFP.  Submission shall occur 
after awarded contract but before the contract start date. The State shall accept or 
reject, in writing, within ten (10) business days of receipt.   


If the vendor puts a provider group at substantial financial risk for services not 
provided by the provider group, the vendor must ensure that the provider group 
has adequate stop-loss protection. 


Health Plan of Nevada (HPN) has the longest-standing Medicaid provider network in the 
state. Since 1997, HPN has provided recipients with a stable network of contracted and 
committed providers dedicated to delivering high quality services. HPN is committed to 
ensuring this same level of exceptional service and to further expanding its network of 
Medicaid providers throughout the term of this contract. 


Our existing provider network in Clark and Washoe counties is an open network which 
consists of over 400 contracted General Dentists, Pediatric Dentists, Endodontists, Oral 
Surgeons, Oral and Maxillofacial Surgeon, Periodontists.  


Below is a grid showing the number of contracted providers in both Clark and Washoe 
counties: 


 
Contracted Network Clark County Washoe County 


Dentists 309 100 
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Our provider network offers a wealth of advantages to recipients, including: 


■ Access to high quality dental providers 


■ Providers who are geographically located in ZIP codes heavily populated by 
recipients and conveniently located in proximity to public transportation corridors 


■ A culturally and linguistically diverse provider network to meet the unique recipient 
needs 


As evidenced by the table below, the number of providers participating in HPN’s provider 
network has continued to grow annually for the last several years. This constant growth 
provides recipients enrolled in HPN’s Medicaid plan with access to the best dentists within 
the state of Nevada. 


Number of providers combined in Clark and Washoe Counties: 


 
Year # of Providers 
2012 309 
2013 326 
2014 343 
2015 362 
2016 409 


 
Our comprehensive provider access and availability policies and procedures have been 
audited by the DHCFP’s External Quality Review Organization (EQRO) on several 
occasions with outstanding results. The following table highlights the most recent auditing 
scores from the EQRO regarding our exemplary provider access and availability.  


Audit Scores from the DHCFP’s EQRO Audit of the Provider Access and 
Availability Standard 


2000 100% 
2002 100% 
2004 98% 
2006 97% 
2009 99% 
2011 100% 
2015 98% 


 
All providers who participate in our provider network are required to complete HPN’s 
NCQA compliant credentialing process prior to executing an agreement. This rigorous 
NCQA approved credentialing process ensures that only highly qualified health care 
professionals render services to our recipients. Additionally, each provider is also re-
credentialed every three years to re-certify all information is the most up to date and 
accurate and that the provider continues to meet HPN’s requirements, as well as 
credentialing criteria and standards. 
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Our Provider Services department is responsible for management oversight of the 
provider network. HPN provider services advocates conduct comprehensive site visits 
with newly contracted providers, during which our policies and procedures (including 
practice guidelines) are reviewed and discussed. Providers also receive the latest version 
of the annual Provider summary guide and are instructed on how to use the online 
provider portal. The information available online includes policies and procedures, the 
provider summary guide, the provider directory (which is updated monthly), and the semi-
annual provider newsletters. The provider portal allows providers to use an Internet 
connection from their offices to obtain benefit and eligibility information, check claims 
status and print EOP’s as well as approved pre-determinations. Thereafter, we schedule 
provider site visits periodically for continuing education, ongoing assistance and support. 


In the event DHCFP decides to expand the service area of this contract to include 
counties outside of Clark and Washoe, we are confident that our contracting will meet 
(and in most cases exceed) the provider network requirements in the expanded services 
areas. Our considerable network development experience, combined with our ample, 
dedicated resources and operational infrastructure supported the successful expansion 
into Washoe County in 2003 and 2004. 


3.6.1 The vendor must adopt practice guidelines and protocols which: 


HPN collaborates with network providers and our Dental Director to establish guidelines 
and protocols to which providers must adhere to remain in compliance with contractual 
obligations. As such, we have satisfied, and will continue to adhere to, the requirements 
as outlined throughout RFP section 3.6.1. 


3.6.1.1 Are based on valid and reliable clinical evidence or a consensus of health care 
professionals in the particular field; 


HPN has established a proven method for communicating and implementing meaningful 
provider education and evidence-based clinical guidelines. We encourage provider 
participation in the approval of nationally recognized guidelines, online provider 
conferencing, customized workshops, educational initiatives and quality initiatives. We 
have extensive experience in developing robust collegial relationships between providers 
to implement and monitor the use of evidence-based guidelines.  


HPN has also established clinical guidelines which are published in our provider summary 
guide and posted to the provider website. Clinical guidelines are developed for the 
clinician’s use in managing common and important dental conditions. In most cases, 
nationally recommended guidelines provided the basis for the HPN guidelines, which were 
then modified to fit our local environment. The guidelines are reviewed regularly by the 
dental director. These guidelines constitute a framework only, however. In all cases, the 
provider’s clinical judgment can override the guideline if the provider feels that strict 
adherence is not in the patient’s best interest. If the provider decides to deviate, the dental 
record should indicate the rationale for this variation.  
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3.6.1.2 Are adopted in consultation with contracting dental professionals; and 


Our practice guidelines and protocols meet the requirements as stated in Section 3.6.1.2 
of the Scope of Work. We are committed to continuously improving the health care and 
services for Nevada’s Medicaid members. We have developed and continue to refine an 
internal Quality Improvement Program (QI Program) to verify we, as well as our providers, 
operate in accordance with all applicable state and federal regulatory and contractual 
requirements. We encourage contracted provider participation in the approval of nationally 
recognized guidelines, online provider conferencing, customized workshops, educational 
initiatives and quality initiatives. We have extensive experience in developing collegial 
relationships between providers to implement and monitor the use of evidence-based 
guidelines. Our provider advocates conduct site visits with contracted providers to obtain 
and discuss any feedback the provider may have. 


We are committed to continuously improving the dental care and services we provide to 
our members. Through our 15 years of experience in the State of Nevada in coordinating 
dental care and services for members, we have developed and continue to refine an 
internal quality assurance program, our Quality Improvement Program (QI Program), to 
verify we, and our providers, operate in accordance with all applicable state and federal 
regulatory and contractual requirements. Nevada continues to benefit from the extensive 
experience we have gained through administering the Medicaid plan in the state as well 
as from our flexibility to address the unique needs of the Medicaid and Nevada Check Up 
programs. 


3.6.1.3 Are reviewed and updated periodically as needed to reflect current practice 
standards. 


HPN currently reviews and updates our practice guidelines and protocols regularly as 
outlined in the Scope of Work and, upon execution of the new contract; we will continue to 
adhere to these standards. 


3.6.2 The Vendor must:  


3.6.2.1 Disseminate its practice guidelines to all affected providers prior to the contract 
start date and, upon request, to recipients and potential recipients, including prior 
authorization policies and procedures; 


The HPN Provider summary guide contains the Practice Guidelines and is updated and 
provided to the HPN network of providers annually. The guide is provided via hard copy 
during annual site visits and posted on the HPN provider website. When the clinical 
guidelines are updated or changed, Provider Services sends out the updated guidelines 
via email and/or fax notifications to all network providers.  Additionally, updates are 
incorporated into the online Provider summary guide. For providers with limited or no 
Internet access, our provider relations advocate will provide a hard copy of the Provider 
summary guide by either sending via U.S. mail or hand delivering to the provider office.   


To promote provider use of standardized evidence-based clinical guidelines, we provide 
the following resources to our network providers: 


■ Hard Copy - Hard copy provider communications and related training materials are 
distributed to specific providers who are treating recipients with conditions targeted 
by disease and chronic care management programs 


■ Provider Website - Websites provide current resources and educational tools for 
provider access, which are user-friendly, accessible and readily available 
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■ Verbal Communication - Verbal communication methods, both telephonic and 
face-to-face, for working with providers who are identified as not providing 
treatment within evidence based guidelines. 


3.6.2.2 Ensure that decisions for utilization management, recipient education, coverage of 
services, and other areas to which the guidelines apply are consistent with the 
guidelines; 


We will continue to make certain that decisions for utilization management, member 
education, coverage of services and other areas are consistent with the required 
applicable practice guidelines and protocols. The provider advocates continually educate 
the network providers to ensure they understand how the Utilization Management 
department interacts with their offices to provide timely decisions. HPN encourages our 
contracted providers to access the provider portal to view real time updates on prior 
authorization requests for coverage determinations. Upon denial of a pre-service request, 
providers are provided with the appeal process. 


We ensure that decisions for utilization management, member education, coverage of 
services and other areas to which the guidelines apply are consistent with the guidelines 
through multiple methods. These methods focus on all of the areas listed above. 


3.6.2.3 Meet and require its providers to meet State standards for timely access to care and 
services, taking into account the urgency of the need for services; 


We have established the following standards for primary care, specialist care and dental 
care for our membership. We monitor compliance with these standards on a quarterly 
basis and review the provider network compliance with the following standards: 


 
Practitioner Type Provider/Member 


Ratio 
Percent with Open Panels 


Dentists 1/1500 members 
(at most 1/2000 
per geographic 
area) 


50% 


 
Our dental network also includes, at a minimum, one pediatric dentist, one dental 
hygienist, one oral surgeon and one orthodontist for Clark and Washoe counties. 


The HPN provider contracts contain the provision that all providers shall maintain 24-hour 
telephone service to handle emergency calls 24 hours per day, seven days per week and 
require providers to meet the state standards for timely access to care, taking into account 
the urgency of the need for services. Providers have a contractual obligation to comply 
with access standards set forth within their contract. Providers must adhere to the 
following criteria when scheduling patients: 


■ Dentist must be capable of scheduling appointments within three weeks for routine 
examinations, recall and preventive therapy. 


■ Routine hygiene appointments shall be scheduled within thirty days. 


■ Immediate care for dental emergencies 


■ Urgent care or referral appointments within three calendar days. 


■ Routine appointments within thirty calendar days. 
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Specialty providers must adhere to the following guidelines when scheduling patients: 


■ Urgent care or referral appointments within three calendar days. 


■ Routine appointments within thirty calendar days 


Our policies outline the monitoring mechanisms used to assess compliance with HPN’s 
standards for access to care. We monitor providers by performing quarterly member 
satisfaction surveys, on-going review of complaint/grievance data, annual and ad hoc 
office-site visits and annual after-hours telephone surveys completed by provider 
relations. The HPN Provider summary guide delineates that the Provider Services 
department conducts onsite visits and ongoing monitoring of providers to detect 
deficiencies and that corrective action is taken when determined necessary. 


3.6.2.4 Ensure that its providers offer hours of operation that are no less than the hours of 
operation offered to commercial recipients or comparable to Medicaid FFS, if the 
provider serves only Medicaid recipients;   


HPN ensures that its network of providers offer hours of operation without discrimination 
based upon the plan the recipient has selected for his/her health care coverage. 
Specifically, we ensure that hours of operation offered to recipients are no fewer than the 
hours of operation offered to commercial recipients or any FFS recipient. Additionally, our 
provider contracts include a provision prohibiting providers from differentiating or 
discriminating in the treatment of recipients or in the quality of services delivered to 
recipients on the basis of race, gender, age, religion, place of residence, health status, 
health care needs, or source of payment, and to observe, protect and promote the rights 
of recipients as patients. 


We monitor compliance with this requirement by performing member satisfaction surveys, 
monitoring complaint/grievance data, annual and ad hoc provider office-site visits. 


3.6.2.5 Mechanisms to ensure compliance by providers; 


We maintain and monitor the network to ensure that members have adequate and timely 
access to all services covered under the contract for members. We also monitor network 
providers’ compliance with their adherence to guidelines. 


We use the following mechanisms to ensure compliance by network providers: 


■ Office site visits conducted by our provider advocates – conducted, at a minimum, 
annually 


■ Member satisfaction surveys – conducted quarterly 


■ Patient satisfaction surveys – ongoing, results reviewed quarterly 


■ After-hours telephone surveys – conducted annually 


■ Complaint and grievance data – ongoing, as received 


Our audit results have been favorable and demonstrate that our established mechanisms 
for ensuring our provider’s compliance with our contracts and programs have been 
successful. 
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3.6.2.6 Monitor providers regularly to determine compliance; 


The HPN Provider Services management team continually reviews the reporting and 
analysis obtained from member satisfaction survey results, complaint and grievance data, 
office site visit forms and the after-hours telephone survey to monitor provider compliance. 


Provider services advocates are assigned to specific provider groups to assist providers 
with areas of education or inquiries that providers may have related to compliance with 
HPN’s access and availability standards. Providers and their office staff have direct 
access to their assigned advocate who is responsible for ongoing education and support. 


3.6.2.7 Take corrective action if there is a failure to comply by network providers;  


Presently, our policies contain the monitoring mechanisms to assess compliance with 
HPN’s standards for access to care. We monitor provider compliance by performing 
member satisfaction surveys and monitoring complaint/grievance data, office-site visits 
and compiling information from an after-hours telephone survey completed by provider 
relations staff members. The HPN Provider summary guide indicates that the Provider 
Services department conducts onsite visits and ongoing monitoring of providers to detect 
deficiencies and that HPN takes corrective action as necessary. The results of the 
corrective action are presented to the Credentialing Committee for approval. 


3.6.2.8 Participate in state and federal efforts to promote the delivery of services in a 
culturally competent manner to all recipients, including those with limited English 
proficiency and diverse cultural and ethnic backgrounds;   


We actively participate in state and federal efforts to promote the delivery of services in a 
culturally competent manner to all recipients. We focus our efforts on facilitating culturally 
competent care for all recipients, but especially for those individuals with limited English 
proficiency and diverse cultural and ethnic backgrounds. We comply with all state and 
federal regulations pursuant to MSM Chapter 100, Section 103.6 as well as 42 CFR 
438.206(b)(2). 


HPN has established a culturally and linguistically diverse provider network to meet the 
needs of the Nevada Medicaid population, including those with limited English proficiency 
and diverse backgrounds. We do not prohibit any act of discrimination to both recipients 
and providers. If we decline a provider request for participation, the provider is advised of 
our decision in writing. 
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3.6.2.9 Not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his/her license or certification under 
applicable State law, solely on the basis of that license, specialty or certification. 
The vendor may not discriminate against particular providers who serve high risk 
populations or specialized conditions that require costly treatment. If the vendor 
declines to include an individual or groups of providers in its network, it must give 
the affected network provider(s) written notice of the reason for its decision. 42 CFR 
438.12 (a) may not be construed to require the vendor to contract with providers 
beyond the number necessary to meet the needs of its recipients; or, preclude the 
vendor from using different reimbursement amounts for different specialties or for 
different practitioners in the same specialty; or, preclude the vendor from 
establishing measures that are designed to maintain quality of services and control 
costs and are consistent with its responsibilities to recipients; and 


We are dedicated to making sure that the services we provide take into account principles 
of cultural competency. We believe that cultural competency is at the heart of serving our 
recipients, meeting their special health needs and honoring their unique circumstances. 
Because we already have a strong and stable presence in Nevada, we have developed 
diverse community relationships with agencies and community organizations that have 
enhanced our understanding of the diversity within Nevada as well as the particular needs 
of underserved and financially disadvantaged populations. HPN continues to be dedicated 
to participating in the community we serve and in the larger scope of national efforts to 
incorporate cultural competence into all aspects of providing high quality, accessible 
health care to our recipients. 


HPN currently submits and will continue to provide the state with access and availability 
reports on a quarterly basis. In the event of a significant change HPN will notify the 
DHCFP and ensure that our recipients to do not experience any disruption in the delivery 
of dental services. 


3.6.2.10 Provide to the DHCFP supporting documentation, in a format specified by the 
DHCFP, which demonstrates it has the capacity to serve the expected enrollment in 
its service area in accordance with the DHCFP’s standards for access to care at the 
time it enters into the contract with the State and any time there is a significant 
change in their operations that impact services. Such documentation must 
demonstrate that the vendor offers an appropriate range of services and maintains 
a network of providers that is sufficient in number, mix, and geographic distribution 
to meet the needs of the anticipated number of recipients in the service area. A 
significant change includes but may not be limited to:  


A.  Changes in the vendor’s services, benefits, geographic service area or 
payments; or 


We will provide the State with access and availability reports on a quarterly basis. In 
the event of a significant change, we notify the State and confirm our recipients do 
not experience any disruption in the delivery of dental care services. 


B.  Enrollment of a new population in the network. 


Per DHCFP decisions and guidance, we have the capacity and operational 
capabilities to expand to additional Nevada populations and geographies. 


 


 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 85 


 


3.6.3 Network Management 


3.6.3.1 Primary Dental Provider (PDP) or Primary Dental Care Site Responsibilities:  


A.  The PDP (a General Dentist or Pediatric Dentist) in a Primary Dental Care Site 
serves as the recipient’s initial point of contact with the vendor.  As such, the 
PDP or the dentist at the Primary Dental Care Site is responsible for the 
following: 


All participating dentists will receive communication on the Nevada Dental Home 
program, including a description of the program, information on the Dental Home 
package and provider responsibilities to participating Dental Home members as 
described in the RFP Contractual Services Form including: 


■ Care that is comprehensive and includes acute, corrective, and preventative 
services. 


■ Care that is individualized to each recipient based upon a dental exam for 
tooth decay and gum problems. 


■ Care that is preventative and includes information about proper care for the 
recipient’s teeth and gums, and correct diet. 


■ For children, care that prepares parents and guardians with guidance about 
what to expect for their child’s age for the growth of teeth and the jaw. 


■ For children, care that is educational and helps parents and guardians learn 
about their child’s dental health now and as their child grows. 


■ Care that is provided in a culturally competent manner.  


Program information will be included in the provider manual, on the dentist web 
portal, in newsletter articles, and in follow up letters. Our dental networks team will 
reach out to dentists individually to answer questions and encourage participation in 
the Dental Home program. Dentists who do not choose to participate will receive 
additional outreach on a regular basis to encourage reconsideration. Feedback will 
be solicited from both participating and non-participating dentists on the reasons for 
their choice, in order to help UnitedHealthcare improve its recruitment efforts.  


UnitedHealthcare will develop a Dental Home package that provides a set of 
services meeting the needs of recipients, addressing their health and well-being. 
The primary focus will be on preventive health. Recipients will be encouraged to 
obtain preventive services shown to positively impact both dental and overall 
health. UnitedHealthcare will employ various education and outreach strategies 
highlighting the value of professional prevention and good home care designed to 
promote prevention and other needed care. In addition to improved health 
outcomes, prevention positively impacts costs, including medical costs in the form 
of fewer hospital visits for emergencies and treatments requiring OR care. Science 
is also increasingly demonstrating the positive impacts of good dental health on 
chronic medical conditions.  
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1. Delivery of covered medically necessary, dental services and 
preventive services, including EPSDT screening services; 


We will require providers, through contract provisions or provider manual, to 
provide all children enrolled in the program with preventive services in 
accordance with the State’s dental periodicity schedule. We will use provider 
training, profiling and feedback to ensure that MDHPs follow these periodicity 
dental requirements for children. 


2. Referrals for specialty care and other covered medically necessary 
services in the vendor benefit package; 


UnitedHealthcare will ensure that all PDPs meet requirements for specialist 
referrals and care coordination through a combination of training, provisions 
in the provider manual and ongoing monitoring.  All PDPs will be able to 
quickly find nearby specialty care for their patients by calling the provider 
hotline or logging into the provider web portal. PDP requirements and 
support resources also will be documented in the provider manual. 


3. Continuity and coordination of the enrolled recipient’s dental care; and 


Upon enrollment in our dental program, selected PDPs and member 
advocates will work collaboratively with the recipients and/guardians of 
children to ensure the continuity and coordination of the enrolled recipient’s 
care. 


UnitedHealthcare will also work to improve access by ensuring continuity of 
care between primary health care physicians and dentists – we have touched 
on some of these strategies elsewhere: 


UnitedHealthcare will provide information on various dental health topics to 
physicians including information on the importance of following up at a dental 
home. This will include specific focus on FQHC’s and hospital programs. 


As appropriate, UnitedHealthcare will work with the State and the program 
MCOs to identify children seen in medical settings who may not have 
received dental follow up. We will then provide those families with 
communication on the importance of dental follow up.  Those families will 
also be selected to receive appropriate outreach in the form of postcards and 
similar communications in an effort to further encourage dental engagement. 


Specific to an at-risk condition, such as early childhood caries, parents 
whose children have been seen by a PCP for screening and varnish 
application will receive a letter from UnitedHealthcare reminding them of the 
importance of follow up with a dental home 


4. Maintenance of a current Dental record for the enrolled recipient, 
including documentation of all services provided by the PDP, and 
specialty or referral services, or out-of-network services.  


Our provider summary guide and contracts indicate PDPs and specialists are 
responsible for appropriate documentation and maintenance of medical 
records. We retain responsibility for monitoring medical records to validate 
that providers are following the correct standards for record documentation, 
following HIPAA and record retention. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 87 


 


Although PDPs must be given responsibility for the above tasks, the vendor 
must agree to retain responsibility for monitoring PDP and Primary Dental 
Care Site activities to ensure they comply with the vendor’s and the State’s 
requirements.  The vendor is prohibited from imposing restrictions on the 
above tasks.   


We monitor providers by performing member satisfaction surveys, monitoring 
complaint and grievance data, office site visits and compiling information from an 
after-hours telephone survey completed by provider services. Our provider 
summary guide delineates that the provider services department conducts on-site 
visits and ongoing monitoring of providers to detect deficiencies and that we take 
corrective action as necessary 


3.6.3.2 Essential Community Providers 


An essential community provider accepts patients on a sliding scale fee, 
determined on the income of the patient; does not restrict access or services due to 
financial limitations of a patient; and can demonstrate to the DHCFP that the 
restriction of patient base from this provider would cause access problems for 
either Medicaid or low-income patients. 


HPN maintains comprehensive contracts with essential community providers to provide a 
comprehensive network to meet recipient needs. Moving forward, we will contract with the 
new providers as outlined in the RFP. The contracts offered to essential community 
providers do not differ from the contracts offered to other network providers. We will 
negotiate in good faith, as always, and will work to contract with these other essential 
community providers listed in this section upon contract award notification. 


3.6.3.3 The vendor is required to negotiate in good faith with all of the following essential 
community providers if they provide covered dental services: 


 
A.  A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC);  


We have contracts with the following FQHC and RHC: 


■ Community Health Alliance- Dental Group in Northern Nevada 


■ Eastern Family Medical and Dental Center- Nevada Health Centers Southern 
Nevada 


B.  The University Medical Center of Southern Nevada; 


We currently have a contract with the University Medical Center of Southern 
Nevada.  


C.  The University of Nevada School of Medicine (UNSOM); 


We currently have a contract with the University of Nevada Las Vegas Dental 
School. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 88 


 


D.  The University of Nevada, Las Vegas School of Medicine (UNLV SOM); 


E.  Division of Public and Behavioral Health (DPBH); 


F.  Division of Child and Family Services (DCFS);  


G.  Community Centered Behavioral Health Clinics (CCBHC);  


H.  County Child Welfare Agencies; 


I.  Any dental provider designated by the DHCFP as an essential community 
provider.  The DHCFP will notify the Vendor of providers designated by the 
DHCFP as essential community providers; 


Negotiating in good faith requires, at a minimum, offering contracts that are at least 
as beneficial to the provider as contracts with other providers in the same 
geographic area for similar services. Providers who work through one of the 
essential community providers must be negotiated in good faith. 


HPN maintains comprehensive contracts with essential community providers to provide a 
comprehensive network to meet recipient needs. Moving forward, we will contract with the 
new providers as outlined below in the RFP. The contracts offered to essential community 
providers do not differ from the contracts offered to other network providers. We will 
negotiate in good faith, as always, and will work to contract with these other essential 
community providers listed in this section upon contract award notification. 


We are committed to achieving a level of excellence in service by establishing strong 
working partnerships with the State and designated entities and programs serving 
recipients. We will work closely with the State’s Dental Director and others managing the 
oral health needs of Nevada’s citizens to align priorities and support the State’s oral health 
objectives. 


In addition to working with the State, another critical element in establishing our local 
presence is to build relationships with local community-based organizations in order to 
gain a deeper understanding of local needs and to explore opportunities for information 
sharing and collaboration. We have a history of Community partnership and involvement. 
For instance, we are increasingly participating in State Oral Health Coalitions (ex. Rhode 
Island Oral Health Coalition, Pennsylvania Coalition for Oral Health), where we can better 
understand local oral health concerns, help to influence oral health policy, identify key 
stakeholder in the State and increase our visibility as community contributors. We look to 
partner with leading players in oral health policy in the State, such as the HeadStart 
Association, or Kids Count. These relationships allow us to identify key issues facing the 
State’s children and contribute to public policy solutions. For example in Rhode Island, we 
participated on the TeethFirst! leadership team, which developed and launched a 
successful Statewide website providing education to the State’s citizens on the value of 
the year one dental visit and the importance of preventive care for children. To that end 
we also sponsor and attend local meetings and conferences (for example co-sponsoring a 
“mini-residency” in Rhode Island focusing on providing general dentists with tools to work 
with very small children), and contribute to community events such as Missions of Mercy, 
most recently in Rhode Island and Pennsylvania, as we look to broaden opportunities to 
serve the community and better understand oral health issues facing the State’s citizens. 
UnitedHealthcare will look to build community partnerships in Nevada as well and as 
required in the RFP, we will develop processes and procedures and designate points of 
contact for collaboration with programs that serve recipients in the State. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 89 


 


We will work with the Nevada Office of Oral Health and Dentistry to promote preventative 
care particularly in children. As we have in other states, we will work closely with local 
government, local health departments, FQHCs and other community health centers and 
organized dentistry in the State, to help promote preventive health objectives, consistent 
with the Oral Health Access for Young Children (OHAYC) program including dental 
screenings, fluoride varnish applications, oral health education and dental referrals, 
focusing on children most at risk or more limited access to care.  


UnitedHealthcare works not only to improve access and preventive health utilization for all 
children but also focuses in on those with targeted conditions, for example early childhood 
caries (ECC). As referenced in our description of these programs in other states, we focus 
caries-related education and outreach on local primary care physicians (PCPs), 
specifically pediatricians and family practice physicians. Education focuses on the etiology 
of caries, the efficacy of fluoride, the important role PCPs play in detecting caries and how 
they can incorporate caries screening and fluoride varnish into a well-child visit. Working 
together, UnitedHealthcare and its partners develop education, follow up to track patient 
activity at both the PCP and dental office and arrange for appropriate reimbursement, 
consistent with State rates. 


Where ever possible we will also work with other practitioners as we have in many of our 
other states where we have implemented physician varnish programs. UnitedHealthcare 
will work with local physician groups, educational institutions, advocacy groups and/or the 
State, to identify and implement PCP caries education programs, either online or in 
person. As part of our work with physicians UnitedHealthcare will also provide reinforcing 
messaging to PCPs to share with parents as well as direct reminders through newsletters, 
mailers and other communications tools on the value and importance of physician 
screening, fluoride varnish application and referral to a dental home for follow up, either 
directly if the PCP knows of a dentist or through UnitedHealthcare who can facilitate the 
referral.  We can also provide PCPs with tools that can help them in their evaluation 
including Caries Risk Assessments like those developed by the AAP, CAMBRA and 
others. 


We consistently measure and evaluate the number of eligible children who are screened 
by PCPs, provided fluoride varnish and then referred for follow up to a dental home. We 
also look at the distribution of participating PCPs and dentists, in an effort to increase 
physician participation and ensure an adequate referral source. UnitedHealthcare will 
make a special effort to reach out and work with practices, FQHC’s and hospital programs 
that have clinical programs targeting early childhood caries, using methodology consistent 
with CAMBRA.  


Supplementing our work on early childhood caries, to promote dental health as an integral 
part of overall health and wellness, we will also engage community physicians in the 
following ways: 


■ We provide general clinical and service information for all physicians in our 
commercial network.   


■ We work with medical plans to identify high volume physicians where we can 
identify specific recipients for follow up.   


■ Specific focus will be placed on MCOs and FQHCs, where we emphasize the 
importance of dental screening and follow up with a dental home.  The value of this 
initiative is that the FQHCs often provide both medical and dental services in the 
same facility. 
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UnitedHealthcare is also committed to working with local dentists to align our objectives 
and to work together on behalf of Nevada’s children. The Nevada Dental Director, 
Manager, Provider Outreach and Provider Network Development staff will communicate 
with the Nevada Dental Associations, dental societies and other provider groups in an 
effort to coordinate and promote our initiatives. Our associates are committed to 
developing a productive working relationship with the various members of professional 
societies and groups for the possibility of joint program and sharing. The endorsement of 
stakeholders maximizes awareness among providers of our training programs and 
promotes participation. 


UnitedHealthcare is committed to ensuring that oral health is integral to overall health, all 
the more so for children who are vulnerable. Poor oral health leads to pain, infection, poor 
nutrition and even failure to thrive. Ensuring that children have access to good oral health 
is critical, particularly for those already experiencing other stressors.  


Our member advocates will work closely with the Division of Children and Family Services 
and all identified agencies who retain guardianship or who provide services to enrollees 
with special healthcare needs in order to provide outreach, education, and special support 
services.  For example, we can develop and implement specialized education programs 
for parents and guardians, provide access to interpreters, help coordinate care with other 
health care professionals, help parents find appropriate services and accommodations for 
children who are in wheelchairs or who are homebound, and help arrange transportation 
for dental visits.  


To ensure that vulnerable recipients receive needed care we will provide a Community 
Coordinator to assist in care coordination and case management. The Community 
Coordinator will act in a liaison role with Nevada recipients and community partners to 
advocate for recipient needs, services and provide assistance in obtaining dental services. 
Specific functions might include: 


■ Advocate for recipient dental needs and services 


■ Help guide the recipients navigate the Medicaid program to obtain needed dental 
services 


■ Partner with clinical program managers and care coordinators to resolve and 
remove barriers to care and access 


■ Support professional networks in coordinating access to (Out-of-Network) OON 
care when appropriate 


■ Intervene with care providers and other community based service groups on behalf 
of the recipient to assist in appointment scheduling or connecting with our Customer 
Care Advocates for assistance when needed 


■ Recommend/refer cases to either UnitedHealthcare Nevada Dental Director for 
program exceptions based on clinical need or extraordinary circumstances 


■ Own any issue through to resolution on behalf of the recipient real-time or through 
comprehensive and timely follow-up 


■ Research complex issues across multiple databases leveraging cross-
functional  support teams to resolve recipient issues and/or escalations 
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■ Experience working with vulnerable children elderly and/or special needs 
recipients/patients 


In addition to creating partnerships with local advocacy groups, we will look for additional 
opportunities with other community based organizations, (ex. Head Start); initiate or 
participate in existing health fairs and other community events; and explore opportunities 
to partner on community initiatives and/or events with hospital groups, MCOs, FQHCs and 
other large group practices to provide education, screenings and referrals. 


3.6.4 Subcontractors 


3.6.4.1 All Subcontracts, excluding network provider contracts but including delegation 
agreements, must be in writing, must be prior approved by the DHCFP, and must 
contain all applicable items and requirements as set forth in the DHCFP DBA 
Contract, as amended.  The vendor may not delegate any item or requirement in the 
DHCFP DBA Contract to any subcontractor without the express, written approval of 
the DHCFP.  The vendor’s failure to obtain advance written approval of a 
Subcontract from the DHCFP will result in the application of a penalty equal to 
$25,000 for each incident.  Without limitation the vendor must make all 
Subcontracts available within five (5) business days of a request by the DHCFP.  
This includes but is not limited to administrative, technical and sub-contracted 
dental providers. 


As required, any subcontracts associated with the deliverables of this RFP will be 
submitted to DHCFP for advance written approval.  All subcontracts will contain all 
applicable items and requirements as set forth in the DHCFP DBA Contract as amended 
and upon request will be submitted within the time frame as outlined in Section 3.6.4.1. As 
the prime contractor, we also confirm that we will be wholly responsible for performance of 
the entire contract. 


For the purposes of this proposal, we plan to subcontract with Scion Dental, Inc. (Scion). 
Upon DHCFP approval, we will utilize Scion for the following contractual responsibilities: 


■ Eligibility management 


■ Encounter and standard reporting 


■ Member web portal 


■ Provider web portal 


■ Claims entry and payment  


■ Clinical claim review 


■ Complaints and Appeals 


■ Member communications production and distribution  
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3.6.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or 
arrange for the performance of services to be provided to enrolled recipients on 
whose behalf the DHCFP makes Capitation payments to the vendor. 
Notwithstanding the use of subcontractor(s), the vendor accepts and acknowledges 
its obligation and responsibility under this Contract as follows:  


A.  For the provision of and/or arrangement for the services to be provided 
under this Contract and to ensure the coordination of care between dental, 
orthodontia and as applicable medical needs is maintained; 


Member advocates, in collaboration with the PDP will ensure the coordination of 
care between the dental care provider and any orthodontia provider or specialist as 
needed. 


B.  For the evaluation of the prospective subcontractor’s ability to perform the 
activities to be delegated;  


Prior to selecting subcontractors, we complete a thorough review of their 
qualifications. In order to contract with us, vendors must agree to and meet specific 
service level expectations for quality, security, accuracy and pricing efficiency. We 
conduct both physical and electronic security checks of the vendors’ facilities and 
secure information network to ensure their compliance with HIPAA regulations and 
our security standards, as established by our privacy office and information and 
business risk management teams. Additionally, where applicable, our standard 
vendor contract requires that vendors supplying critical services file a business 
continuity plan in demonstration of how they would continue processing business, 
should a force majeure event present a business interruption. 


MONITORING AND EVALUATION 
Our mechanisms for monitoring subcontractors are described below. Unless 
otherwise noted, we use these approaches for external subcontractors and for our 
affiliated entities within UnitedHealth Group. 


Delegation Oversight: We are accountable for delegated functions and recognize 
the necessity of maintaining continued oversight of delegated activities to ensure 
consistent, quality performance, without compromise. Accordingly, our CEO, as well 
as our contract compliance officer, will monitor the performance of subcontractors 
to ensure contract compliance and operational excellence. In addition, our 
compliance staff, headed by compliance officer and in-house counsel, are 
responsible for ensuring that the services and functions performed by our 
subcontractors, including external vendors and affiliate segments, are completed in 
accordance with state contract requirements. 


Operations Meetings: As appropriate, representatives from our subcontractors will 
be invited to Nevada plan operations meetings.  These collaborative meetings 
promote the value of each respective function and a clear understanding of how 
each functional area is dependent on the success of the others. During these 
meetings our Executive Team will provide direction for our subcontractors and 
ensure that their quality and effectiveness is sufficient to meet our objectives. 
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Operating Agreements: We rely on the operating agreement for a description of 
the required functions and service levels; the process by which we will assess 
performance; the recourse we have if service standards or expectations are not met 
(including revocation of delegation or imposing other sanctions if the 
subcontractor’s performance is inadequate); and the authority of our Chief 
Executive Officer and executive team to drive change. This agreement is put in 
place with the consent of UnitedHealthcare and the delegated subcontractor. 


Sign-off Authority: In certain instances, our operating agreements include sign-off 
authority for our Chief Executive Officer and COO to approve or deny proposed 
changes in a subcontractor’s policies or processes. If one of our partners wishes to 
change a policy, or their technology, or other key elements of their services for our 
recipients, part of this process must include explicit written approval from 
UnitedHealthcare and agreement that we understand the impacts for our 
constituents. 


Statistics and Reports: Each subcontractor will be required to submit ongoing 
reports to UnitedHealthcare that illustrate their effectiveness at meeting contract 
requirement for those areas delegated. Key metrics and indicators used monitor our 
subcontractors and include provider and member call service levels, claims 
timeliness, and claims accuracy statistics, as well as utilization review metrics. 


Surveys: We will perform member and provider surveys to gain feedback on the 
service of the designated subcontractors.  


C.  For the payment of any and all claims payment liabilities owed to providers 
for services rendered to enrolled recipients under this RFP, for which a 
subcontractor is the primary obligor provided that the provider has 
exhausted its remedies against the subcontractor; provided further that such 
provider would not be required to continue to pursue its remedies against the 
subcontractor in the event the subcontractor becomes insolvent, in which 
case the provider may seek payment of such claims from the Vendor.  For 
the purposes of this section, the term “Insolvent” shall mean: 


1. The adjudication by a court of competent jurisdiction or administrative 
tribunal of a party as a bankrupt or otherwise approving a petition 
seeking reorganization, readjustment, arrangement, composition, or 
similar relief under the applicable bankruptcy laws or any other similar, 
applicable Federal or State law or statute; or 


2. The appointment by such a court or tribunal having competent 
jurisdiction of a receiver or receivers, or trustee, or liquidator or 
liquidators of a party or of all or any substantial part of its property 
upon the application of any creditor or other party entitled to so apply 
in any insolvency or bankruptcy proceeding or other creditor’s suit. 


As outlined, we are responsible for subcontractors, and therefore, would be 
responsible for any and all claims payment liabilities owed to providers. 
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D. For the oversight and accountability for any functions and responsibilities 
delegated to any subcontractor.  The vendor shall indemnify, defend and 
hold the State of Nevada, the DHCFP and their officials, representatives and 
employees harmless from any and all liabilities, losses, settlements, claims, 
demands, and expenses of any kind (including but not limited to attorneys’ 
fees) which are related to any and all claims payment liabilities owed to 
providers for services rendered to enrolled recipients under this RFP for 
which a subcontractor is the primary obligor; 


Our legal department manages our subcontractor relationships to ensure their work 
is within our established standards, and we accept responsibility if one of our 
subcontracted vendors fails to meet a contractual obligation assumed by us. 


We take responsibility for the services provided by our subcontractors in the same 
way we take responsibility for those services we perform without the use of a 
subcontractor. We will hold our vendors to the same standards and requirements to 
which we agree. 


E. Subcontracts which must be submitted to the DHCFP for advance written 
approval include any subcontract between the vendor, excluding network 
provider contracts, and any individual, firm, corporation or any other entity 
engaged to perform part or all of the selected vendor’s responsibilities under 
the DHCFP DBA Contract.  This provision includes, but is not limited to, 
claims processing, recipient services, provider services, cost containment 
services such as utilization management, third party liability, surveillance 
and utilization review. This provision does not include, for example, 
purchase orders. In addition, the vendor must provide written information to 
the DHCFP prior to the awarding of any contract or Subcontract regarding 
the disclosure of the vendor’s ownership interests of five percent (5%) or 
more in any delegated entity or Subcontractor;  


Should we subcontract to any individual, firm, corporation or any other entity 
engaged to perform part or all of our responsibilities; the subcontract will be 
submitted to DHCFP for advance written approval by our Medicaid compliance 
officer. Before the award of any subcontract, we will provide information to the 
DHCFP regarding ownership of 5 percent or more in any delegated entity or 
subcontractor. We acknowledge and affirm all definitions listed above. We also 
affirm that we shall indemnify, defend and hold the state of Nevada, DHCFP and 
their officials, representatives and employees harmless from any and all liabilities. 


F. As part of its provider contracting and subcontracting, the vendor agrees 
that it shall comply with the procedures set forth in Attachment D, Contract 
Form; 


As required, we agree to comply with the procedures set forth in Attachment D, 
Contract Form. 


G. Subcontractor contracts may not be structured to provide financial or other 
incentives to providers and subcontractors for denying, reducing or limiting 
medically necessary services; and 


Our subcontractor contracts do not provide financial or other incentives to providers 
and subcontractors for denying, reducing or limiting medically necessary services. 
Any future subcontracts will not provide financial or other incentives to providers 
and subcontractors for denying, reducing or limiting medically necessary services. 
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H. The use of “gag” clauses in subcontractor contracts is prohibited. 


Our subcontractor contracts do not include “gag” clauses and any future 
subcontracts will not include “gag” clauses. 


3.6.5 Access and Availability 


The vendor shall: 


3.6.5.1 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure 
compliance with access standards, and take appropriate corrective action, if 
necessary, to comply with such access standards.  


HPN has and will continue to, on a quarterly basis, use geo-access mapping and data-
driven analyses to ensure compliance with access standards, and take appropriate 
corrective action, if necessary, to comply with the required access standards outlined in 
the Scope of Work. 


APPROACH TO CORRECTIVE ACTION 
Our Provider Services team, working in collaboration with other departments, has 
organizational responsibility for gathering, evaluating and trending provider input; 
prioritizing provider-identified issues; and developing effective intervention strategies to 
address them. 


These multiple data points of provider information operate as a clearinghouse and an 
early warning system to identify issues as soon as possible and avoid escalation. 


When an unsatisfactory trend or issue is identified, it is assigned to the appropriate 
functional area or interdisciplinary team for prioritization and end-to-end resolution. 
Necessary research is performed, leading to development of the following: 


■ Problem summary 


■ Root cause analysis 


■ Impact 


■ Proposed solution 


Provider Services completed the initial reviews, with trended information reported to the 
HPN Quality Improvement Committee to identify performance improvement opportunities 
and to review corrective actions as determined appropriate. If monitoring indicates issues 
of noncompliance with requirements, provider advocates will increase face-to-face visits to 
assist the provider in determining a quick resolution and take corrective action if there is a 
failure to comply. 


3.6.5.2 Partner actively with the DHCFP, community providers and stakeholders to identify 
and address issues and opportunities to improve dental care access and 
availability for Medicaid and CHIP recipients.  


As the state’s leading and most experienced health insurer, HPN remains committed to 
ensuring recipients receive access to the same quality dental programs as those who are 
privately insured or have Medicare. Our primary focus has been, and remains, offering a 
dental care delivery and financing system that provides medical excellence at an 
affordable price to all Nevadans. 
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We take seriously our accountability for providing meaningful, well-orchestrated dental 
care programs. Nevada is both growing and increasingly diverse, which presents the 
State with unique challenges in financing and delivering dental care services. We are an 
experienced, successful contractor well versed in these challenges. Throughout the years, 
HPN has stepped forward to partner with the State to resolve issues recipients have faced 
with access and availability to services and to maintain or improve access to care for the 
publicly insured. 


We collaborate with DHCFP routinely to address issues and opportunities to improve 
dental care access and availability to recipients, as well as providing education and 
outreach to our providers. We continually work with providers and stakeholders to ease 
administrative burdens and remove barriers to care. 


3.6.5.3 Promotion of preventative care services shall be accomplished by completing 
welcome calls to new recipients.  This method ensures orientation with emphasis 
on access to care and choice of PDP. 


We will utilize a combination of automated and live dialing and make at least four attempts 
on different days and different times to make a welcome call to all new recipients within 
thirty days of enrollment. An important feature of our automated calling system is that 
recipients have the option to opt out of the automated message when they are on the call 
and instead speak to a live representative.  That initial call is very important, because it is 
our opportunity to not only engage our recipients, but also provide important information 
about the plan benefits.  During that call, we will provide recipients information about the 
importance of their plan benefits, assist them in selecting a dentist, and answer any 
questions that they might have about access or care. 


3.6.5.4 Maintain an adequate network that ensures the following:  


A. The vendor must have at least one (1) full-time equivalent (FTE) dentist per one 
thousand five hundred (1,500) recipients per geographic service area.  The 
vendor’s dental provider network must also include at a minimum, pediatric 
dentist, dental hygienists, and oral surgeons in each geographic service area 
sufficient to provide necessary access to care.  In clinic practice settings where 
a dentist provides direct supervision of dental residents who have a temporary 
permit from the State Board of Dentistry in good standing, the vendor may 
request and the DHCFP may authorize the capacity to be increased as follows: 
one (1) dental resident per one thousand (1,000) recipients per vendor.  The 
dentist shall be immediately available for consultation, supervision, or to take 
over treatment as needed.  Under no circumstances shall a dentist relinquish or 
be relieved of direct responsibility for all aspects of care of the recipients 
enrolled with the dentist.  


We comply with the above state requirements and have comprehensive provider 
access and availability policies and procedures in place, which help us ensure 
adequate physical and geographical access to medically covered services for enrolled 
recipients. On a quarterly basis, we use GeoAccess mapping and data-driven 
analyses to ensure compliance with the State’s access standards. The report includes 
member-to-provider ratios, average driving distances to the nearest primary care 
dental locations and open/closed panel status for PDPs. We have extensive 
experience providing this to the markets we serve. 


We can demonstrate, through quarterly access and availability reporting, the ability to 
exceed regulatory compliance requirements for the following access and availability 
measures, as contractually required by the DHCFP: 
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We currently meet or exceed the requirement of having at least one full time 
equivalent dentist per 1500 recipients per geographic service area.  


As required, our dental network also includes the required providers to provide 
support in the identified geographic areas: 


■ Pediatric dentists 


■ Dental hygienist 


■ Oral surgeons 


In addition, our offered network also exceeds the requirement of one PDP within 25 
miles.  Recipients enrolled in our network will have the benefit of having access to a 
provider close to home.  On average, our network currently offers exceptional access 
which gives recipients the choice of a provider only 2.5 miles from their home. Nevada 
recipients will continue to have access to a provider network which has a 100 percent 
open panel, which exceeds the 50 percent open panel requirements. 


B. In order to increase capacity, the vendor shall submit for prior approval by the 
DHCFP a detailed description of the dental delivery system to accommodate an 
increased patient load, work flow, professional relationships, work schedules, 
coverage arrangements, and a twenty-four-hour (24-hour) access system. 


As required, prior to increasing capacity of any specific provider or provider group, we 
will submit a detailed plan as outlined to DHCFP for approval. 


3.6.5.5 PDP Network Requirements 


Demonstrate that the capacity of the PDP network meets the FTE requirements for 
accepting eligible recipients per service area.  This ratio cannot exceed the FTE 
requirement.  In no case may a single provider accept more recipients than allowed 
by the FTE requirement.   


UnitedHealthcare will perform routine monitoring of the network to include the FTE 
Requirements of one (1) full-time equivalent (FTE) dentist per one thousand five hundred 
(1,500) recipients per geographic service area. Additionally, all recipients will have access 
to a provider network which currently includes a 100 percent open panel, which exceeds 
the 50 percent open panel requirements 


3.6.5.6 Primary Dental Provider Participation 


Per geographic service area, at least fifty percent (50%) of all of the Network PDPs 
must contractually agree to accept eligible recipients.  At least fifty percent (50%) of 
the aforementioned PDPs must accept eligible recipients at all times.  If the vendor 
has a contract with a Federally Qualified Health Center (FQHC) and/or the University 
of Nevada Las Vegas School of Dental Medicine, the dentists of the DBAs can be 
counted to meet the fifty percent (50%) participation and fifty percent (50%) 
acceptance requirement.  The DHCFP or its designee may audit the vendor’s 
network monitoring tool for compliance. 


Per geographic service area, HPN has more than fifty percent (50 percent) of all of the 
network providers who contractually agree to accept eligible recipients at all times. HPN 
has a contract with a Federally Qualified Health Center (FQHC) and/or the University of 
Nevada Las Vegas School of Dental Medicine, who also agree to accept eligible 
recipients at all times 
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3.6.5.7 Dental Specialists 


The vendor must provide access to all types of dental specialists for PDP referrals, 
and it must employ or contract with specialists in sufficient numbers to ensure 
specialty services are available in a timely manner. The vendor should provide 
access to at least two specialists/subspecialists in their service areas. The 
minimum ratio for specialists (i.e., those who are not PDPs) is one (1) specialist per 
one thousand five hundred recipients per service area (1:1500).  


These ratios may be adjusted by the DHCFP for under-served areas, upon the 
analysis of dental specialist availability by specific service area. 


We provide access to all types of dental specialists for PDP referrals and are compliant 
with required specialists’ ratios. 


If a recipient is unable to arrange specialty care from a network provider, the vendor 
must arrange for services with a provider outside the vendor’s network.  


If a recipient is unable to arrange specialty care from a network provider, we help arrange 
for services with an out-of-network provider via single case agreement. 


3.6.5.8 Ensure enrolled recipients’ access to covered services is consistent with the 
degree of urgency, as follows: 


HPN’s Provider Services and Network Development policies include specific requirements 
related to network access and availability for appointment standards. Our provider 
advocates act as liaisons between HPN and the providers.  Periodic site visits and after 
hour audit calls are conducted by the provider advocates to verify and ensure provider 
compliance with the required appointment standards. The network provider contracts 
outline the required appointment standards and adherence is mandatory by all network 
providers for the following services, including but not limited to: emergency services, 
specialists, and routine dental services. We use complaints/grievances, member 
satisfaction surveys, secret shopper calls, after hours audit calls and site visits to evaluate 
the adherence to the appointment standards. We identify performance improvement 
opportunities and addresses deficiencies for corrective action as determined appropriate. 
Provider services advocates conduct follow-up site visits and work with the providers on 
any compliance-related issues to assist the provider in a quick resolution. 


A.  Emergency dental services provided on an emergency basis in a hospital, 
emergency room or ambulatory surgery center are provided as part of the 
medical MCO benefit. The vendor must educate recipients and providers 
about availability of, and how to access emergency dental services; 


Recipients will be provided information on how to access emergency services 
during the initial welcome call.  This information is also provided in the member 
handbook.  Additionally, recipients may call member services and will be provided 
instructions about the availability and how to access emergency dental services. 


B.  PDP Appointments 


1. Urgent care, including urgent specialty care, must be provided within 
24 hours.  
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2. Therapeutic and diagnostic care must be provided within 14 days.  


3. Routine or preventive dental services for eligible recipients within six 
(6) weeks in accordance with the American Academy of Pediatric 
Dentistry (AAPD) periodicity schedule. 


4. PDP's must make referrals for specialty care on a timely basis, based 
on the urgency of the Member’s medical condition, but no later than 30 
days.  


We comply with the requirements as set forth in the Scope of Work for 
emergency services, therapeutic and diagnostic care, routine or preventive 
dental services and specialist appointments.  


We maintain access and availability policies, which delineate the monitoring 
mechanisms used to assess compliance with our standards for access to 
care. Additionally, we continuously monitor appointment availability by 
performing member satisfaction surveys, monitoring complaint/grievance 
data and conducting office-site visits.  


Service   C.            Specialist Appointments 


For specialty referrals to dental specialists and other diagnostic and 
treatment health care providers, the vendor shall provide: 


1. Same day, emergency appointments within twenty-four (24) hours of 
referral; 


2. Urgent appointments within three (3) calendar days of referral; 


3. Routine appointments within thirty (30) calendar days of referral; and  


4. Vendor must allow access to a child/adolescent specialist(s) if 
requested by the parent(s). 


We comply with the requirements as set forth in the Scope of Work for 
specialty referrals including, emergency services, urgent appointments, 
routine appointments.  


As required, we will also provide access to a child/adolescent specialist if 
requested by the parent.  


We maintain specialist access and availability policies, which delineate the 
monitoring mechanisms used to assess compliance with our standards for 
access to care. Additionally, we continuously monitor appointment availability 
by performing member satisfaction surveys, monitoring complaint/grievance 
data and conducting office-site visits. If access falls below the required limit, 
we will assist any recipients in obtaining treatment from an out of network 
specialist.  Additionally, we will notify our network recruitment department so 
that they create a recruitment plan to the desired specialist. 
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D.  Appointment Standards 


The vendor shall have established written policies and procedures: 


1. Disseminating its appointment standards to all network providers, and 
must assign a specific staff member of its organization to ensure 
compliance with these standards by the network.   


We will take a proactive approach to ensure compliance with appointment 
coverage beginning with provider education during recruitment. Once the 
provider has been screened and accepted into the network, they will receive 
thorough training on the specific program requirements which will include the 
expected hours of access. We will reiterate specific access requirements in 
the provider contract as well as outlined in the Provider summary guide that 
is given to all network providers. 


2. Concerning the education of its provider network regarding 
appointment time requirements, the vendor shall: 


a. Monitor the adequacy of its appointment process and 
compliance; and  


Provider’s adherence to the stipulated access requirements will be 
monitored through our complaint tracking and analysis process. The 
manager of provider operations will coordinate follow-up with providers 
on complaints and will provide additional training and education and if 
necessary will initiate a corrective action plan (CAP). 


We will supplement our ongoing complaint monitoring with an annual 
Provider Access Survey, which will monitor compliance with the 
Nevada appointment availability requirements. We will use appropriate 
survey tools to record compliance on each review standard for follow-
up and reporting. We will flag providers who do not meet requirements 
and provide follow-up education and send a letter or put them on a 
CAP to bring them into compliance. We will then contact the provider 
after the survey to conduct additional education on contract 
requirements and conduct follow-up surveys as needed to reassess 
compliance. If a follow-up survey indicates a continued problem, the 
provider will be removed from the provider directory and the dental 
director will contact the provider to resolve the non-compliance. 
Habitual non-compliance may result in provider termination based on 
material breach of contract. The director of quality management will 
present data to our Quality Improvement Committee for final 
recommendations. 


Based on the results of the survey, our network team will determine if 
there are any gaps in access if a provider is terminated. If gaps are 
identified and additional recruitment is needed, our network team will 
create a recruitment campaign and add additional providers to fill 
identified gaps. 
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b. Implement a Plan of Correction (POC) when appointment 
standards are not met. 


We take a proactive approach to ensuring compliance with 
appointment after-hours coverage by thoroughly training providers on 
requirements when they begin participation in the program and 
documenting requirements in the Provider summary guide.   


We will monitor compliance through our complaint tracking and 
analysis process. The Provider Outreach Manager will coordinate 
follow-up with providers on complaints, including education and, if 
necessary, a corrective action plan (CAP). 


3.6.5.9 Office Waiting Times 


The vendor shall establish written guidelines that a recipient’s waiting time at the 
PDP’s or specialist’s office is no more than one (1) hour from the scheduled 
appointment time, except when the provider is unavailable due to an emergency.  
Providers are allowed to be delayed in meeting scheduled appointment times when 
they “work in” urgent cases, when a serious problem is found, or when the patient 
has an unknown need that requires more services or education than was described 
at the time the appointment was scheduled. 


HPN’s Provider Services and Network Development department has established policies 
for office wait times. The network provider contracts outline the required office wait time 
standards and adherence is mandatory by all network providers. 


SERVICE DEFINITION STANDARD 


■ Office Wait Time Wait time in dentist’s office is one hour from scheduled 
appointment time, except when dentist is unavailable due to an emergency 


■ Office Wait Time Wait time in specialist’s office one hour from scheduled 
appointment time, except when provider is unavailable due to an emergency.  


These service standards are monitored by complaints received. 


3.6.5.10 Access Exceptions 


Document and submit to the DHCFP, in writing within 15 days, justification for 
exceptions to access standards set forth in this RFP. Such justifications shall 
include alternative standards that are equal to or better than the usual and 
customary community standards for accessing care. 


As a result of the breadth of our current established provider network, HPN currently 
exceeds access standards as stated in this Section 3.6.5 and is not requesting exceptions 
to the standards. 
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3.6.5.11 Provider Terminations 


A.  The vendor must give written notice of termination of a contracted provider, 
within fifteen (15) days of receipt or issuance of the termination notice, to 
each recipient who received his/her primary care from, or was seen on a 
regular basis by the terminated provider. 


We comply with this requirement. It is our policy to notify recipients and our state 
partner of changes in the provider network. We notify the DHCFP of any significant 
network changes, including any pertinent information about the nature of the 
change and how the change affects the delivery of covered services. Our provider 
services department forwards the terminating provider’s information and the 
number of impacted recipients to our compliance department as notice of a change. 
Our compliance department then reaches out to the DHCFP within the required 
time frame to advise of potential impact to recipients due to network change (e.g., 
changes that will substantially affect the ability of recipients to access services). 


Affected recipients are notified in writing of PDP and specialist terminations within 
15 days after receipt or issuance of the termination. Recipients are auto-assigned to 
another PDP until the recipient calls our member services center to change the 
PDP. For a recipient in active treatment, our case management staff uses 
information obtained from the prior provider to coordinate care and confirm that the 
recipient’s care is not disrupted during the transition process. The case manager 
works collaboratively with our provider services department to verify that recipients 
have access to providers and covered services. 


B.  If the vendor de-credentials, terminates, or dis-enrolls a provider; the vendor 
must inform the DHCFP Provider Enrollment Unit within five (5) business 
days.  


To satisfy requirements set forth by the State, we will be submitting monthly lists to 
the DHCFP of new and termed providers in the network. In the case of a 
termination, de-credentialing or disenrollment, we will provide the State with all the 
information applicable as required by law. 


C.  The vendor at a minimum must provide the DHCFP the basis, reasons or 
causes for such action and any and all documentation, data, or records 
obtained, reviewed, or relied on by the vendor including but not limited to:  


1. Provider/patient files. 


2. Audit reports and findings. 


3. Medical necessity reviews. 


We will comply and follow DHCFP notification policies when we dis-enroll, de-
credential, terminate or remove a provider from the provider network. We will 
provide the cause and documentation, as allowed by law, to the DHCFP within the 
required notification time frames set forth by DHCFP. 
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D. If the de-credentialing, termination or disenrollment of a provider is due to 
suspected criminal actions, or disciplinary actions related to fraud or abuse, 
the DHCFP is responsible for notifying the MFCU or HHS-OIG. 


Our policies are compliant with the DHCFP requirement that we notify our offices 
within 15 calendar days of the determination to deny a Medicaid provider 
credentialing or recredentialing due to concerns about provider fraud, integrity or 
quality. Similarly, we must notify within 15 calendar days if the Credentialing 
Committee de-credentialed, terminated or disenrolled a provider due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse. 


3.6.5.12 Notification of Significant Network Changes 


A.  The vendor will notify the DHCFP’s designated staff, within one (1) business 
day, of any unexpected change that would impair its provider network.  This 
notification shall include: 


We comply with this requirement. It is our policy to notify members and our state 
partner of changes in the provider network. We notify the DHCFP of any significant 
network changes, including any pertinent information about the nature of the 
change and how the change affects the delivery of covered services.  


1. Information about the nature of the change and how the change will 
affect the delivery of covered services; and 


Our provider services department forwards the terminating provider’s 
information and the number of impacted recipients to our compliance 
department as notice of a change. Our compliance department then reaches 
out to the DHCFP within the required time frame to advise of potential impact 
to recipients due to network change (e.g., changes that will substantially 
affect the ability of recipients to access services). 


2. The vendor’s plans for maintaining the quality of recipient care if the 
provider network change is likely to result in deficient delivery of 
covered services. 


For a recipient in active treatment, our case management staff uses 
information obtained from the prior provider to coordinate care and confirm 
that the recipient’s care is not disrupted during the transition process. The 
case manager works collaboratively with our provider services department to 
verify that recipients have access to providers and covered services. 


B.  The vendor must notify the DHCFP of any change in its network that will 
substantially affect the ability of recipients to access services as soon as the 
change is known, or not later than fifteen (15) calendar days prior to the 
change. 


Affected recipients are notified in writing of PDP and specialist terminations within 
15 days after receipt or issuance of the termination. The recipient notice will contain 
the name of the next 2 closest PDP. However, recipients may select any available 
PDP.  If a recipient fails to make a new selection with the 2 week notice period, they   
will be auto-assigned to another primary care provider until the recipient calls our 
member services center to change their primary care dentist. 
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3.6.5.13 Prohibited Practices 


The vendor shall take affirmative action so that recipients are provided access to 
covered medically necessary services without regard to race, national origin, creed, 
color, gender, gender identity, sexual preference, religion, age, and health status, 
physical or mental disability, except where medically indicated.  Prohibited 
practices include, but are not limited to, the following: 


All of our contracts contain the prohibited practice language outlined above and meet the 
requirements as stated in the Scope of Work for Section 3.6.5.13. As outlined in our 
Access and Availability policy and in all our provider contracts, covered services shall be 
provided to recipients without regard to race, national origin, creed, color, sex, sexual 
orientation, religion, age, disability or handicap condition (including AIDS and AIDS related 
conditions), or health status except where medically indicated. Additionally, we do not 
discriminate or promote discrimination, discourage enrollment, steer specific subsets of 
recipients to particular plans, or limit access to services based upon race, ethnicity, 
national origin, religion, sex, age, mental or physical disability, sexual orientation, genetic 
information or source of payment. 


The patient is centric in the model of care that our network provides for recipients, and 
when requested, their families are to be directly involved as much as possible in the 
decision-making process and the development of treatment plans. 


Prohibited practices by contracted providers include, but are not limited to: 


Denial of Services: Denying or not providing a recipient a covered service or available 
facility. 


Covered Services: Providing a recipient a covered service which is different or is 
provided in a different manner or at a different time from that provided to other recipients, 
other public or private patients or the public at large. 


Segregation or Separation: Subjecting a recipient to segregation or separate treatment 
in any manner related to the receipt of any covered service. 


Time and Place: The assignment of times or places for the provision of services on the 
basis of race, national origin, creed, color, sex, religion, age disability or handicap 
condition (including AIDS and AIDS-related conditions), or health status of the recipient to 
be served. 


Denying Discussion of Details: We encourage providers to discuss with their patients 
pertinent details regarding the diagnosis of the patient’s condition, the nature and purpose 
of any recommended procedure, the potential risks and benefits of any recommended 
treatment, and any reasonable alternatives to such recommended treatment, and any 
reasonable alternatives to such recommended treatment regardless of benefit coverage 
limitations. 


Prohibited Payment: We do not contract with or pay for services rendered by providers 
who are excluded from participation under Title V, XVIII or XX or allow providers to 
order/prescribe services during a time period which they were excluded under Title V,XVIII 
or XX. We will comply with any state-issued suspension regarding paying providers 
suspected of fraud. 
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Charging for Medically Necessary Service: Through compliance with the provider 
contracts, network providers agree to collect only the applicable copayments, if any, from 
the recipients at the time of services. Except for the collection of copayments, providers 
shall under no circumstances attempt to collect any amount over the applicable 
copayment. 


Subcontractor: We will not knowingly enter into an agreement with any subcontractor 
that would allow, encourage or permit a subcontractor to implement unreasonable barriers 
or restrictions. In the event we became aware of an existing subcontractor who was failing 
to comply with this section, we would immediately terminate the agreement with said 
subcontractor. 


A.  Denying or not providing an enrolled recipient a covered service or available 
facility; 


Provider contract language expressly prohibits providers from denying or providing 
and enrolled recipient a covered service or available facility. 


B.  Providing an enrolled recipient a covered service which is different, or is 
provided in a different manner, or at a different time from that provided to 
other recipients, other public or private patients, or the public at large; 


Provider contract language expressly prohibits providing an enrolled recipient a 
covered service which is different or is provided in a different manner or at a 
different time from that provided to other recipients, other public or private patients, 
or the public at large. 


C.  Subjecting an enrolled recipient to segregation or separate treatment in any 
manner related to the receipt of any covered medically necessary service, 
except where medically indicated; 


Provider contract language expressly prohibits subjecting an enrolled recipient to 
segregation or separate treatment in any manner related to the receipt of any 
covered medically necessary service, except where medically indicated. 


D.  The assignment of times or places for the provision of services on the basis 
of race, national origin, creed, color, gender, gender identity, sexual 
preference, religion, age, physical or mental disability, or health status of the 
recipient to be served;  


Provider contract language expressly prohibits the assignment of timers or places 
for the provision of services on the basis of race, national origin, creed, color, 
gender, gender identity, sexual preference, religion, age, physical or mental 
disability or health status of the recipient to be served. 


E.  The vendor may not prohibit, or otherwise restrict, a health care professional 
acting within the lawful scope of practice, from advising or advocating on 
behalf of a recipient who is his or her patient: 


We encourage providers to discuss with their patients pertinent details regarding 
the diagnosis of the patient’s condition, the nature and purpose of any 
recommended procedure, the potential risks and benefits of any recommended 
treatment, and any reasonable alternatives to such recommended treatment, and 
any reasonable alternatives to such recommended treatment regardless of benefit 
coverage limitations. 
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1. For the recipient's health status, dental care, or treatment options, 
including any alternative treatment that may be self-administered; 


All providers are required to provide recipient’s information regarding their 
health status, dental care or treatment options including any alternative 
treatment that may be self-administered. 


2. For any information the recipient needs in order to decide among all 
relevant treatment options; 


All providers are required to provide recipients the information that they need 
in order to decide among all relevant treatment options. 


3. For the risks, benefits, and consequences of treatment or non-
treatment; and 


All providers are required to advise recipients of the risks, benefits and 
consequences of treatment or non-treatment. 


4. For the recipient's right to participate in decisions regarding his or her 
health care, including the right to refuse treatment, and to express 
preferences about future treatment decisions. 


All providers are required to advise recipients of their right to participate in 
decisions regarding his or her health care, including the right to refuse 
treatment and to express preferences about future treatment decisions. 


F.  Employing or contracting with providers excluded from participation in 
Federal health care programs. [42 CFR 438.214(d)]; and 


We do not contract with or pay for services rendered by providers who are 
excluded from participation under Title V, XVIII or XX or allow providers to 
order/prescribe services during a time period which they were excluded under Title 
V, XVIII or XX. We will comply with any state-issued suspension regarding paying 
providers suspected of fraud. 


G.  Charging a fee for a medically necessary covered service or attempting to 
collect a co-payment.  


Through compliance with the provider contracts, network providers agree to collect 
only the applicable copayments, if any, from the recipients at the time of services. 
Except for the collection of copayments, providers shall under no circumstances 
attempt to collect any amount over the applicable copayment. 


3.6.5.14 If the vendor knowingly executes a subcontract with a provider with the intent of 
allowing, encouraging, or permitting the subcontractor to implement unreasonable 
barriers or segregate (i.e., the terms of the subcontract are more restrictive than the 
vendor’s contract with the DHCFP or incentives or disincentives are structured to 
steer enrolled recipients to certain providers) the vendor will be in default of its 
contract with the DHCFP.  In addition, if the vendor becomes aware of any of its 
existing subcontractors’ failure to comply with this section and does not take 
immediate action, it will be in default of its contract with the DHCFP.  


We will not knowingly enter into an agreement with any subcontractor that would allow, 
encourage or permit a subcontractor to implement unreasonable barriers or restrictions. In 
the event we became aware of an existing subcontractor who was failing to comply with 
this section, we would immediately terminate the agreement with said subcontractor. 
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3.6.6 Provider Contracts 


3.6.6.1 The vendor will execute and maintain, for the term of the contract, written provider 
agreements with a sufficient number of appropriately credentialed, licensed or 
otherwise qualified providers to provide enrolled recipients with all medically 
necessary covered services. 


We understand the importance of bringing a fully qualified and accessible provider 
network to deliver care to Nevada’s Medicaid recipients. We have mechanisms in place to 
monitor geographic distribution of primary care dentists. We review contracted providers 
on a quarterly basis, using GeoAccess mapping and data-driven analyses to monitor 
compliance with the State’s access standards. 


3.6.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider 
contract prior to execution.  In addition, prior to distributing or executing any 
substantive changes or amendments to the base contract, the vendor shall submit 
drafts of standard language for any such contract to the DHCFP for review.  
Provider contracts must meet all state and federal requirements.  Vendors are 
expected to submit all necessary information to demonstrate agreements are 
complete. The vendor shall submit any of its provider contracts to the DHCFP upon 
request.  


Our contracts are compliant with all applicable state and federal regulations and any 
requests to submit contract information to DHCFP will be honored. We will communicate 
any changes directly to DHCFP for review and approval before implementation. 


3.6.6.3 The timing and other events associated with provider recruitment must occur in a 
manner that will ensure meeting the objectives noted within this RFP.  The effort 
must include outreach to providers who are not currently participating in the 
DHCFP’s medical assistance programs or have a signed agreement but do not 
actively accept eligible recipients. Prior to becoming a network provider, a provider 
who is a non-Medicaid provider must be referred to the DHCFP for completion of 
the Medicaid provider enrollment.  However, vendors may enter into single case 
agreements with non-Medicaid providers as needed.  Any provider located outside 
of the state of Nevada must be licensed in their home state of practice in order to 
enter into a single case agreement with a vendor.  


We ensure that timing and other events associated with provider recruitment occurs in a 
manner that meets the objectives outlined by DHCFP. Provider recruitment efforts include 
outreach to providers who are not currently participating in DHCFP’s medical assistance 
programs or those who have a signed agreement but do not actively accept eligible 
recipients. Through our contract and provider site visits, we ensure that each provider is 
aware of the unique features and requirements of the Medicaid program including network 
access, copayment, and balance billing and reporting. We closely monitor our Medicaid 
provider networks to assess our compliance with availability standards for the number of 
practitioners and geographic distribution of network practitioners. Quarterly GeoAccess 
reports are reviewed to determine locations where recruitment outreach may be 
necessary, if any, to maintain compliance with required access and availability standards. 
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3.6.6.4 The vendor must also have written policies and procedures for monitoring and 
complete this monitoring on its providers, and for disciplining providers who are 
found to be out of compliance with the vendor’s dental management standards.  


We have and will maintain written policies and procedures for monitoring our providers as 
outlined in the Scope of Work Section 3.6.6.4. Our policies contain the monitoring 
mechanisms to assess compliance with the health plan’s standards for access to care. 
We monitor adequacy of appointments by performing quarterly member satisfaction 
surveys and ongoing monitoring complaint/grievance data.  


3.6.6.5 Provider contracts may not be structured to provide financial or other incentives to 
providers and subcontractors for denying, reducing, or limiting medically 
necessary services to a recipient. 


We understand the structure of the provider contract and we will comply with this section. 
Contract templates are submitted to the DHCFP for approval. 


3.6.6.6 The use of “gag” clauses in Provider contracts is prohibited. 


Our provider contracts do not include “gag” clauses and any future provider contracts will 
not include “gag” clauses. 


3.6.6.7 All provider contracts must be made available to the DHCFP within five (5) business 
days of the request.  


All provider contracts will be made available to the DHCFP within five business days upon 
request. 


3.6.6.8 The vendor will support and participate in any future grants awarded to Medicaid 
that affect vendors or vendor recipients.   


We agree to support and participate in any future grants awarded to Medicaid that affect 
vendors or vendor recipients. 
 


3.6.6.9 The vendor will be subject to ACA requirements for Medicaid enrollment. 


We are presently in compliance with all ACA requirements and confirm compliance in the 
future, as requested. 
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3.6.7 Provider Directory 


The vendor will publish its provider directory which includes all providers including 
FQHCs, and any subcontractors’ provider directory via an Internet website upon 
contract implementation and will update the website on a monthly basis for all 
geographic service areas.  Listed providers in the vendor network must be active, 
currently providing care or accepting new patients on behalf of the vendor and the 
provider’s demographic data must be accurate. The vendor will provide the DHCFP 
with the most current provider directory upon contract award for each geographic 
service area.  Upon request by the DHCFP, the vendor must confirm the network 
adequacy and accessibility of its provider network and any subcontractor’s 
provider network. When queried at least 90% of listed providers will confirm 
participation in the vendor’s network.  


On a monthly basis, no later than the tenth (10) day of the month, the Vendor will 
submit to the DHCFP a list of all providers who have been enrolled and a list of all 
providers who have disenrolled, deactivated, terminated, decredentials or been 
removed from the active provider enrollment in the previous month.  


We satisfy this requirement as set forth by the State. We update the provider directory in 
PDF format and post the document online monthly. 
 
We maintain data on all participating providers within our provider networks. Provider 
additions, changes and terminations in the network are routed daily through our network 
operations team. At any point in which there is a change to provider demographic 
information, our online directory is updated weekly for the recipient’s convenience. If a 
recipient does not have access to the internet or the website; he/she may contact the 
member services department for information. Further, upon contract award, we will 
provide at DHCFP’s request the most current provider directory. 


3.6.8 Recipient Communications 


All general communications to recipients must be written at an eighth (8th) grade 
level of understanding reflecting cultural competence and linguistic abilities.  The 
DHCFP must approve initial mass letter mailings and brochures or any subsequent 
change in content for recipients, exclusive of Dental educational and disease 
management information, prior to release. If the DHCFP does not respond within 
ten (10) business days, the vendor may consider the communication approved.  
This provision does not pertain to communications on specific topics to individual 
recipients. 


As we contact our recipients, one thing is clear—we must provide information that is easy 
to understand. If our recipients are unable to comprehend the terminology of our 
communications, they cannot make appropriate health decisions and consequently cannot 
take appropriate action. 
 
Our goal is to make educational messaging understandable, accessible and actionable. 
Our Nevada Medicaid recipient materials are written at no higher than 
an eighth-grade reading level where terminology permits (e.g., certain medical terms may 
be higher than an eighth-grade reading level). To confirm our recipient materials do not 
exceed the eighth-grade reading level, we use our proprietary readability tool, based upon 
the Flesch-Kincaid grade level formula. This tool rates the content and confirms that the 
materials we produce are easy to read, understand and act upon. Ultimately, we want to 
make certain we present information in a manner recipients will easily understand. 
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We understand the DHCFP must approve member communications, including initial mass 
letter mailings and brochures or any subsequent change in content for recipients, 
exclusive of dental, educational and disease management information, prior to release. 
We will work in partnership with the DHCFP to define and follow a communication 
approval process that meets all required timelines and confirms our receipt of DHCFP 
permission prior to distribution. We understand if the DHCFP does not respond within 10 
business days, we may consider the communication approved. In addition, we understand 
this provision does not pertain to communications on specific topics addressed to 
individual recipients. 


3.6.9 Provider Communications 


All general communications to providers including mass mailings, fax-blasts, 
brochures, batch emails, and communications specifically mentioned in this 
contract must be copied to the DHCFP. This provision does not pertain to 
communications on specific topics to individual providers. 


As required, we will provide copies of all general communications to providers; including 
mass mailings, fax-blasts, brochures, batch emails and communications specifically 
mentioned in this contract. In addition, we understand that this provision does not pertain 
to communications on specific topics addressed to individual providers. 


3.6.10 Provider Policy and Procedure Manual 


Distribution of the Provider summary guide typically takes place during the provider 
contracting phase of network development. All Provider summary guides will be 
distributed no later than five business days after a provider is included as part of the 
network. 


3.6.10.1 The vendor must prepare a Provider Policy and Procedure Manual.  The vendor 
shall document the approval of the Provider summary guide by the vendor’s Dental 
Director, and shall maintain documentation verifying that the Provider summary 
guide is reviewed and updated at least annually. 


Providers added to our network are given a Provider summary guide during the provider 
contracting phase. The Provider summary guide will be approved by the dental director 
and sent to the state yearly for approval prior to releasing to the network.  
 
The dental director will receive information and guidance from our Dental Clinical Policy 
and Technology Committee (DCPTC) which researches, develops and implements 
recommendations on clinical guidelines and new technologies based on principles of 
evidence based dentistry.  The Committee makes evidence-based recommendations on 
practice guidelines and new technologies based on scientific research meeting the highest 
levels of evidence available, as well as the recommendations of recognized experts such 
as organized dentistry, specialty societies and government organizations. 
 
The Committee ensures that recommendations are available to dentists online as well as 
through our provider newsletter and the Provider summary guide. Recommendations 
serve as the foundation for clinical policy and coverage determinations as well as for the 
basis of new benefits and programs, (including our condition management and wellness 
initiatives), utilization review and claims criteria, underwriting and marketing materials. The 
committee reports findings to the CAC. 
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Upon approval from the state, all network providers are notified via email or fax blast that 
the new Provider summary guide is available on the website. Providers may also request 
a hard copy of the Provider summary guide. At a minimum, the manual will be reviewed 
and updated on an annual basis. When updates are added to the Provider summary 
guide, a notification is sent to the network via email or fax blast and posted to the online 
website. 


3.6.10.2 The vendor must furnish one (1) copy of the manual to each provider upon 
recruitment into the network before provider has signed a contract, and must 
update all copies of the manual in each provider’s possession when changes are 
made by the vendor.  Provider update notices sent via facsimile, mail, and/or e-mail 
may be utilized to update the Provider summary guide when changes are made by 
the vendor.  The vendor can meet this requirement by furnishing one (1) copy of the 
manual and one (1) copy of the manual updates to each provider practice where 
several providers within the practice are recipients in the network. If a provider 
agrees, the manual may be provided in electronic format. One (1) hard copy and 
one (1) electronic copy of the Provider summary guide shall be provided to the 
DHCFP.  That electronic copy must be updated with the same frequency as the 
hardcopy manual copies furnished to providers.  The manual shall include, at a 
minimum, the following information: 


We will comply with the requirement to provide one hard copy of the Provider summary 
guide as well as an electronic copy. When updates are added to the Provider summary 
guide, a notification is sent to the network via email or fax blast and posted to the online 
website. 


The Provider summary guide includes the following, but is not limited to: 


A.  The policies and procedures to be implemented by the vendor to ensure 
provider contract compliance; 


The provider summary guide includes specific program requirements, policies and 
procedures to ensure compliance with all specific Nevada contract provisions. 


B.  The procedures governing verification of recipient eligibility and the process 
for receiving and disseminating recipient enrollment data to participating 
providers;  


The provider summary guide includes training tools and instruction for the provider 
to access our online portal which includes real-time member eligibility information. 


C.  Prior authorization procedures and requirements; 


The provider summary guide provides instruction on how to submit for prior 
authorization submission and real-time prior authorization status. 


D.  The procedures for claims administration; 


The provider summary guide provides complete information regarding claims 
information including: 


■ Detailed information regarding claim submission 


■ Real-time claims payment status instructions 


■ Claims appeal process and time frames 
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■ Information on how to submit clean claims via paper or electronic method for 
payment 


E.  Provider credentialing criteria; 


The provider summary guide provides complete information regarding credentialing 
process and procedures. 


F.  Provider network management; 


The provider summary guide provides information about network management and 
contracting process. 


G.  The benefits and limitations available to enrolled recipients under the 
program, including any restrictions on recipients’ freedom of choice imposed 
by the program and any/all payment obligations; 


The provider summary guide includes benefit information and covered 
services/programs. 


I. Administrative and billing instructions, including: a list of procedure codes; 
edits; units; payment rates; and all pertinent information necessary to submit 
a clean claim in a timely manner; 


The provider summary guide includes administrative and billing instructions 
including: 


■ List of procedure codes, edits, units and payment rates 


■ Information on how to submit clean claims via paper or electronic method for 
payment 


■ Claims billing information, as well as any necessary documents that may be 
needed to process a claim for payment 


I.  Procedure to dispute adverse payment and contract decisions; and  


The provider summary guide includes information about action, notice of action and 
appeals. 


J.  Policies and procedures to be implemented by the Vendor to manage quality 
improvement and recipient service utilization. 


The provider summary guide includes all policies and procedures and expectations 
regarding quality improvement and utilization management. 
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3.6.10.3 Provider Workshops 


The vendor must conduct, at least annually, provider workshops in the geographic 
service area to accommodate each provider site.  In addition to presenting 
education and training materials of interest to all providers, recent changes in 
policy or procedures should be provided.  All sessions should reinforce information 
on the need for providers to verify recipient eligibility and enrollment prior to 
rendering services in order to ensure that the recipient is Medicaid-eligible and that 
claims are submitted to the responsible entity.  Individual provider site visits will 
suffice for the annual training requirement. 


We comply with the requirements as stated in the Scope of Work Section 3.6.10.3 
pertaining to provider and recipient communications activities. We are committed to 
supporting and training our provider network, and understand that continuing provider 
education is critical to the delivery of high-quality health care services. 


In order to meet the needs of our various state customers, we have developed a diverse 
and effective portfolio of provider training methods. 


Training for providers, who participate in our Nevada Medicaid network will include, but 
are not limited to: 


■ Specific Nevada program requirements 


■ Billing requirements 


■ Specific federal guidelines including but not limited to: Section 1877(E)(3)(B) of the 
Social Security Act which prohibits participating providers from making payments 
directly or indirectly to a physician or other provider as an inducement to reduce or 
limit medically necessary services provided to enrollees 


■ Comprehensive instruction on medically necessary covered dental services in the 
Nevada plan 


■ Instruction on specific technology, administrative and program processes. 


■ Use of the Web provider Portal and its features, including but not limited to: (a) 
checking eligibility; (b) submitting and checking claims; (c) viewing reports and fee 
schedules (d) accessing a PDF of the provider summary guide; and (e) registering 
for and receiving electronic funds transfer (EFT) payments 


■ Coordination with a clearing house for claims and authorizations and the frequency 
of payments 


■ Use of the IVR system to communicate with recipients and providers 


■ Instruction on how to contact a member services advocate for one-on-one 
assistance 


■ Comprehensive instruction on medically necessary covered dental Services in the 
State plan 
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PROVIDER TRAINING 
We will maximize provider participation in training by ensuring that they are aware of the 
training schedule and by making training sessions convenient for busy Providers. We use 
a diverse array of communication techniques to increase provider awareness of upcoming 
training. These include sending invitations and reminders through: “blast-faxing,” e-
mailing, direct mailing, automated and live outbound calls and reminders on remittance 
notices and envelopes. We also encourage participation by offering the convenience of 
webinar-based training, which providers can attend without leaving their offices. 


We will make certain that providers meet all current and future state and federal eligibility 
criteria, reporting requirements, and any other applicable rules and/or regulations related 
to the contract through our comprehensive provider training program, ongoing provider 
outreach and the use of social media outlets to connect with providers. By meeting the 
different needs of various states, we have developed a diverse and effective portfolio of 
Provider training methods. 


We use a range of training modalities to meet the information and learning needs of our 
providers. Examples include:  


■ Distribution of the provider summary guide to providers during the contracting 
phase  


■ Targeted mailings, including copies of online training programs and PowerPoint 
presentations 


■ “Blast-faxing” Frequently Asked Questions (FAQs) and Quick Reference guides to 
Providers offices 


■ Live outbound introduction calls by our provider Advocate to welcome Providers to 
the network and answer any preliminary questions from the Provider 


■ Webinars showing, use of the Web provider portal and its features, including but 
not limited to: (a) checking eligibility; (b) submitting and checking claims; (c) 
viewing reports and fee schedules (d) accessing a PDF of the provider summary 
guide; and (e) registering for and receiving electronic funds transfer (EFT) 
payments. Coordinate with a Clearing House for claims and authorizations and the 
frequency of payments  


■ Use of our IVR system to communicate with recipients and providers  


■ How to contact a member services advocate for one-on-one assistance, 
comprehensive instruction on medically necessary covered dental services. 


FREQUENCY OF PROVIDER TRAINING 
Go-Live Webinars will occur daily in the 30 days preceding activation and every day of the 
following week. Subsequent Webinars will occur monthly. We will schedule provider 
seminars before and after the network’s go-live date and we will hold one annual Town 
Hall forum per region. Quarterly meeting to discuss and identify issues related to claims, 
enrollment and other issues will also be held via Webinar. Training materials relevant to 
the agenda will be provided to all attendees. Distribution of the provider summary guide 
typically takes place during the provider contracting phase of network development. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 115 


 


3.6.11 Network Maintenance 


Maintenance of the network includes, but is not limited to: 


a. Initial and ongoing credentialing; 


b. Adding, deleting, and periodic contract renewal; 


c. Provider education; and 


d. Discipline/termination. 


We meet the requirements as stated in the Scope of Work Section 3.6.11 pertaining to the 
network maintenance. Our provider contracts contain an initial term of one calendar year 
and then automatically renew for consecutive one-year periods providing predictability and 
stability to the network. Maintaining and managing our provider network involves many 
tasks, including initial and ongoing credentialing and recredentialing; adding and deleting 
network providers; periodic contract renewal; provider education; and, in some instances, 
discipline or termination. We take the provider discipline and termination process seriously 
and have an explicit policy in place to address such issues. 


3 . 7   D E N T AL  R E C OR D S 
3.7.1 Complete dental records shall be maintained by the vendor’s contracted providers, 


for each enrolled recipient in accordance with this RFP.  The records shall be 
available for review by duly authorized representatives of the State and CMS upon 
request. 


UnitedHealthcare maintains policies regarding dental records requirements, such as 
required and recommended information to be contained in proper dental records. This 
includes appropriate treatment plans, timeliness of treatment, and continuity and 
coordination of care. We may perform dental record audits if concerns exist about quality 
or when the plan has concerns about dental recordkeeping. In addition, chart review may 
be involved in anti-fraud investigation. 


Our provider contracts also require standardized dental record documentation. Through 
the Provider summary guide, site visits and ongoing interactions between provider 
advocates and our contracted providers, we validate that providers use the most current 
resources to maintain the confidentiality, accessibility and availability of all recipient dental 
records. Our provider contract templates contain the provision that providers comply with 
the confidentiality requirements as defined by state and federal law.  


3.7.2 The vendor shall have written policies and procedures to maintain the 
confidentiality, accessibility and availability, record keeping, and record review 
process for all dental records. Not more than ten (10) calendar days after submitting 
a request, the State shall have access to a recipient’s dental record, whether 
electronic or paper, and has the right to obtain copies at the vendor’s expense. 


Our Provider summary guide contains the dental record confidentiality standards that 
apply to provider office facilities. The standards include the requirement that a designated 
person(s) is responsible to maintain safekeeping of medical records or appropriate system 
backup for electronic medical records. In addition, the manual lists the medical record 
review standards assessed during on-site visits at provider offices to confirm compliance 
with confidentiality standards. 
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3.7.3 The recipient’s dental record is the property of the provider who generates the 
record. The vendor shall assist the recipient or the parent/legal guardian of the 
recipient in obtaining a copy of the recipient’s dental records, upon written request, 
from the provider. Records shall be furnished in a timely manner upon receipt of 
such a request but not more than thirty (30) calendar days from the date of request.  
Each recipient or parent/legal guardian of the recipient is entitled to one (1) free 
copy of the requested dental records.  The fee for additional copies shall not 
exceed the actual cost of time and materials used to compile copy and furnish such 
records. 


Upon request, a recipient can call member services to request support in obtaining a copy 
of the recipient’s dental records.  As required, all records will be furnished in a timely 
manner, with a maximum time-frame of 30 calendar days from the date of the request.  As 
cited, each recipient or parent/legal guardian is entitled to one free copy of the requested 
dental records.  Fees for additional copies shall not exceed the actual cost of time and 
materials used to compile copy and furnish such records. 


3.7.4 When an enrolled recipient changes primary care providers and/or health plans, the 
vendor’s contracted provider must forward all dental records in their possession to 
the new provider within ten (10) business days from receipt of the request. 


As required, when a recipient changes provider, the contracted provider will forward all 
dental records in their possession to the new provider within 10 business days from the 
receipt of the request. 


3 . 8  Q U AL I T Y  AS S U R AN C E  S T AN D AR D S  
3.8.1 Overview 


The common goal of the managed care program is a successful partnership with 
quality dental plans to provide care to the DHCFP recipients, while focusing on 
continuous quality improvement.   


The role of vendor is to ensure accessibility and availability to appropriate dental 
care, provide for continuity of care, and provide quality care to enrolled recipients.  
Recipients benefit from preventive dental care services, the quality and availability 
of which are monitored and evaluated by the DHCFP in conjunction with the 
DHCFP’s EQRO contractor.  The vendor is required to work collaboratively with the 
DHCFP and the EQRO in these quality monitoring and evaluation activities. The 
vendor will designate a lead person to work with the DHCFP on quality 
management. By virtue of the DHCFP’s contract with the EQRO and the federal 
regulations which set forth the State’s mandates for an EQRO, the vendor will be 
required to provide reporting data beyond that stipulated in this section and will 
participate in those additional EQRO activities as assigned and required by the 
DHCFP. 


As one of the largest Medicaid and CHIP dental administrators in the country, we have 
extensive experience managing Medicaid, CHIP and Family Health plans with all 
categories of Medicaid membership, including long term care and special needs 
recipients. 
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Leveraging current program expertise with the financial strength of UnitedHealth Group, 
UnitedHealthcare will be a strong partner to the Nevada Medicaid Dental Benefit Program. 
We share a commitment to accountability – establishing dental homes, improving recipient 
and provider outcomes and experiences through outreach and technology, and creating a 
shared environment in which Nevada will have visibility into our operational and financial 
performance.  


In addition to our experienced team, we have also created specific alignments to supply 
enhanced services that work in tandem with our internal expertise to create a stronger 
infrastructure for our clients.  


Upon contract award, we will finalize a written subcontract with Scion Dental, Inc. (Scion) 
who will provide their state of the art information technology and Medicaid expertise.  The 
owners of Scion Dental, Inc. are industry pioneers in improving government program 
dental management.  Scion’s Enterprise System technology platform is woven throughout 
all of UnitedHealthcare Dental’s workflow and processes, connecting providers, recipients, 
and our state agency clients in a single, real-time environment.  


Although each state program has unique features, collectively they are substantially 
similar to the medically necessary covered services and program requirements of the 
Nevada Medicaid dental program. The creation of dental homes, servicing of diverse 
recipient and provider populations and the managing of annual maximums are shared 
core competencies. We will accommodate the unique needs of the diverse population in 
Nevada through member communication using many different methods (telephone, 
online, community-based programs, etc.) translation services, and focused contracting 
with providers who can accommodate diverse and special needs.  


In all states, we develop critical member and provider outreach components designed to 
improve member education, create early dental interventions, and increase provider 
awareness and participation. These actions elevate the overall health status of program 
recipients, and are demonstrated assets that we will continue to bring to the Nevada 
dental program. 


As we have done for each of our clients, we have developed a program specific to the 
needs and requirements of the State of Nevada and its Medicaid recipients. This 
commitment to coordinated care and service, provider network development, utilization 
management and plan flexibility offers each of our clients the ability to honor their sincere 
commitment to provide critical dental care to their vulnerable Medicaid population and 
simultaneously meet their practical goal to effectively manage costs. 


We are dedicated to improving the health status of Nevadans by promoting improved 
access to quality health care. Our Nevada Dental Medicaid program is structured and 
staffed to enable us to systematically monitor and evaluate the quality and 
appropriateness of care and continually improve health outcomes for members in Nevada. 
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3.8.2 Quality Measurements 


3.8.2.1 The DHCFP will update Nevada’s Quality Strategy to indicate the set of dental 
quality measures to be reported. The DHCFP and/or the EQRO may conduct on-site 
review as needed to validate dental measures reported. The vendor must use 
audited data, and is responsible for ensuring all updates to the measure are 
reflected in the final, reported rates. The DHCFP reserves the right to require the 
vendor to conduct special focus studies and report on additional quality measures 
when requested. 


We will adhere to both timelines and audit steps in working with the EQRO annually as 
they perform a HEDIS Report Validation of selected HEDIS measures to verify 
compliance with HEDIS methodology either on-site or electronically. The final reported 
rates will reflect all data updated as a result of those completed audits. Upon request, we 
will also conduct any special focus studies and provide reports on additional quality 
measures to DHCFP and the EQRO. 


3.8.2.2 On an annual basis, vendors are required to report on all performance measures 
listed in the State Quality Strategy.  


We have a process in place to provide reporting on all performance measures in 
compliance with DHCFP requirements and have many years of national experience in 
collecting, analyzing and reporting HEDIS measures for the Medicaid populations. 


We have an unyielding commitment to improving the performance measures that indicate 
quality of care. We share this commitment with all employees throughout our 
organization—at the corporate level and in our individual health plans. Our QI Program 
provides an integrated, coordinated and quality improvement system to demonstrate 
compliance with contractual, state and federal requirements. We employ a 
knowledgeable, interdisciplinary QI team and proven structures and processes. 


We carry out our commitment to continuous quality improvement by monitoring 
performance measures and tracking them over time. With a fixed objective of achieving 
year-over-year improvements, and achieving national and regional targets as quickly as 
possible, we compare our performance measures to state minimum performance 
standards, goals and benchmarks. 


Dr. Michael Weitzner will be responsible for the oversight of the Quality Assurance Plan 
for the State of Nevada Dental Medicaid Program. As required by the State, the Quality 
Assurance Plan and Protocols will adhere to the following guidelines: 


■ It is implemented by professionals with adequate and appropriate experience in 
quality assurance 


■ The plan detect both underutilization and overutilization of services 


■ The plan assesses the quality and appropriateness of care furnished to enrollees. 


■ The plan provides for systematic data collection of performance and patient results 


■ The plan provides for interpretation of collected data to practitioners 


■ The plan provides for making needed changes when problems are found. 
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We have continually worked to improve each of our Medicaid and CHIP programs to 
achieve results that improve the oral and overall health of the recipients. As a data driven, 
quality focused organization, we collect data utilizing HEDIS* formulas and standards and 
other quality data to identify and address opportunities for improving the clinical quality of 
dental services provided to our recipients. Indicator measures are identified annually 
through the quality improvement program evaluation and included in the Annual Work 
Plan for periodic monitoring.  


UnitedHealthcare will generate the following indicator measures for the State Program:  


HEDIS Measure:  Annual dental visit: This measure is a basic indicator of members’ 
access to care. Results will be used to identify opportunities to increase member access. 
The measure is the percentage of enrolled recipients who had at least one dental visit 
during the measurement year and were eligible for coverage in each month of the 
measurement year. 


Dental Utilization by Service Category Role-up:  This measure is an indicator of our 
company’s overall performance. We will use the results to identify opportunities to focus 
on provider and member oral health education, dependent on the percentage of service 
categories. This measure is the percentage of members enrolled for 11 or 12 months of 
the measurement year who received a covered dental service that is captured by one or 
more of the Service Category Role-up buckets during the measurement year. Service 
Category Role-up Buckets include: (a) Preventive; (b) Diagnostic; (c) Restorative; and (d) 
Other. We will break out utilization by age bracket and compare results to those of the 
previous measurement period to determine improvement. 


Dental Procedures per 1,000 Member Months: This measure is an indicator of member 
access and delivery of services. We will use the results to identify over- and under-
utilization of services. The measure will be calculated for each period within our 
examination period, which we define as the months captured by two full calendar years 
and any months in the current year that fall within the last 36 months of the measurement 
month. If the measurement month is December, the examination period would be all 36 
months. The period can by a month, quarter, calendar year or year-to-date. We will break 
the results out by age bracket and service category role-up. 


Dental Procedures per Claimant:  This measure is an indicator of member access and 
appropriateness of treatment. We will use the results to monitor appropriate treatment, 
specifically over- and underutilization. This measure is the number of procedures received 
by a recipient who received at least one procedure. By utilizing industry leading data 
technology, innovative clinical models, enhanced provider recruitment and education and 
creative outreach and case management UnitedHealthcare is committed to increasing the 
number of children who have access to dental services before the age of 21. 


Average Wait times for Appointments: This measure is an indicator of member access. 
The Nevada Medicaid program has an accessibility standard which requires that a 
member must have an appointment scheduled within 24 hours for treatment of an urgent 
dental condition, or an appointment within six weeks for a non-urgent dental visit. We 
expect our network dentists to provide initial, follow-up and hygiene appointments within 
14 business days. Dentists must provide emergency appointments within 24 hours. 
Network dentists must follow these access standards and we monitor their compliance. 


3.8.2.3 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early 
Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 


We have an established tracking system that provides up-to-date information on 
compliance with EPSDT service provision requirements in the following areas: 
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■ A clinical dental examination at the eruption of the first tooth and no later than 
twelve (12) month and 


■ Every six months thereafter, or as indicated by the child’s risk status/susceptibility 
to disease. 


■ Diagnosis and/or treatment, or other referrals in accordance with EPSDT screen 
results. 


Our benefits management software platform is extremely comprehensive and flexible 
when it comes to customer reporting, and it can be customized to generate reports with 
real-time data. The software system can extract data and repackage it into formats 
required by the State of Nevada without programming changes to the system. We have 
experience creating customer-specific reports to monitor each recipient’s profile. We track 
when the recipient last received treatment, what services were performed, who performed 
those services, any authorizations received for referrals to specialists, and when the 
recipient is due for their next preventive service. 


We have sophisticated and customizable monitoring and reporting capabilities available to 
track member dental utilization. These include: 


■ HEDIS reports providing a snapshot summary of the Medicaid dental program’s 
month-to-month performances by determining all recipients eligible for services, 
such as sealants, and those that have received preventive services, to provide a 
HEDIS score for each HEDIS-eligible age group.  


■ Real-time dashboards to track the percentage of patients accessing care. Our 
reporting tools are integrated into our benefits management software system to 
analyze and compare the types of services being rendered, including preventative 
and restorative services. 


■ Detailed analytical reports that track by recipients by county, by zip code, and by 
age to analyze which counties outperformed others, and where targeted outreach 
could be best implemented.  


These report outcomes allow us to identify the opportunities to drive EPSDT rates and 
thereby allow us to create targeted, focused outreach programs to these targeted 
recipients. Our targeted outreach programs take into consideration factors that are likely 
barriers to service for recipients. This analysis allows us to adapt the outreach plan, as 
necessary, to address utilization and increase percentages of preventative and restorative 
services for recipients. 


A.  Standard 


1. The vendor shall take affirmative steps to achieve at least a 
participation rate greater than or equal to the national average for 
EPSDT dental screenings.   


In addition to best in practice clinical programs such as screening and 
fluoride varnish for early childhood caries, UnitedHealthcare employs various 
approaches to improve overall access as well as the utilization of preventive 
services, focusing on recipient/parents, schools, physicians and community 
agencies.  
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We participate in outreach initiatives that encourage people to become more 
proactive in their health and dental benefits, educate them about daily oral 
care and the impact that oral disease may have on chronic medical 
conditions. We educate recipients through prevention, wellness and early 
detection. 


DENTAL SCREENINGS AND CLINICS 
We have made it a priority to participate in dental health screenings and 
clinics for children across the country to improve dental awareness. 


Children from low- and moderate-income homes miss an average of 13 days 
of school each year due to dental problems.* 


We have relationships with several state health departments, community 
organizations, and school boards to deliver annual screening and education 
programs. Because of our efforts, numerous children over the past few years 
have received a free screening from a staff dentist, classroom education and 
toothbrush demonstration by a dental professional. We also provide a dental 
package that includes parent educational material, a toothbrush and 
toothpaste. 


CASE STUDY: SINCLAIR LANE ELEMENTARY SCHOOL, 
MARYLAND 


 


STATE AND HEALTH DEPARTMENT PROGRAMS 
We are involved in local and statewide panel discussions, committees and 
meetings to create delivery channels with health department staff in several 
key counties, so that individuals identified as needing dental care can be 
quickly and effectively referred. 


Action 
 We conducted an 


interactive discussion with 
the students on the 
importance of good oral 
health 


 We provided instructions 
on proper tooth brushing 
techniques 


 We gave each child a 
non-invasive dental 
screening 


Results 
 We gave each student 


a free toothbrush and 
toothpaste 


 We sent the screening 
results home with the 
children, along with: 


- A letter explaining the 
results 


- A list of participating 
dentists in the area 


- Educational materials 


Situation 
 We conducted a 


school-based dental 
health clinic with a 
team of four dentists, 
four trained educators 
and 13 employee 
volunteers 


 253 of the 488 
students examined 
had active caries 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 122 


 


For example, we began partnering with the California Dental Association 
Foundation in 2003 to develop and implement an expanded statewide 
training effort, Dental Professionals Against Violence (DAPV). This program 
raises health care and community awareness of family violence through 
patient risk assessment, clinical signs and symptoms, and dental 
professionals’ legal requirements. It also includes action steps for dental 
professionals to use. 


Family violence exists in every city, neighborhood and community. The 
dentist is often the first person to treat abuse victims. 


Sixty-five percent of all physical child abuse and 75 percent of 
all physical domestic violence results in injures to the head, 
neck, or mouth. 


 


DPAV educated 310 dentists at the CDA meeting in Anaheim, California and 
45 dental professionals at two continuing education settings in the 
Sacramento, California area during its first quarter of operation. During 2004, 
we created posters for dental offices that the California Dental Association 
distributed with the publication of its April journal. 


We are now working with CDAF to design and print posters for the front of 
the dental office (for patients) and for the back office (for dentists and staff). 


OUTREACH PROGRAMS: SMILE STARTERS® 
We developed the Smile Starters® program as an outreach and prevention 
program in Connecticut. It encourages parents to bring their children to the 
dentist at an early age and promotes good oral health and regular check-ups 
throughout childhood. The program is geared towards parents of children 
under the age of 12 who are eligible for Medicaid. 


Parents were mailed information about dental disease prevention and 
received a special certificate entitling their children to a free dental wellness 
kit after visiting the dentist. The kit includes a child’s toothbrush and 
toothpaste and a refrigerator magnet designed to hold his or her photo and 
the date of the next dental appointment. 


We also worked with general dentists and pediatricians to help educate this 
population about the importance of dental wellness. Creative and persuasive 
educational materials and dentist incentive packages were distributed and 
displayed in doctors’ offices. 


The program had an immediate and sustained effect upon utilization 
for both the bundled procedures and other services rendered to the 


Smile Starters®-eligible population: 


 Sealants administered in the first quarter of the program increased 
by approximately 500 percent. 


 Cleanings and fluoride treatments increased by approximately 
250 percent. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 123 


 


The program had an immediate and sustained effect upon utilization 
for both the bundled procedures and other services rendered to the 


Smile Starters®-eligible population: 


 Utilization levels have been sustained at more than double the 
pre-Smile Starters® levels. Over the same time period, our program 
produced 40 percent more dental visits than a similar carrier that 
had no wellness program for the same population. 


 


This program was the first program in the country specifically targeted 
at the Medicaid population and has been incredibly successful. 


Preventive dental health is one of our top priorities and through these 
programs we hope to increase customer awareness. We are committed to 
community projects and enjoy working with different organizations that offer 
solutions to ensure all people have access to quality dental care. 


*According to U.S. General Accounting Office data. 


2. The DHCFP and/or the EQRO may conduct desk and/or on-site review 
as needed, to include, but not be limited to: policy/procedure for 
EPSDT, service delivery, data tracking and analysis, language in dental 
care provider contracts, and the process for notification of recipients.  
Vendor internal quality assurance of the EPSDT program shall include 
monitoring and evaluation of the referrals that are the result of an 
EPSDT dental screening.  


We have experience collaborating with states on EQRO reviews and look 
forward to participating in any desk or on-site reviews as needed to evaluate 
the current process in place and facilitate EPSDT implementation. This 
review could include an evaluation of policies and procedures, service 
delivery, data tracking and analysis, language in PDP contracts and the 
process of member notification. We have enhanced our national activities 
and confirm that the monitoring and evaluation of the referrals by providers 
are being done expeditiously. If the participation rates are less than the 
national baseline average, we are committed to submitting a plan of 
correction (POC) to the DHCFP indicating the enhancements that we make 
to all current activities focused on member outreach, provider education or 
case management, to make needed improvements. 


Our tracking system monitors and evaluates the referrals that are the result 
of an EPSDT dental screening. 


We provide all information required for the external quality review in the time 
frame and format requested by the EQRO designated by DHCFP. This 
enables verification that we maintain fiscally sound contracts, policies and 
procedures that adequately address quality issues and requirements, to 
provide technical validation of our performance improvement projects and to 
review our adoption, dissemination and adherence to clinical practice 
guidelines. 
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We incorporate any findings from the review into our current Quality 
Improvement Work Plan and the annual Evaluation, which further informs the 
development of the quality program and subsequent year’s Work Plan. This 
approach provides the structure to not only address any findings immediately 
as documented in our current Work Plan but also to reflect the findings and 
monitor for sustained improvement and compliance with EQRO 
recommendations in upcoming years. 


B.  The vendor is required to submit the CMS 416 EPSDT Participation Report to 
the DHCFP for each quarter of the federal fiscal year (FFY), October 1st 
through September 30th.  The vendor is required to submit the final CMS 416 
Report to the DHCFP no later than March 1st after the FFY reporting period 
concludes.  The vendor must send a quarterly report in order to track the 
progress the Vendor is making throughout the year.  The vendor is required 
to complete all dental line items of the CMS 416 Report applicable for dental 
care and submit separate reports for the NCU, FMC, and CHIP Medicaid 
expansion.  


We will provide the requested data and submit the CMS 416 EPSDT recipient 
report in the required time frame for each quarter.  


1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a 
participation rate not less than the Quality Improvement System for 
Managed Care (QISMIC) improvement measure, as determined by the 
DHCFP or its contracted EQRO, the DHCFP may require the vendor to 
submit a Plan of Correction (POC) to the DHCFP.  


We will work diligently to confirm that our recipients are educated on the 
critical importance of EPSDT screenings and that they receive EPSDT 
services. Our goal is to exceed the participation rate of the Quality 
Improvement System for Managed Care improvement measures, as 
determined by DHCFP or its contracted EQRO. Our quality improvement 
team will monitor claims and encounter data to identify recipients who are 
non-compliant with complete periodic screenings continuously.  


Our commitment to quality improvement drives our focus on EPSDT 
monitoring and evaluation. We use a variety of mechanisms to continuously 
measure, evaluate and improve the services provided to recipients, which 
are founded upon continuous quality improvement principles. 


3.8.3 Plan of Correction (POC) Procedure 


3.8.3.1 The POC should identify improvements and/or enhancements of existing outreach 
and education, which will assist the vendor to improve the quality rates/scores. A 
POC must include, but may not be limited to, the following:  


A.  Specific problem(s) which require corrective action; 


Some examples which the QA team monitors and sends out Plan of Correction are 
quality indicators such as:   


■ Low encounter submissions 


■ Member appointment accessibility 


■  Facility and patient chart reviews (where applicable),  
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■ Quality of care complaints 


B.  The type(s) of corrective action to be taken for improvement;  


Examples of potential corrective actions may include: 


Access: Providers may correct issues by adding hygiene days, adding associates, 
or closing offices to new recipients. 


Low Encounter Reporting: Provider relations staff will engage providers to have 
them correct encounter submission or provide an explanation why their practice has 
low recipient access. 


Facility and Chart Review and Quality Complaints: To resolve facility quality 
concerns providers may be advised to purchase emergency kits or oxygen tanks, 
correct basic patient chart documentation, take continuing education courses, 
respond to office procedure or recall recipients for re-exam when appropriate. 


C.  The goals of the corrective action;  


The goals of the corrective action plans will be to have providers adhere to the plan 
guidelines related to documentation, recipient access and encounter utilization. 


D. The time-table for action; 


The time table for action may vary.  Access surveys for general dentists are 
conducted every six months.  Surveys for specialists are typically conducted once 
per year.  We will abide by all state and federal requirements with regard to 
monitoring the quality of the services by providers in our network. 


E. The identified changes in processes, structure, internal/external education;  


All identified change in processes, structure, or internal or external education will 
be documented in all POCs. 


F. The type of follow-up monitoring, evaluation and improvement; and 


Providers are monitored as determined by each quality indicator.   


G. The vendor staff person(s) responsible for implementing and monitoring the 
POC. 


The QA National Manager and his delegated staff personnel will be responsible for 
implementing and monitoring the POC. 
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3.8.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days 
from date of notification by the DHCFP to submit a POC, as specified.  The vendor’s 
POC will be evaluated by the DHCFP to determine whether it satisfactorily 
addresses the actions needed to correct the deficiencies. If the vendor’s POC is 
unsatisfactory, the DHCFP will indicate the section(s) requiring revision and/or 
necessary additions and request a satisfactory plan be submitted by the vendor, 
unless otherwise specified, within thirty (30) calendar days of receipt of the 
DHCFP’s second directive.  If the vendor’s second plan is unsatisfactory, the 
DHCFP may declare a material breach.  Within ninety (90) calendar days after the 
vendor has submitted an acceptable POC or one has been imposed, the DHCFP will 
initiate a follow-up review, which may include an on-site review.   


We will adhere to all required schedules and requirements related to submission and 
resolution of identified POCs. 


3.8.3.3 If the vendor’s non-compliance with the provision of covered medically necessary 
dental benefits and services becomes an impediment to ensuring the health care 
needs of recipients and/or the ability of providers to adequately attend to those 
health care needs, the DHCFP shall take an administrative sanction against the 
vendor.  Such a sanction will disallow further enrollment and may also include 
adjusting auto-assignment formulas used for the recipient enrollment purposes. 
Such sanctions will continue until vendor compliance with the provision of 
benefits/services is achieved. Liquidated damages, as outlined in the General 
Terms of the contract, may also be assessed if other measures fail to produce 
adequate compliance results from the vendor.  


We acknowledge all responsibility for compliance with the required services as outlined in 
this RFP and the General Terms of the contract.  
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3 . 9  S T AN D AR D S  F O R  I N T E R N AL  Q U AL I T Y  
AS S U R AN C E  P R OG R AM S 
Federal regulations (42 CFR 438.330) mandate that States must, through its 
contracts, require each Prepaid Ambulatory Health Plan (PAHP) to have an ongoing 
quality assessment and performance improvement program for the services it 
furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of 
systematic activities, undertaken by the vendor, to monitor and evaluate the care 
delivered to enrolled recipients according to predetermined, objective standards, 
and effect improvements as needed. 


In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must 
develop and maintain the ability to collect and report data on race, ethnicity, sex, 
primary language, and disability status for applicant's and recipient's parents or 
legal guardians if applicants or recipients are minors or legally incapacitated 
individuals.   


An annual review of the vendor will be conducted by the DHCFP or its designee.  In 
addition, the DHCFP will monitor and analyze grievances and appeals, provider 
disputes and will periodically conduct patient and provider satisfaction surveys.   


The vendor must have its own evaluation of the impact and effectiveness of its 
quality assessment and IQAP.  


As a data driven, quality focused organization, UnitedHealthcare collects HEDIS and other 
quality data to identify and address opportunities for improving the clinical quality of dental 
services provided to our recipients. Indicator measures are identified annually through the 
quality improvement program evaluation and included in the Annual Work Plan for periodic 
monitoring. We continue to refine our quality management and performance improvement 
program to drive continuous improvement in the areas of clinical outcomes, operations 
and member and provider satisfaction. Our quality management structure and standards 
provide us with a solid foundation to operate in accordance with all applicable state, 
federal regulatory and contractual regulations. 


We manage our IQAP tools and standards to achieve positive health outcomes for 
recipients using the following approach to quality standards: 


■ An enterprise wide commitment to quality management 


■ Independent quality assessment and performance monitoring through external 
quality review organization (EQRO) reviews 


■ Continuous quality improvement (CQI) and program documentation 


■ Quality Improvement (QI) Program assessment of member and provider 
satisfaction 


■ Compliance with additional State and federal requirements 
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UnitedHealthcare’s Quality Improvement Committee (QIC) and our National QIC will be 
responsible for ongoing monitoring of indicators and for recommending actions to improve 
processes across multiple departments, as necessary, to improve the recipients’ quality of 
care whether through improved access, member and provider education, or better 
application of services based on understanding of cultural issues. The QIC may also 
request additional drill down of the data to allow us to focus strategies on specific recipient 
groups based on the needs related to ethnicity, geographic location or provider utilization 
patterns. 


By utilizing industry leading data technology, innovative clinical models, enhanced 
provider recruitment and education and creative outreach and case management support 
and services UnitedHealthcare is committed to addressing the CMS goal of increasing the 
number of children who have access to dental services before the age of 21. 


QAPI PROGRAM 
The QAPI Program is designed to assist in improving the quality of clinical care and 
service provided to recipients.  The following are the objectives of the QAPI Program: 


1. To develop, implement and coordinate all activities that support continuous quality 
improvement of the processes by which care is delivered. 


■ Measure, trend and analyze QAPI activities against performance goals and/or 
recognized benchmarks. 


■ Identify inappropriate practice patterns and opportunities to improve care. 


■ Evaluate the effectiveness of implemented changes. 


■ Continually assess the effectiveness of the QAPI Program. 


■ Ensure that Quality Improvement policies and procedures are reviewed, revised 
and approved, on at least an annual basis, by the Quality Improvement Committee 
(QIC). 


■ Develop and amend the QAPI Work plan to direct QI functions.  Evaluate the QAPI 
Program and Work plan annually. 


2. Ensure adequate availability and accessibility to general dental and specialty care. 


3. Measure member satisfaction and implement interventions to correct areas of 
dissatisfaction. 


4. Ensure compliance with all applicable Federal and State regulations. 


5. Ensure effective credentialing and recredentialing processes that comply with 
applicable State and Federal standards. 


6. Measure and implement actions to provide for appropriate utilization, continuity, and 
coordination of care. 


Our board of directors is responsible for the quality of care and services provided to our 
recipients. The board delegates oversight of the operational components of the Quality 
Improvement Program (QIP) to the Quality Improvement Committee (QIC). The board 
receives quarterly reports at their meetings. 


Each year, the board of directors reviews the quality improvement plan written report for 
the concluding year and approves it for the coming year. 
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REPORTING STRUCTURE AND COMMITTEE ACTIVITIES 
The QIC structure supports the QAPI Program through routine reporting, analysis, and 
identification of opportunities for improvement and implementation of interventions to 
improve the quality of care and service to recipients. Information from the Dental Clinical 
Policy & Technology Committee (DCPTC), the Credentialing Committee and the Peer 
Review Committee (PRC) report to the QIC, through the Clinical Affairs Committee (CAC) 
at least quarterly.  The QIC presents reports to the Board of Directors.  


BOARD OF DIRECTORS 
The Board of Directors retains ultimate accountability for the quality and safety of clinical 
care, and the quality of services received by recipients.  The Board of Directors delegated 
the responsibility of oversight to the Plan President and the Dental Director to ensure that 
an effective QAPI Program was established, maintained and supported on a continual 
basis.   


DENTAL DIRECTOR 
The Dental Director is responsible for providing direction and support to the QAPI Staff on 
all aspects of the QAPI Program.     


QUALITY IMPROVEMENT COMMITTEE 
The QIC is a multidisciplinary, plan-wide committee that retains operational accountability 
for the design and implementation of the QI Program and monitoring all activities.  The 
QIC oversees the quality of clinical care and service provided to recipients, and reports to 
the Board of Directors on a quarterly basis. 


ON-GOING COMMITTEE TASKS:  


■ The review, revision, and approval of the Quality Management Program Description 
by the QIC and the Board of Directors.  


■ The creation of an annual work plan that monitors quality of care items by removing 
barriers and measuring improvement. 


■ Evaluation of the quality improvement program at the end of the year. 


■ Monitor quality initiatives from the work plan on a quarterly basis and report up to 
the Board of Directors. 


■ Monitoring of membership volume 


CLINICAL AFFAIRS COMMITTEE  
The committee meets quarterly. Responsibilities of this committee are to provide input to 
the QIC on all aspects of the clinical quality such as, but not limited to, access, dental 
record documentation, and preventive service, credentialing and re-credentialing 
processes, recipient complaints and utilization. 


CREDENTIALING COMMITTEE   
The Credentialing Committee defines credentialing and recredentialing standards for the 
plan.  The Credentialing Committee has authority over credentialing and recredentialing of 
providers and is overseen by the Clinical Affairs Committee (CAC).  The Credentialing 
Committee meets monthly, or more often as necessary.   
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PEER REVIEW COMMITTEE  
The Peer Review Committee (PRC) manages appeals received from providers because of 
termination or rejection of a provider by the Credentialing Committee.  The committee also 
monitors quality of care cases, makes recommendations related to Fraud, Waste and 
Abuse, as well as reviewing site visits and chart audits that do not pass satisfactorily.  The 
committee reports findings to the CAC. 


DENTAL CLINICAL POLICY AND TECHNOLOGY COMMITTEE 
The Dental Clinical Policy and Technology Committee (DCPTC) researches, develops 
and implements recommendations on clinical guidelines and new technologies based on 
principles of evidence based dentistry.  The committee makes evidence-based 
recommendations on practice guidelines and new technologies based on scientific 
research meeting the highest levels of evidence available, as well as the 
recommendations of recognized experts such as organized dentistry, specialty societies 
and government organizations. The committee ensures that recommendations are 
available to dentists online as well as through our provider newsletter and the Provider 
summary guide. Recommendations serve as the foundation for clinical policy and 
coverage determinations as well as for the basis of new benefits and programs, (including 
our condition management and wellness initiatives), utilization review and claims criteria, 
underwriting and marketing materials. The committee reports findings to the CAC. 


THE QAPI WORK PLAN 
QAPI Activities will be documented in a work plan and will include the following areas:  


Access and Availability: UnitedHealthcare will ensure that all requirements are met 
relating to the access and availability of our providers, and has filed the current access 
and availability standards with the state regulatory agencies as required. The plan 
monitors the following appointment availability: initial visits, routine visits, hygiene visits, 
emergency care and in office waiting times, through access surveys, grievance data, 
member and provider surveys, on-site audits and provider after hours accessibility 


Member Satisfaction Survey: UnitedHealthcare will have policies and procedures to 
track and trend member satisfaction (specifics on this topic are addressed in a separate 
question) 


Member Complaint I Grievance Resolution Process: UnitedHealthcare will have a 
grievance system and mechanism in place to allow for its members and/or their 
representatives to file grievances against both the providers and the plan. 


Provider Disputes, Grievances and Appeals: Participating UnitedHealthcare dentists or 
formerly contracted dentists, who believe they have been adversely impacted by the 
policies, procedures, decisions, or actions of the plan, may have a right to file a dispute 
with the plan as provided by state regulation or provider contract. The Plan will 
acknowledge receipt of the dispute within fifteen (15) business days and resolve the 
dispute within forty-five (45) business days of receipt of all information necessary to make 
a resolution unless otherwise required by individual state requirements. Following 
notification of the plan resolution, if unsatisfactory, the provider may appeal this decision 
as provided in their provider contract.  


Guidelines for Quality of Care and Quality of Services: UnitedHealthcare has 
developed and maintains criteria and guidelines for care and service to ensure that plan 
recipients receive all necessary, adequate and appropriate preventive, and restorative 
dental services which are consistent with generally accepted professionally recognized 
standards. 
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Quality of Care Oversight and Monitoring: UnitedHealthcare has various methods for 
monitoring quality of care to ensure recipients receive the necessary, adequate and 
appropriate preventive and restorative dental services which are consistent with generally 
accepted professionally recognized standards and within expected guidelines. These 
methods include, but are not limited to, On-Site Audits, Potential Quality Issue 
investigation, analysis of Grievances and Appeals, review of Credentialing issues, 
Utilization statistics, and Member Satisfaction surveys. 


Identification of Clinical and I or High Risk Issues, Disparities: UnitedHealthcare 
looks to identify and prioritize quality issues, membership data is reviewed periodically to 
identify and prioritize potential disparities and quality issues using basic demographics, 
such as age and geographic location (including suburban, urban and rural) and comparing 
this data to available local and or national benchmark data. The data is reviewed to 
establish benchmarks for future health care study and quality improvement.   


Customer Service: UnitedHealthcare has a customer service center that provides 
comprehensive service to the plan's recipients and providers. The plan addresses the 
needs of the customers to include accurate recipient benefit and eligibility information in a 
compassionate and efficient manner. The Quality Improvement Committee reviews the 
quarterly call resolution times, and accuracy of information provided as part of its quarterly 
reviews. 


Credentialing/Recredentialing: UnitedHealthcare maintains a comprehensive 
credentialing process to verify the professional credentials of all contracted dentist 
providers. The Plan contracts with a NCQA Certified Credentialing Verification 
Organization (CVO) to assist in the required data collection to complete the credentialing, 
(and recredentialing) process. Recredentialing of all contracted providers is done on a 
three year cycle unless otherwise required by state regulation. 


Provider On-Site Reviews: UnitedHealthcare has mechanisms in place for the 
evaluation of the structural aspects of care at participating dental offices. as well as 
mechanisms for evaluation regarding the clinical process of care rendered by participating 
dentists at dental plan offices, including audits of clinical records. The plan uses valid and 
reliable data collection and analysis methodologies to evaluate the clinical process of care 
at dental plan offices, and evaluates  participating  dentists  against current  professionally  
recognized  standards  of  practice  as  promulgated  by  national dental professional 
associations. The clinical evaluations are conducted by qualified licensed dentists and 
overseen by the National Dental Director where such oversight includes regular training, 
calibration, and validation of results. 


Dental Records: UnitedHealthcare maintains policies regarding Dental Records 
requirements, such as required and recommended information to be contained in proper 
dental records. This includes appropriate treatment plans, timeliness of treatment, and 
continuity and coordination of care. We may perform dental record audits if concerns exist 
about quality or when the plan has concerns about dental recordkeeping. In addition, chart 
review may be involved in anti-fraud investigation. 


Provider Satisfaction Survey: UnitedHealthcare periodically conducts Provider 
Satisfaction Surveys to assess the provider perception of plan performance and to identify 
opportunities for improvement. Areas surveyed include, but are not limited to, the 
following: Provider Relations (internal and field representatives), Customer Service, 
specialty referrals, quality management activities, and Provider involvement in grievances 
and appeals. Survey results are presented to the Quality Improvement Committee for the 
identification of opportunities for improvement. 
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Preventive Care Guidelines and Dental Health Education: UnitedHealthcare’s 
preventive dental activities are designed to identify and measure indicators of preventive 
health and to share feedback to the State, individual Providers, and internally. The goal is 
increase the utilization of preventive health services, in an effort to promote healthy 
behaviors and wellness of the recipient. Additional efforts are offered to educate recipients 
on the importance of preventive health and the services available in their plan, through 
communication and outreach, coordinated with the health plan. Primary responsibility is 
coordinated between QA and the Dental Director, with input from Client Operations, 
Network Development and Marketing. 


Linguistic Access: UnitedHealthcare complies with all federal, state, and client 
mandated linguistic access requirements. UnitedHealthcare may make materials available 
in various languages, large print, and also offers hearing-impaired services when required, 
in accordance with all contractual, state, and federal requirements. 


HIPAA Compliance: UnitedHealthcare adheres to all required HIPAA requirements in the 
processing of recipient's protected health information (PHI). UnitedHealthcare maintains 
HIPAA Policies and Procedures and performs the required training for all employees. 
UnitedHealthcare also requires all contracted providers to handle recipient health care 
information with the same sensitivity. Chart audits are reviewed for confidentiality issues.  


Emergency Care I Emergency Dental Services: UnitedHealthcare has guidelines and 
policies regarding the care of recipients experiencing dental emergencies. Within the 
scope of dental care benefits under the recipient's benefit plan, emergency dental services 
are services required in the event of unforeseen medical conditions such as pain, 
hemorrhage, infection, or trauma, where immediate attention is necessary. In general, 
emergency services include relief of pain, swelling, infection, and/or bleeding by 
procedures to stabilize the emergency condition, and may include issuing prescription 
medications. Definitive procedures may need to be deferred to a more appropriate time. 


Fraud and Abuse Program: A key component of the UnitedHealthcare’s management of 
benefit costs is the identification and investigation of potential fraudulent, abusive, unusual 
services, or aberrant patterns of care. The program is comprehensive and managed in 
partnership with our Payment and Integrity Unit, a United Health Group subsidiary and the 
UnitedHealthcare Special Investigations Unit (SIU). The Fraud and Abuse Program is 
reviewed periodically as required by specific contract, state, and/or federal requirements. 
Cases that are verified as being "fraudulent", they are summarized at the appropriate 
internal committees, and referred to the appropriate authorities for further action. Annual 
reports of anti-fraud or abuse activity are filed with the state regulatory agencies when 
required. 


Utilization Management: UnitedHealthcare maintains a comprehensive Utilization 
Management (UM) Program with supporting policies and procedures. Utilization data may 
be analyzed to ensure that recipients receive quality oral health services.   UM activities 
identify aberrant utilization patterns, and provide source data for outcomes studies, 
allowing analysis of client performance which can suggest targeted QI interventions aimed 
at improving recipient oral health outcomes. UM is an additional source of quality 
indicators, which can be used to evaluate quality in the following four areas: clinical results 
or treatment choices, over and under-utilization compared to network base lines, accuracy 
of coding procedures, and cost of care. 


ANNUAL QUALITY IMPROVEMENT ACTIVITIES AND WORK PLAN 
UnitedHealthcare is committed to quality improvement activities to identify systemic 
quality of care and quality of service issues, and to create initiatives to improve identified 
quality parameters and hence to improve care and service. 
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The QAPI includes mechanisms to evaluate and report trends and patterns with plan and 
provider performance indicators, such as the result of performance improvement projects, 
clinical quality measures, utilization profiling, results of provider audits, complaints, 
appeals, and other data sources used to measure quality performance. Such reports are 
reviewed and acted upon by the Quality Improvement Committee. The QAPI uses 
established quality of care indicators relevant to its membership and based on current and 
sound clinical knowledge and practice, such as nationally recognized evidence-based 
guidelines and quality measures to evaluate the quality of care provided. 


The Plan uses valid and reliable data collection and analysis methodologies to identify, 
track, and trend quality of care and quality of service issues. The Plan establishes 
performance goals for the quality of care and quality of service indicators to assess 
performance, identify and set priority areas for improvement, and determine desired level 
of improvement, as applicable. The Plan tracks and trends performance on quality of care 
indicators on both a Plan-wide and Provider-specific basis, as appropriate. 


A written evaluation of the QAPI is prepared annually and submitted to the appropriate 
Clinical Committees for review and approval as well as to the State as appropriate. This 
evaluation focuses on strengths and weaknesses, trends and patterns, barriers to 
improvement, and demonstrated accomplishments in improving dental care and services 
to recipients. Input is obtained from the QAPI, CAC, QA staff, data sources, satisfaction 
indicators, and the Plan management. 


A Quality Improvement Work Plan is prepared for the upcoming year for submission to the 
appropriate Committees and to the State for approval as appropriate.  The Work Plan 
incorporates aspects of the QAPI annual evaluation, and revisions, if applicable, indicator 
requirements, and employer requests for monitoring and reporting. The Quality 
Improvement Work Plan is prepared and based primarily on the annual QAPI evaluation 
and identified improvement areas, but may also include client and regulatory requirements 
or other quality improvement initiatives. 


If UnitedHealthcare does not achieve its quality of care or quality of service performance 
goals, the Plan performs quantitative and qualitative data analysis to identify barriers to 
the improvement of both clinical and non-clinical aspects of its health service delivery 
system. In order to improve performance UnitedHealthcare designs and implements 
interventions to address any identified barriers. UnitedHealthcare also re-measures our 
performance to determine to determine if we have seen improvement or have met our 
goals. 


MECHANISMS FOR OVERSEEING PROGRAM EFFECTIVENESS 
UnitedHealthcare oversees the effectiveness of program quality management, quality 
improvement, and preventive health education activities. Quarterly status reports are 
made available to the plan's management, clients (as required) for review and evaluation 
of effectiveness. 


The Dental Director has overall responsibility for the quality management program. The 
Dental Director and the Director of Quality Management are responsible for monitoring 
follow-through when clinical and service opportunities for improvement are identified.  
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An annual critical evaluation of the QAPI is completed to ascertain that the goals are met 
and improvement initiatives are effective. Such review focuses on evaluation of defined 
goals and objectives, review of completed QI activities, program scope and organization. 
Highlights include trending of key clinical and service indicators, documentation of 
quantitative improvements in care and service attributable to QI initiatives, evaluation of 
QI resources, and recommendations for the coming year in the work plan. Any barriers to 
the QI process are analyzed and identified to create actions to overcome any and all 
barriers to the improvement process.  


Formulation of the annual Quality Improvement Program incorporates findings from the 
program evaluation, along with identified improvement opportunities, in addition to 
activities mandated state and federal programs, and client contractual agreements.  


3.9.1 The vendor must conduct performance improvement projects that are designed to 
achieve, through ongoing measurements and intervention, significant 
improvement, sustained over time that focus on clinical and non-clinical areas that 
are expected to have a favorable effect on health outcomes and recipient 
satisfaction and that involve the following: 


3.9.1.1 Measurement of performance using objective quality indicators; 


3.9.1.2 Implementation of system interventions to achieve improvement in quality; 


3.9.1.3 Evaluation of the effectiveness of the interventions; and 


3.9.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


We currently conduct performance improvement projects (PIPs), in compliance with 
Section 3.9.1 that focus on both clinical and non-clinical areas and work closely with our 
network providers, state and community partners to improve health outcomes and 
impacted health and social systems, to provide high-quality care for Nevadans. 


Our comprehensive quality scorecard, which includes key process and outcome 
indicators, allows us to identify opportunities for improvement on a continuous basis. For 
all quality initiatives, we objectively and systematically monitor and evaluate opportunities 
that may result in PIPs or other formal or informal QI activities. These activities are aimed 
at improving the quality, timeliness and appropriateness of our care and service delivery.  


IDENTIFYING AND DESIGNING PERFORMANCE IMPROVEMENT PROJECTS 
(PIPS) 
Each of our PIPs goes through the following steps: 


Identification of potential Projects: Projects are selected based on identified 
improvement opportunity, clinical need, or State requirement 


Baseline Data: Data are collected and analyzed to establish the current health status of 
the target population and to point to the specific health opportunity 


Setting Benchmarks: We establish quantifiable indicators, which clearly and accurately 
measure the activity being evaluated. Indicators measure changes in health based on the 
projected intervention. Process and/or outcome measures are established and evaluated 
as applicable to verify that interventions are being implemented and progressing as 
planned 


Development: After conducting an initial analysis, the Clinical/Quality team develops and 
implements an intervention(s) known to be effective and suitable to the population 
selected.  
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Analysis: A quantitative analysis is conducted to determine if goals/benchmarks have 
been met. Based upon our review, we perform additional analysis to determine if 
interventions should continue or if changes need to be instituted. If the PIP was 
successful, the new processes are standardized and monitored. If the actions were 
unsuccessful, the Clinical/QA team determines and implements changes that need to be 
made to the current interventions. 


Re-measurement: We conduct re-measurement to determine if improvements are 
sustained or if new interventions have resulted in improvement. If not, modifications or 
additional interventions are considered. 


Monitoring: Interventions that resulted in improvement are standardized and monitored.  


Reporting: Results of PIPs are shared with the Clinical and QA teams in both Dental and 
where applicable Medical and with outside stakeholders as appropriate, such as network 
dentists and physicians. Results are also reported to the State as required.  


UnitedHealthcare will focus on Performance Improvement Programs (PIPs) designed to 
meet the following objectives: 


■ Improve access, particularly for children 


■ Increase levels of preventive health, focusing on children 


■ Improve the management of dental disease, primarily dental caries in children 


■ When possible increase medical-dental integration and encourage the participation 
of non-dental professionals 


■ Encourage recipients, especially children, to establish a relationship with a dental 
home 


Specific projects will be designed to improve the HEDIS Annual Dental Visit, help Nevada 
to meet their target on the CMS Oral Health Initiative, increase affordability and positively 
impact cost of care (for example by earlier identification of children at risk),, encourage 
closer cooperation between the medical and dental programs and support Nevada’s 
Dental Home initiative. To the extent that UHC Dental can partner with program medical 
plans to integrate data and program activities, additional programs, such as Emergency 
Room Diversion and a physician varnish/early childhood caries initiative would also be 
considered. UnitedHealthcare has clinical initiatives in each of our client states which 
support one or more of the objectives noted. 
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STATE SPECIFIC EXAMPLES 
In Rhode Island, where we have a direct contract relationship, we are engaged in two 
Quality Improvement Activities (QIAs, their term for PIP). The first of these is designed to 
increase the level of preventive health from baselines as reported on the CMS-416, the 
second to increase the rate of sealant utilization, also from existing baselines. Regular 
team meetings are held to discuss proposed interventions focusing on education and 
outreach, and to measure the impact through semi-annual measurement and follow up. 
Over time, additional efforts have been put into more community based interventions, for 
example reaching out to state medical societies to provide oral health education in their 
newsletters, working with representatives of the state hygiene association and Dept. of 
Health to define the role of public health hygiene in RI in improving access, and dialoguing 
with RI’s Perinatal and Infant Oral Health Quality Improvement Initiative (PIOHQI) where 
we successfully linked their efforts with teaching programs initiated by PA HeadStart, to 
train general dentists to feel more comfortable treating small children in their offices. We 
did note improvements between our first and second measurement period, of 12.4% for 
overall preventive health and 4.1% for sealants.  


In Pennsylvania, where we perform dental services on behalf of UHC of PA Community 
Plan, we partner with the Health Plan on a series of interventions focusing on increasing 
levels of preventive health, improving disease management, and increasing medical-
dental integration. Our efforts to increase preventive health resulted in a nearly 14% 
increase in levels of prevention, and contributed to overall state improvements in dental 
health prevention as part of the CMS Oral Health Initiative. Current interventions include: 
working with FQHCs with medical and dental co-located to identify gaps between medical 
well child and annual dental visits, working with large medical practices to identify 
recipients who have not had their annual dental visit so that physicians can encourage 
recipient follow up, encouraging PCPs to apply varnish to small children and refer them for 
follow up, partner with PA HeadStart on their training programs for general dentists (cited 
above), provide education to recipients on the importance of early intervention and 
prevention, and encourage improved maternal health during and immediately following 
pregnancy. As part of our varnish programs, we are working with the PA AAP, 
encouraging PCPs to hands on training program which promotes physician oral 
screenings and varnish application.  


SPECIFIC CLINICAL INTERVENTIONS 
Our Early Childhood Caries (ECC) programs, (often referred to as physician varnish 
programs) make use of pediatric and family clinicians (collectively referred to as primary 
care providers or PCPs), in an effort to identify children at risk, while also satisfying the 
requirements of the mandatory Early Periodic Screening, Diagnosis and Treatment 
(EPSDT) visits for Medicaid patients age 1-18. Most very young children see their PCP 
many times before ever engaging a dentist. By asking PCPs to perform screenings, 
provide anticipatory guidance to parents, apply fluoride varnish and recommend that that 
child visit a dentist, we hope to identify children who may be at risk for ECC, while 
encouraging all children to find a dental home. 
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To accomplish these objectives, we collaborate closely with our medical plan partners, 
most commonly local UHC Community and State health plans. When it is feasible, we 
also engage with academic institutions in the states or cities where we provide services, 
as we noted in our work with Temple. Much of our collaboration centers on provider 
education, which is critical to the success of these programs. The education focuses on 
the etiology of caries, the efficacy of fluoride, the important role PCPs play in detecting 
caries and how they can incorporate caries screening and fluoride varnish into a well-child 
visit. Working together, UnitedHealthcare and its partners develop education, follow up to 
track patient activity at both the PCP and dental office and arrange for appropriate 
reimbursement. 


Our initial ECC programs were implemented in the New York City metropolitan area, in 
New York and New Jersey, both based on the model described above. The New York 
program was initiated to meet the requirements of a city program, Take Care New York; a 
mandate to provide education to parents and pregnant moms, and to encourage 
physicians to screen children and apply fluoride varnish. UnitedHealthcare Dental 
undertook planning for its New York ECC program in partnership with the New York 
Community and State (C & S) Plan and New York University (NYU) College of Dentistry. 
NYU provided education for PCPs and process expertise, and in return we offered 
referrals to their program. Results in both states show steady growth for the programs, as 
demonstrated in the following chart which displays results 2011-15 results. 


 


 


 Number of Children 


(Fluoride Varnish) 


Number of Children 


(Primary Dentist  


Follow – Up) 


Number of Children 


Preventive Care 


New 
York 


11,133 


(65.7% - age 3 and under) 


2,685 2,572 


New 
Jersey 


16,100 


(61.1% age 2 or under) 


3,645 3,510 


TOTAL 27,233 6,330 6,082 


 


A more recent ECC program is in Mississippi. To date, 1,506 recipients have received 
fluoride varnish. The majority of the recipients, nearly two thirds, have received services in 
the last 12 months. This program continues to grow and we anticipate even more 
recipients will benefit from the program. We are continuing to develop ECC programs, 
currently in Pennsylvania, Kansas and Florida.  
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An additional initiative focuses on emergency room diversion. The objective in Diversion 
programs is to encourage this population, through close cooperation between the medical 
and dental plans, to seek care in a dental office, making use of their available benefits. 
Typically these efforts involve a combination of education on the value of regular dental 
care and of avoiding unneeded emergency room treatment, outreach consisting of direct 
communication to those recipients who visit the emergency room, encouraging them to 
visit a dentist, and referral for appropriate follow up care. These programs are ultimately 
successful when the medical and dental plans can work closely together, exchanging 
data, enlisting the help of physicians and dentists in providing patient education, and 
coordinating outreach and referral.  UnitedHealthcare’s Health and Dental Plans are 
currently working with several of our states, including New Jersey, New York, Louisiana, 
Mississippi, New Mexico and Wisconsin, to better understand the scope of the challenge 
in those markets and delineate objectives 


Our newest efforts focus on the creation of Dental Homes. Medicaid programs are moving 
toward Dental Home assignments as a way of attacking rates of disease in children and 
reducing ER use in adults. Dental Home assignments also help UHC enlist the dentist in 
getting recipients into the office, which can positively impact HEDIS rates as well as other 
programs we have mentioned already, for instance closing the loop after a PCP varnish 
application, or driving patients into the office to obtain preventive health. Currently Arizona 
has an active Dental Home program and we are also piloting an initiative in New Jersey.  


In addition to our programs UHC strives to build partnerships with a variety of 
stakeholders that extend beyond our work with our network dentists, for instance with 
physicians and community partners.  


PHYSICIANS  
In order to promote dental health as an integral part of overall health and wellness, we 
engage physicians in several ways: 


■ We provide general clinical and service information for physicians, primarily those in 
primary care (mostly pediatricians and family physicians).   


■ We provide information to physicians on our individual initiatives as well as oral 
health educational opportunities, both those online as well as hands on 


■ We work with medical plans to identify high volume physicians where we can 
identify specific recipients for follow up.   


■ Specific focus is placed on Federally Qualified Health Centers (FQHCs) where we 
emphasize the importance of dental screening and follow up with a dental home. 
The value of this initiative is that the FQHCs often provide both medical and dental 
services in the same facility. 


■ As appropriate, UnitedHealthcare works with the State and the program MCOs to 
identify children seen in medical settings who may not have received dental follow 
up. We then provide those families with communication on the importance of dental 
follow up. Specific to an at-risk condition, such as early childhood caries, parents 
whose children have been seen by a PCP for screening and varnish application will 
receive a letter from UnitedHealthcare reminding them of the importance of follow 
up with a dental home 
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COMMUNITY ACTIVITY 
In addition to maintaining partnerships with advocacy groups, we look for additional 
opportunities with other community based organizations, (ex. Head Start); initiate or 
participate in existing health fairs and other community events; and explore opportunities 
to partner on community initiatives and/or events with hospital groups, FQHCs and other 
large group practices to provide education, screenings and referrals. UnitedHealthcare 
has and will continue to support outside efforts to ensure continuity, such as current 
efforts by Teeth First!, a Rhode Island Grant program, supported by Rhode Island Kids 
Count, designed to increase awareness of the importance of age one dental care through 
web-based information, handouts and community events 


UnitedHealthcare works with clinicians, both dentists and physicians, and community 
groups in an effort to engage parents. We will provide information they can share with 
parents and will discuss potentially including clinicians in an effort to reach out to families 
who have not visited for regular care. UnitedHealthcare engages community resources, as 
previously cited, including schools and Head Start programs, as a way of sharing 
information and potentially as opportunities to conduct fairs and/or screenings. 


Specific communication tools include: 


■ Member manual 


■ Health fairs and screenings 


■ Post cards and brochures 


■ Member news letters 


■ Appointment reminders 


■ Importance of an early dental home 


3.9.2 The vendor must report the status and results of each project to the DHCFP as 
requested, including those that incorporate the requirements of 42 CFR 438.330.  
Each performance improvement project must be completed in a reasonable time 
period so as to generally allow information on the success of performance 
improvement projects to be available to the DHCFP for its annual review of the 
vendor’s quality assessment and improvement program. 


We will comply and will put a process in place to report the status and results of each PIP 
to DHCFP in a timely manner and in compliance with 42 CFR 438.330. We will fully 
comply with all time frames and annual PIPs reporting requirements, including the status 
and results of each project requested by DHCFP and those included in 42 CFR 438.330. 
We welcome the opportunity to receive DHCFP feedback from the review of our 
performance improvement projects as well as other aspects of our quality assessment 
and improvement program.  We will also collaborate with the DHCFP and other 
stakeholders to develop studies, surveys and other analytic activities to improve the 
quality of care and services provided to our recipients specifically, and Nevadans overall. 
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3.9.3 The Vendor must:  


3.9.3.1 Submit performance improvement measurement data annually using standard 
measures required by the DHCFP, including those that incorporate the 
requirements of 42 CFR 438. Part E. 


We agree to submit the results of performance-improvement measurement data resulting 
from performance improvement projects (PIPs), performance measures, required 
standards, and quality assessment and performance improvement requirements, in the 
annual QI Program document to the DHCFP for evaluation. In addition to the overall 
evaluation of the internal QI Program, we agree to participate in all PIPs identified by the 
DHCFP and achieve, through ongoing measurements and intervention, significant 
improvement, sustained over time. 


3.9.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to 
measure the vendor’s performance.  


Our QI Program provides an integrated, coordinated and continuous quality improvement 
(CQI) system to comply with contract, state and federal requirements. To maintain 
compliance with local, state and federal regulatory requirements and accreditation 
standards, our QI Program relies on the following process: 


■ Monitoring compliance with regulatory requirements for QI and risk management 
opportunities and response as required 


■ Reporting systems that provide appropriate information for meeting the 
requirements of DHCFP, external regulatory review and accrediting bodies 
including performance improvement measurement data annually using the standard 
measure required by DHCFP, including those that incorporate the requirements of 
42 CFR 438.340 and 438.330. 


■ Developing action plans to improve performance consistent with state expectations 


■ Using the results of our contractual performance in evaluating the QI Program, 
comparing our metrics to Nevada performance standards, goals and benchmarks, 
to identify opportunities for continuous improvement 


■ Submitting data on required performance measures as requested by the DHCFP, to 
assist DHCFP to measure our performance 


We track all submissions to DHCFP in our QI Work Plan, which our QIC oversees. The 
plan dental director acts as the primary point of contact with DHCFP to manage all quality-
related communications. 


3.9.4 The DHCFP will use the most current sources for the IQAP guidelines and the most 
current Standards and Guidelines for the requested quality measures. 


We will submit performance improvement measurement data annually using standard 
measures as required state and federal requirements and the DHCFP. We will submit our 
annual standardized HEDIS data survey results using standard measures, annual QI 
Program evaluation (that includes performance improvement measurement data, but is 
not limited to, access and availability and dental program participation and utilization), 
quarterly complaints and appeals data, utilization data and any other requested reports as 
identified by the DHCFP. 
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We understand the needs of Nevada recipients and have the resources to develop a 
comprehensive cultural diversity and sensitivity program. We use the state’s eligibility 
files, which include race, ethnicity and primary language data facilitating a comprehensive 
population health focus. We monitor trends in race, ethnicity and primary language for 
potential gaps that we can address and interventions that can be developed to improve 
the dental care and services provided to unique and diverse populations. 


We will comply with the requirements stated under RFP Sections 3.9.3.1 and 3.9.3.2, and 
implement a comprehensive internal QI Program that includes measurement and 
submission to the DHCFP of performance-improvement measurement data annually using 
standard measures, and any other data requested by the DHCFP. 


We collaborate and partner with the DHCFP to conduct performance measurement and 
improvement activities according to the most current sources of the internal QI Program 
guidelines and HEDIS Technical Specifications. We will submit data to the DHCFP as 
requested to enable the DHCFP to measure the health plan’s performance. These data 
include the HEDIS rates, complaints and grievance data and any other utilization data that 
DHCFP requests to evaluate our performance. 


3.9.5 The vendor is required to maintain a health information system that collects, 
analyzes, integrates, and reports data in accordance with 42 CFR 438.242 and can 
achieve the objectives of the ongoing IQAP. The systems must provide information 
on areas including, but not limited to, utilization, grievances and appeals, and 
disenrollment for other than the loss of program eligibility. The basic elements of a 
health information system with which a vendor must comply include the following: 


Our health information systems are compliant with the State’s requirements and sufficient 
to collect, analyze, integrate and report data to achieve the objectives of our QI Program. 
We use the proprietary Enterprise System to provide, monitor and trend information 
including, but not limited to, utilization, grievances and appeals, and disenrollment.  


The Enterprise System includes several custom-built, integrated application modules 
which provide the integrated database that edits and collects data on recipients and 
providers along with the claims and encounters that document the services furnished to 
recipients. We will meet the requirements of this RFP and 42 CFR 438.242 through the 
consistent and ongoing use of this comprehensive system. 


The information for those reports is extracted from our Enterprise System which maintains 
encounter and claims data at a single person and aggregate level. Uniform utilization and 
quality assurance reports will be provided on a quarterly basis, via secure email.  
Recipient satisfaction and complaint data will be delivered via secure email on an annual 
basis. 


The Enterprise System includes comprehensive, flexible reporting capabilities. Hundreds 
of standard reports, many of which are customizable through the user interface, are 
available on demand for immediate online access. Reports display real-time data drawn 
directly from Enterprise System databases, and most can be exported in a variety of file 
formats, including PDF and Excel. In addition to the Enterprise System’s standard reports 
and analysis tools, any data stored in the Enterprise System’s databases can be easily 
extracted and repackaged into client-defined report formats without a programming 
change to the system. The words—real-time, online, anytime—sum up our innovative 
approach for putting the analytical power of the Enterprise System into the hands of our 
clients.  
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DHCFP can log on to our Client Web Portal and instantly monitor financial trends and 
claim liability; track Call Center activity; generate up-to-the minute provider profiling; 
review claim and authorization volumes, processing status, and turnaround times; run 
detailed statistical analysis against paid claim data; and much more.  


Analytical tools include Executive Dashboards, Provider Profiling tools, Paid Claim 
Analysis tools, Quick List reports with linked Profile data, and the Enterprise Business 
Intelligence System (eBIS). All of these tools are customizable through the user interface, 
with advanced filtering options that allow flexible, focused analysis without programming. 
All data exposed through the Client Web Portal is real-time data, drawn directly from 
Enterprise System databases/data warehouse. On-demand reports generated with these 
analysis tools can be exported in a variety of file formats, including PDF, CSV, XML, and 
Excel. DHCFP will have hands-on oversight into program financials and operating 
metrics—anytime from anywhere—by simply logging on to a website.  


DHCFP staff can also receive security access to generate their own reports online, any 
time, with just a supported web browser and an Internet connection. These on-demand 
reporting tools offer DHCFP managers and staff oversight 24 hours a day, seven days a 
week into our management of the dental program. 


In addition to Enterprise System analysis and reporting tools available on demand through 
the user interface, any data stored in the Enterprise System databases can be easily 
extracted and repackaged into scheduled reports that meet client requirements for data, 
layout, and file format without a programming change to the system. Scion Dental 
technical staff has extensive experience working with clients to design, develop, and 
deliver customized reports to meet specific needs.  


Our information management team will work with DHCFP to define requirements to meet 
changing business needs, and then collaborate with our technical staff to design, develop, 
and deliver client-defined reports. Because you will continue to have online access to 
dashboards and other analytical tools, dependence on customized reports is minimized. 


UTILIZATION 
UnitedHealthcare has integrated clinical, statistical and analytics experience and expertise 
to create a comprehensive program for identifying and improving outlier performance on 
key performance measures of utilization, and billing practices. Components of our profiling 
technology include robust relational databases with real-time, online access to claims 
data, sophisticated analytical tools, including SAS, data mining and advanced statistical 
analysis. Our comprehensive data warehouse is available online and in real time to all 
analysts and clinicians involved in profiling.  


Based on the analytic profiling process, UnitedHealthcare may initiate various 
investigation and remediation efforts. A formal investigation may be triggered.  All 
analytics, including provider profiles, are based on the data in the warehouse.  


A clinician will review the profile results of all flagged providers with aberrant 
claims/utilization patterns and determine if further investigation is warranted. If warranted, 
the clinician reviews additional detailed reports for flagged providers.  


The Claim Audit Report details all services provided to all recipients for a specified time 
interval and allows the reviewing clinician to view the sequence of treatment, and the type 
and quantity of services by recipient. The combination of these reports enables the 
reviewing clinicians to determine whether abusive claims/utilization patterns exist, which 
would trigger a formal Fraud and Abuse investigation. 
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GRIEVANCE AND APPEALS 
All complaints received, either orally or written, are analyzed, logged, and categorized in 
our electronic tracking system and automatically routed to the Appeals department for 
review and resolution. Our appeals specialists log, track, and assign case follow-ups to 
appropriate staff. When a case requiring follow up is created, the appeals specialist routes 
the case to the appropriate department, such as credentialing, client services, or claims, 
or to a specific provider relations representative or dental consultant. Each follow-up 
record includes due dates and hotlinks back to case details. When a note is entered on a 
follow-up assignment, the system automatically logs the date, time, and name/user ID of 
the person who entered the note. 


The Appeals department monitors member-initiated complaints about providers, including 
clinical quality of care complaints. Each month, the appeals department delivers a 
trending and analysis report to the Clinical Affairs Committee, the Dental Director, and the 
market’s Provider Relations Representative. The report, which summarizes the prior 
month’s grievance activity with a Year-to-Date comparison, is reviewed during Clinical 
Affairs Committee meetings. If a clinical Quality of Care issue is identified, the local Field 
Provider Relations Representative personally visits the provider office for further 
investigation. Correction action may also be taken as required.  


DISENROLLMENT  
We take advantage of built-in efficiencies in our benefits administration software platform 
to import, process, and manage data file imports, including eligibility files. Per the RFP, we 
will accept daily enrollment/disenrollment updates and provide weekly reconciliation of the 
data. We will also reconcile the monthly file against internal records and notify the State of 
any inconsistencies within three months of file receipt. 


Business rules can be applied against the imported data to ensure it matches the original 
file data, and customized data edits can be applied to meet specific client requirements. 
Incoming data files that cannot be loaded can be suspended, corrected, and reprocessed 
or they can be returned to the client for correction, depending on each client’s 
requirements and preferences. 


Data updates can be automatically loaded into the system based on business rules. For 
example, rules defined for various functional sets of data control how matching records 
and unmatched (new) records are handled: they can be merged, completely replaced, or 
ignored. Likewise, rules can also be defined down to the individual field level to control 
update actions for each field. 


3.9.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, 
and on services furnished to the recipients through an encounter data system or 
other methods as may be specified by the DHCFP; 


Our Enterprise System database will maintains all relevant demographic and health 
information data for Nevada Dental Medicaid recipients.  Diagnosis and treatment are 
captured as part of claim submission and stored with the claim record, which is 
automatically linked to the member enrollment record. Historical diagnosis and treatment 
data is never purged and can be extracted from the system for many different reporting 
purposes, including paid claim analysis, financial liability reporting, provider profiling, etc. 
At any time, our member services advocates can access information specifically related to 
any identified special needs or requirements of our recipients. We can also extract reports 
that help us identify any significant data related to the utilization or service needs of the 
recipients enrolled in the program. 
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As required, the Enterprise System will generate and provide person-level records that 
describe the care received by that individual during his or her enrollment period. 


3.9.5.2 Verify the data received from providers is accurate, and timely, and screen the data 
for completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2);  


We have fully HIPAA-compliant editing software in place to validate the integrity of the 
claims and encounter data we receive from submitting providers. We have staff dedicated 
to monitoring the volume and quality of encounter data received from contracted providers 
to verify the completeness and accuracy of this data. We confirm that data received from 
providers is accurate and complete by verifying the accuracy and timeliness of reported 
data, screening the data for completeness, logic and consistency, and collecting service 
information in standardized formats to the extent feasible and appropriate. Claims and 
utilization management (UM) data are subject to extensive system edits included in the 
Enterprise System software and we establish and maintain policies and procedures to 
process claims and encounters that are submitted for payment from any source for 
services provided to recipients. 


We monitor our compliance with internal, regulatory and contractual claims processing 
requirements through internal claims quality control department audits and random audits. 


3.9.5.3 Must collect service information received from providers in standardized formats. 


We accept 837D transaction files submitted electronically by individual providers and 
clearinghouses. Our EDI Analysts work directly with submitters to test files for accuracy 
and HIPAA compliance, and they resolve any transmission errors before files are loaded 
into a production environment. Our skilled technical teams offer technical support and 
business support via telephone and email. 


We already have in place systematic rules that ensure medically necessary dental 
covered services are paid only for eligible recipients, in accordance with dental program 
regulations.  


3.9.5.4 Make all collected data available as outlined in the reporting guide, attachments or 
as requested to the DHCFP and upon request to CMS as required; and 


We will make all collected data available as outlined in the reporting guide, attachments or 
as requested to the DHCFP and upon request to CMS as required. 


3.9.5.5 Designate a lead person to collaborate with the DHCFP on the review and 
submission of encounter data to the DHCFP. 


We will designate a director of information systems who will be the designated lead to 
collaborate with the DHCFP related to review and submission of encounter data. 


3.9.6 Written IQAP Description  


The vendor must have a written description of its IQAP. This written description 
must meet the following criteria: 


We have a written description of our IQAP that meets DHCFP requirements. Our QI 
Program Description is rooted in principles of continuous quality improvement (CQI) that 
foster data-driven decision-making and focus on continually leveraging opportunities for 
improvement. 
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3.9.6.1 Goals and Objectives. 


3.9.6.2 The written description must contain a detailed set of quality assurance (QA) 
objectives, which are developed annually and include a timetable for 
implementation and accomplishment.  


We maintain an updated QI Work Plan to manage due dates, responsible staff members, 
timelines for implementation and accomplishments of the specific objectives of the internal 
QI Program. Overall responsibility for the QI Work Plan lies with the Dr. Donna Nagata, 
National Dental Director for Quality Assurance, who will be responsible for the oversight of 
the Quality Assurance Plan for the State.   


Each year, quality measures including HEDIS, and access/availability, grievances and 
appeals, call and claims turnaround data, results of provider audits among others, are 
evaluated and quantifiable goals are set with staff accountability noted. The QIC reviews 
and approves the QI Work Plan annually and upon each update as does the board of 
directors. The Quality Assurance Plan and Protocols will adhere to the following 
guidelines: 


■ It is evaluated and implemented by professionals with adequate and appropriate 
experience in quality assurance 


■ The plan detects both underutilization and overutilization of services 


■ The plan assesses the quality and appropriateness of care furnished to enrollees. 


■ The plan provides for systematic data collection of performance and patient results 


■ The plan provides for interpretation of collected data to practitioners 


■ The plan identifies gaps in care and service and provides for needed improvements 
when problems are found 


3.9.6.3 Scope 


A.  The scope of the IQAP must be comprehensive, addressing both the quality 
of clinical care and the quality of non-clinical aspects of service. Scope must 
also include availability, accessibility, coordination, and continuity of care. 


We maintain an updated QI Work Plan to manage due dates, responsible staff 
members, timelines for implementation and accomplishments of the specific 
objectives of the internal QI Program.  


THE  IQAP WORK PLAN 
IQAP Activities will be documented in a work plan and will include the following 
areas:  


Access and Availability: UnitedHealthcare will ensure that all requirements are 
met relating to the access and availability of our Providers, and has filed the current 
access and availability standards with the state regulatory agencies as required. 
The Plan monitors the following appointment availability: initial visits, routine visits, 
hygiene visits, emergency care and in office waiting times, through access surveys, 
grievance data, member and provider surveys, on-site audits and provider after 
hours accessibility. 
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Member Satisfaction Survey: UnitedHealthcare will have policies and procedures 
to track and trend member satisfaction.  


Recipient Complaint/Grievance Resolution Process: UnitedHealthcare will have 
a grievance system and mechanism in place to allow for its recipients and/or their 
representatives to file grievances against both the Providers and the Plan. 


Provider Disputes, Grievances and Appeals: Participating UnitedHealthcare 
dentists or formerly contracted dentists, who believe they have been adversely 
impacted by the policies, procedures, decisions, or actions of the Plan may have a 
right to file a dispute with the Plan as provided by state regulation or provider 
contract.  


The Plan will acknowledge receipt of the dispute within fifteen (15) business days 
and resolve the dispute within forty-five (45) business days of receipt of all 
information necessary to make a resolution unless otherwise required by individual 
state requirements. Following notification of the Plan resolution, if unsatisfactory, 
the provider may appeal this decision as provided in their provider contract.  


Guidelines for Quality of Care and Quality of Services: UnitedHealthcare has 
developed and maintains criteria and guidelines for care and service to ensure that 
Plan recipients receive all necessary, adequate and appropriate preventive, and 
restorative dental services which are consistent with generally accepted 
professionally recognized standards. 


Quality of Care Oversight and Monitoring: UnitedHealthcare has various 
methods for monitoring quality of care to ensure recipients receive the necessary, 
adequate and appropriate preventive and restorative dental services which are 
consistent with generally accepted professionally recognized standards and within 
expected guidelines. These methods include, but are not limited to, On-Site Audits, 
Potential Quality Issue investigation, analysis of Grievances and Appeals, review of 
Credentialing issues, Utilization statistics, and Member Satisfaction surveys. 


Identification of Clinical and/or High Risk Issues, Disparities: UnitedHealthcare 
looks to identify and prioritize quality issues, membership data is reviewed 
periodically to identify and prioritize potential disparities and quality issues using 
basic demographics, such as age and geographic location (including suburban, 
urban and rural) and comparing this data to available local and or national 
benchmark data. The data is reviewed to establish benchmarks for future health 
care study and quality improvement.   


Customer Service: UnitedHealthcare has a customer service center that provides 
comprehensive service to the Plan's recipients and providers. The Plan addresses 
the needs of the customers to include accurate recipient benefit and eligibility 
information in a compassionate and efficient manner. The Quality Improvement 
Committee reviews the quarterly call resolution times, and accuracy of information 
provided as part of its quarterly reviews. 


Credentialing/Recredentialing: UnitedHealthcare maintains a comprehensive 
credentialing process to verify the professional credentials of all contracted dentist 
Providers. The Plan contracts with a NCQA Certified Credentialing Verification 
Organization (CVO) to assist in the required data collection to complete the 
credentialing, (and recredentialing) process. Recredentialing of all contracted 
Providers is done on a three (3) year cycle unless otherwise required by state 
regulation. 
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Provider On-Site Reviews: UnitedHealthcare has mechanisms in place for the 
evaluation of the structural aspects of care at participating dental offices. as well as 
mechanisms for evaluation regarding the clinical process of care rendered by 
participating dentists at dental plan offices, including audits of clinical records. The 
Plan uses valid and reliable data collection and analysis methodologies to evaluate 
the clinical process of care at dental plan offices, and evaluates  participating  
dentists  against current  professionally  recognized  standards  of  practice  as  
promulgated  by  national dental professional associations. The clinical evaluations 
are conducted by qualified licensed dentists and overseen by the National Dental 
Director where such oversight includes regular training, calibration, and validation of 
results. 


Dental Records: UnitedHealthcare maintains policies regarding Dental Records 
requirements, such as required and recommended information to be contained in 
proper dental records. This includes appropriate treatment plans, timeliness of 
treatment, and continuity and coordination of care. We may perform dental record 
audits if concerns exist about quality or when the Plan has concerns about dental 
recordkeeping. In addition, chart review may be involved in anti-fraud investigation. 


Provider Satisfaction Survey: UnitedHealthcare periodically conducts Provider 
Satisfaction Surveys to assess the Provider perception of Plan performance and to 
identify opportunities for improvement. Areas surveyed include, but are not limited 
to, the following: Provider Relations (internal and field representatives), Customer 
Service, specialty referrals, quality management activities, and Provider 
involvement in grievances and appeals. Survey results are presented to the Quality 
Improvement Committee for the identification of opportunities for improvement. 


Preventive Care Guidelines and Dental Health Education: UnitedHealthcare’s 
preventive dental activities are designed to identify and measure indicators of 
preventive health and to share feedback to the State, individual Providers, and 
internally. The goal is increase the utilization of preventive health services, in an 
effort to promote healthy behaviors and wellness of the recipient.  


Additional efforts are offered to educate recipients on the importance of preventive 
health and the services available in their plan, through communication and 
outreach, coordinated with the health plan. Primary responsibility is coordinated 
between QA and the Dental Director, with input from Client Operations, Network 
Development and Marketing. 


Linguistic Access: UnitedHealthcare complies with all federal, state, and client 
mandated linguistic access requirements. UnitedHealthcare may make materials 
available in various languages, large print, and also offers hearing-impaired 
services when required, in accordance with all contractual, state, and federal 
requirements. 


HIPAA Compliance: UnitedHealthcare adheres to all required HIPAA requirements 
in the processing of recipient's protected health information (PHI). UnitedHealthcare 
maintains HIPAA Policies and Procedures and performs the required training for all 
employees. UnitedHealthcare also requires all contracted Providers to handle 
member health care information with the same sensitivity. Chart audits are 
reviewed for confidentiality issues.  
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Emergency Care/Emergency Dental Services: UnitedHealthcare has guidelines 
and policies regarding the care of Recipients experiencing dental emergencies. 
Within the scope of dental care benefits under the Recipient's benefit plan, 
emergency dental services are services required in the event of unforeseen medical 
conditions such as pain, hemorrhage, infection, or trauma, where immediate 
attention is necessary. In general, emergency services include relief of pain, 
swelling, infection, and/or bleeding by procedures to stabilize the emergency 
condition, and may include issuing prescription medications. Definitive procedures 
may need to be deferred to a more appropriate time. 


Fraud and Abuse Program: A key component of the UnitedHealthcare’s 
management of benefit costs is the identification and investigation of potential 
fraudulent, abusive, unusual services, or aberrant patterns of care. The program is 
comprehensive and managed in partnership with our Payment and Integrity Unit, a 
United Health Group subsidiary and the UnitedHealthcare Special Investigations 
Unit (SIU). The Fraud and Abuse Program is reviewed periodically as required by 
specific contract, state, and/or federal requirements. Cases that are verified as 
being "fraudulent", they are summarized at the appropriate internal committees, and 
referred to the appropriate authorities for further action. Annual reports of anti-fraud 
or abuse activity are filed with the state regulatory agencies when required. 


Utilization Management: UnitedHealthcare maintains a comprehensive Utilization 
Management (UM) Program with supporting policies and procedures. Utilization 
data may be analyzed to ensure that Recipients receive quality oral health services.    


UM activities identify aberrant utilization patterns, and provide source data for 
outcomes studies, allowing analysis of client performance which can suggest 
targeted QI interventions aimed at improving Recipient oral health outcomes. UM is 
an additional source of quality indicators, which can be used to evaluate quality in 
the following four areas: clinical results or treatment choices, over and under-
utilization compared to network base lines, accuracy of coding procedures, and cost 
of care. 


ANNUAL QUALITY IMPROVEMENT ACTIVITIES AND WORK PLAN 
UnitedHealthcare is committed to quality improvement activities to identify 
systemic quality of care and quality of service issues, and to create initiatives to 
improve identified quality parameters and hence to improve care and service. 


The IQAP includes mechanisms to evaluate and report trends and patterns 
with complaints, appeals, and other data sources used to measure quality 
performance. Such reports are reviewed and acted upon by the Quality 
Improvement Committee. The IQAP I uses established quality of care indicators 
relevant to its membership and based on current and sound clinical knowledge 
and practice, such as national evidence-based guidelines or national consensus 
guidelines to evaluate the quality of care provided. 


The Plan uses valid and reliable data collection and analysis methodologies to 
identify, track, and trend quality of care and quality of service issues. The Plan 
establishes performance goals for the quality of care and quality of service 
indicators to assess performance, identify and set priority areas for improvement, 
and determine desired level of improvement, as applicable. The Plan tracks and 
trends performance on quality of care indicators on a Provider-specific basis, as 
appropriate. 
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A written evaluation of the IQAP is prepared annually and submitted to the 
appropriate Clinical Committees for review and approval as well as to the State as 
appropriate. This evaluation focuses on strengths and weaknesses, trends and 
patterns, barriers to improvement, and demonstrated accomplishments in 
improving dental care and services to recipients. Input is obtained from the IQAP, 
CAC, staff, data sources, satisfaction indicators, and the Plan management. 


A Quality Improvement Work Plan is prepared for the upcoming year for 
submission to the appropriate Committees and to the State for approval as 
appropriate.  The Work Plan incorporates aspects of the IQAP annual 
evaluation, and revisions, if applicable, indicator requirements, and employer 
requests for monitoring and reporting. The Quality Improvement Work Plan is 
prepared and based primarily on the annual IQAP evaluation but may also include 
client and regulatory requirements or other quality improvement initiatives. 


If UnitedHealthcare does not achieve its quality of care or quality of service 
performance goals, the Plan performs quantitative and qualitative data analysis 
to identify barriers to the improvement of both clinical and non-clinical aspects 
of its health service delivery system. In order to improve performance 
UnitedHealthcare designs and implements interventions to address any identified 
barriers. UnitedHealthcare also re-measures our performance to determine to 
determine if we have seen improvement or have met our goals. 


MECHANISMS FOR OVERSEEING PROGRAM EFFECTIVENESS 
UnitedHealthcare oversees the effectiveness of program quality management, 
quality improvement, and preventive health education activities. Quarterly status 
reports are made available and to the Plan's management, clients (as required) for 
review and evaluation of effectiveness. 


The Dental Director has overall responsibility for the quality management program. 
The Dental Director and the Director of Quality Management are responsible for 
monitoring follow-through when clinical and service opportunities for improvement 
are identified.  


Formulation of the annual Quality Improvement Program incorporates findings from 
the program evaluation in addition to activities mandated state and federal 
programs, and client contractual agreements.  


An annual critical evaluation of the IQAP is completed to ascertain that the goals 
are met and improvement initiatives are effective. Such review focuses on 
evaluation of defined goals and objectives, review of completed QI activities, 
program scope and organization. Highlights include trending of key clinical and 
service indicators, documentation of quantitative improvements in care and service 
attributable to QI initiatives, evaluation of QI resources, and recommendations for 
the coming year in the work plan. Any barriers to the QI process are analyzed and 
identified to create actions to overcome any and all barriers to the improvement 
process.  
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B.  The IQAP methodology must provide for review of the entire range of care 
provided by the vendor, including services provided to CSHCN, by assuring 
that all demographic groups, care settings and types of services (e.g., 
preventive, primary, specialty care, and ancillary) are included in the scope 
of the review.  


The IQAP/QI Program methodology, as described in the Quality Program 
Description, is used to describe the process for monitoring quality of dental health 
care throughout the entire range of services we provide. In the QI Program 
evaluation, all demographic groups, including children experiencing health care 
disparities, those with special health care needs (CSHCN) and care settings (e.g., 
including care provided by private providers  and FQHC) and types of services are 
included in the review of the program.  


EXAMPLES OF KEY ACTIVITIES 
Comprehensive Review: Annually, we conduct a comprehensive review of claims 
and encounters data for our members across all care settings. This review of 
private provider, community health center, ER and urgent care data for different age 
groups, geographic location and by gender helps determine the top diagnoses to 
determine additional areas for potential intervention. 


Quality of Service Monitoring: We monitor quality of service through evaluation of 
quality of service indicators such as access and availability, claims and call data as 
well as the review of member and provider satisfaction reports with customer 
service and data related to ease of access and call response times in our member 
and provider services center. Member-facing service data are reviewed monthly. 


Quality of Care (QOC) Monitoring: QOC monitoring is analyzed through 
evaluation of quality of care indicators, including utilization patterns, quality 
measure focusing on preventive health, and quality of care complaints as well by 
using member feedback from surveys, complaints and appeals, and provider office 
visits that identify potential issues. We pursue QOC investigations for any type of 
provider in any setting of care to verify recipients receive appropriate clinical care 
and services. QOC monitoring is continuous due to the extreme importance of 
timely response. On a monthly basis, we perform formal reporting of aggregate 
QOC data that is shared with appropriate quality committees. 


3.9.6.4 Specific Activities 


The written description must specify quality of care studies and other activities to 
be undertaken over a prescribed period of time, and methodologies and 
organizational arrangements to be used to accomplish them.  Individuals 
responsible for the studies and other activities must be clearly identified and 
qualified to develop the studies and analyze outcomes.   


The written Quality Improvement Program (QIP) encompasses both clinical care and 
service activities, involving multiple committees (Quality Improvement Committee (QIC), 
Clinical Policy and Technology, Clinical Affairs Committee (CAC), Peer Review, and 
Credentialing) in the improvement process. 
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The Quality Improvement Committee (QIC) is comprised of the following 
individuals: 


■ National dental 
director, Quality 
Management (Chair) 


■ Finance and Underwriting 
representative  


■ Appeals and grievance 
representative  


■ Business Operations 


■ Credentialing 
representative  


■ Customer operations 
representative  


■ Growth/marketing 
representative  


■ UMR/UR representative  


■ Compliance 
representative  


■ Network development 
representative 


■ Legal representative  
■ Government Programs 


representative 


 


The Clinical Affairs Committee (CAC) is comprised of the following 
individuals: 


■ National dental 
director for Quality 
Assurance/DBP of 
California dental 
director (Chair) 


■ Vice president, 
Utilization 
Management 


■ Vice president, Clinical 
Government 
Programs/Rhode 
Island Dental Director 


■ General counsel 
■ Dental director, Clinical 


Coverage Review 
■ Dental director, Texas 
■ Director of National Clinical 


Quality Assurance 
■ Director of Clinical Claims 


Review 
■ Corporate compliance 


representative 
■ Network dentists 


■ OptumInsight director 
 
  
  


 


The Credentialing Committee is comprised of the following individuals: 


■ National Dental 
Director Quality 
Assurance/DBP of 
California dental 
director (Chair) 


■ OptumInsight director 
■ Dental director, Clinical 


Coverage Review 
■ Dental director, Texas 
■ Dental consultant for Quality 


Assurance 
■ General counsel 
■ Network dentists (3) 


■ Vice president, Clinical 
Government 
Programs/Dental 
director, Rhode Island 
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The Peer Review Committee is comprised of the following individuals: 


  ■ Dental director, Texas 
(Chair) 


■ National Dental 
Director Quality 
Assurance/DBP of 
California dental 
director (Chair) 


■ Vice president, Clinical 
Government 
Programs/Dental 
director, Rhode Island 


■ Dental director, Clinical 
Coverage Review 


■ Dental director, Rhode Island 
■ OptumInsight director  
■ Director of Clinical Claims 


Review 
■ Director, National Quality 


Assurance 
■ General counsel 
■ Network dentists 


  


Annual quality of care studies and activities such as preparation of the QI Program 
Evaluation, Description and QI Work Plan as defined by state-specific requirements: 


■ All data collection and analysis that is due during the year 


■ Development activities that are new to the internal QI Program are completed 
during the year, providing performance goals, responsible party, start date, status 
and completion date 


■ Key indicators to be reported are also tracked during the year, reviewing 
performance goals, frequency of reporting, responsible party and responsible 
committee 


■ The individuals responsible for the studies and other activities are specified within 
the QI Work Plan by both name and title 


■ Additionally, our QI Program description outlines the QI Program structure. This 
program description clearly outlines: 


 The defined reporting structure, which includes the governing body, the Quality 
Improvement Committee, Clinical Affairs Committee, Credentialing Committee, 
Peer Review Committee, Clinical Policy and Technology Committee and any 
state specific committees as required.  


 Clearly defined roles and responsibilities of the designated senior executive 
and other clinical staff 


The QIC receives regular written reports from Provider Relations, Quality Management 
and Marketing. It provides information on member and provider satisfaction survey results, 
recipient complaints, grievances, telephone access, disenrollment, credentialing and 
preventive health services—all of which are used for developing service improvement 
projects. The QIC and CAC analyze the information and make recommendations for 
improvement. 


ANNUAL QUALITY IMPROVEMENT EVALUATION AND WORK PLAN 
The QIC provides an annual written evaluation of our QIP to the board of directors. This 
evaluation focuses on strengths and weaknesses, trends/patterns, barriers to 
improvements and demonstrated accomplishments in improving care and services to 
recipients. 
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The committee reviews and revises the QIP for the upcoming year to submit to the board 
of directors for approval. The work plan incorporates aspects of the annual evaluation, 
relevant state and federal requirements, indicator requirements and employer requests for 
monitoring and reporting. 


MECHANISMS FOR OVERSEEING PROGRAM EFFECTIVENESS 
The national dental director for quality assurance is responsible for monitoring follow-
through when clinical and service improvements are identified. We maintain 
documentation about implementing recommendations of system changes, corrective 
actions, educational endeavors and overall effectiveness. 


We use the QIP to make sure goals are met, gaps in care and service are identified, and 
improvements are effective. We evaluate the scope, activities, goals and objectives. We 
trend key clinical and service indicators and note quantitative improvements in care and 
service, based on the quality improvement initiatives. We evaluate our resources and 
make recommendations for the coming year. 


The annual QIP incorporates findings from the program evaluation; for example, needed 
improvements, changes in process or structure and follow-up studies, in addition to 
activities mandated by state and federal regulations and customer expectations. The 
board of directors reviews and approves the QIP evaluation and annual QIP. 


3.9.6.5 Continuous Activity 


The written description must provide for continuous performance of the activities, 
including tracking of issues over time. 


We implement the plan-do-check-act (PDCA) cycle method to conduct and evaluate our 
QI activities. We use the PDCA cycle to measure and evaluate the continuous 
performance of our QI activities over time. We use this cycle to: 


■ PLAN or design baseline or initial QI interventions 


■ DO or conduct the specific QI interventions 


■ CHECK or confirm the results of the QI intervention 


■ ACT or expand on successful QI interventions 


We actively use our QIP as the key written description that complements the PDCA 
process. The QI Work Plan is the foundation document we use to monitor continuous 
performance of QI activities and to track issues over time.  


Our QI staff structure the work plan as a comprehensive listing of ongoing and planned QI 
activities. We identify the topic for each QI activity, associated performance goals and 
responsible party (e.g., the director, clinical quality, under the direction of the QIC). Our QI 
staff members also highlight the start date and completion date for each project and 
project status (e.g., planning, data collection, data analysis, and barrier analysis, 
designing actions and implementing actions). 


We provide significant detail in the QI Work Plan. Our QI staff, the QIC and task force 
members review the status of each initiative. We review the QI Work Plan during the year 
at committee, task force and internal quality-management team meetings. We use our QI 
Work Plan as the reference document to understand the progress of each initiative and to 
track issues over time. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 154 


 


3.9.6.6 Provider Review 


A.  Review by dentists and other health professionals of the process followed in 
the provision of dental services must be conducted; and 


We require an ongoing review by local, licensed dentists and other health 
professionals of the process followed in providing dental services. The CAC reviews 
and approves all clinical practice guidelines, as recommended by the Clinical Policy 
and Technology Committee, as well as UM decision-making criteria. 
UnitedHealthcare employed dentists, as well as participating network dentists are 
part of all meeting committee structures as they are a vital part of our program 
designs and progress. Dentists and other licensed staff also oversee or have input 
into all of the health plan’s processes and programs including the clinical claims 
review, disease management and clinical program development, dentist audits, 
appeals and grievances, quality of care and credentialing/recredentialing, among 
others. 


Clinical policy and procedures are the responsibility of UnitedHealthcare’s dental 
clinical committees. The Clinical Affairs Committee is responsible for: 


■ Reviewing trends and providing input about network access, dental record 
documentation, preventive services, credentialing and recredentialing, 
member complaints and utilization 


■ Developing criteria and reviewing results of service indicators including 
annual member satisfaction survey reports and identifying opportunities for 
improvement 


■ Reviewing dentist credentialing and recredentialing reports from the 
Credentialing Committee, appeals from the Peer Review Committee and 
clinical recommendations on practice guidelines and new technologies from 
the Clinical Policy and Technology Committee 


■ Communicating our quality improvement reports, best practices and 
opportunities for improvement to network dentists 


■ Reviewing, updating and approving the Quality Improvement Program (QIP) 
and annual work plan and clinical review criteria annually 


■ Reviewing and approving revisions to key Quality Management and 
Utilization Management Policies and Procedures 


■ Reviewing and endorsing clinical studies/customer reviews, identifying and 
implementing improvement opportunities 
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B.  The vendor must provide feedback to dental professionals and vendor staff 
regarding performance and patient health care outcomes. 


Dentists are provided with information through our Provider summary guide, on the 
dentist web portal, through provider newsletters, letters to providers and through 
conversations with Network provider representatives and advocates. Information 
focuses primarily on similar quality processes, as they do for members, provider 
disputes, appeals, complaints, grievances, and our fraud/waste/abuse program. 
Additional information is provided on clinical criteria and review requirements, 
credentialing requirements, information on filing and checking up on claims, record 
keeping and infectious disease control, access and availability requirements, 
guidelines for quality of care and service, preventive care guidelines, emergency 
care requirements and HIPAA. Results of measurements done on Performance 
Improvement Programs (PIPs) are provided sharing both overall trends and 
individual provider feedback. We also keep our clinicians informed on pertinent 
clinical topics (ex. the rise in Emergency Room use for routine dental emergencies, 
the opportunities in partnering with physicians etc.), new clinical programs and 
quality improvement projects. 


We inform our member services advocates, professional relations directors, 
regional representatives, network dentists, clinicians and key stake holders. We 
also may share information with physicians and dental professionals, members, 
customers and brokers. We provide information on the Web, through newsletters 
and written materials. 


We use a combination of utilization and quality measures in evaluating its dental 
providers. These measurements are done quarterly in order to track performance 
over time and provide regular feedback to network dentists. Utilization evaluation 
looks at dentist performance against their peers in the plan as well as national 
norms looking for potential overutilization, particularly of restorative and surgical 
procedures as well as underutilization of preventive procedures. Those found to be 
over-utilizing receive feedback on their performance which may include a corrective 
action plan. Not successfully completing the CAP may result in further action which 
could include termination from the dental network. Cases that are potentially 
fraudulent are reviewed in partnership with the Payment and Integrity Unit and the 
UnitedHealthcare Special Investigative Unit (SIU). Results are summarized at the 
appropriate internal committees, and referred to the appropriate authorities for 
further action. Annual reports of anti-fraud or abuse activity are filed with the state 
regulatory agencies as required. 


Measures of quality focus on prevention and are based on those developed and 
implemented by the American Dental Association’s Dental Quality Alliance (DQA). 
DQA Quality Measures are nationally recognized and focus on those preventive 
procedures that UnitedHealthcare seeks to promote among its dental providers to 
improve the health of its recipients and to help in meeting Performance 
Improvement Program (PIP) preventive health targets.    


The CAC and other quality-focused committees and subcommittees also provide 
feedback, review and evaluation of performance and patient health care outcomes 
to health professionals and health plan clinical staff as related to the care and 
services provided to recipients. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 156 


 


Our clinical director researches new clinical evidence and existing practice 
guidelines to initiate development of our own clinical guideline recommendations 
with input from our clinical staff and our Clinical Policy and Technology and Clinical 
Affairs Committees (CAC). The Clinical Policy and Technology Committee 
researches, develops and implements our treatment protocols and new 
technologies, which are based on principles of evidence-based dentistry. The 
protocols are endorsed by the Clinical Affairs Committee. Both committees are 
composed of company leaders, internal clinical staff and network dentists. 


New guidelines and recommendations support: 


■  Clinical claims review  


■ Claims payment criteria 


■  Marketing and underwriting  


■ Benefit addition and modification  


■ Addition of clinical programs such as those supporting our disease 
management and wellness programs. 


3.9.6.7 Focus on Health Outcomes 


The IQAP methodology must address health outcomes to the extent consistent with 
existing technology.   


The IQAP/QI Program methodology addresses health outcomes consistent with existing 
technology. The methodology used to conduct QI is based upon the development and 
implementation of interventions to address barriers, re-measurement of data to assess 
effectiveness of interventions, development and implementation of new interventions, as 
appropriate and follow-up re-measurement of data to assess effectiveness or sustained 
impact. 


Through this methodology, health outcomes and clinical improvements are monitored and 
reviewed using the existing the comprehensive data gathered by the Enterprise System.  
The Enterprise database warehouses gives us access to claims and encounters and 
demographic information, including race and ethnicity, to create a rich source of data to 
conduct studies undertaken to measure health outcomes. 


3.9.7 Systematic Process of Quality Assessment and Improvement  


The IQAP must objectively and systematically monitor and evaluate the quality and 
appropriateness of care and service provided to recipients through quality of care 
studies and related activities, and pursues opportunities for improvement on an 
ongoing basis.  The IQAP must have written guidelines for its Performance 
Improvement Projects (PIPs) and related activities.  These guidelines include: 


We have demonstrated abilities to meet quality assessment and improvement 
requirements in other Medicaid, Medicare and commercial markets we serve through our 
IQAP. We have proven processes in place to objectively and systematically monitor and 
evaluate the quality and appropriateness of care and service provided to recipients 
through quality of care studies and related activities. 
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3.9.7.1 Specification of Dental Services Delivery Areas to be monitored; 


3.9.7.2 The IQAP must monitor and evaluate, at a minimum, care and services in certain 
priority areas of concern selected by the DHCFP. These are selected from among 
those identified by the CMS and the DHCFP and are identified through the DHCFP 
Quality Assessment and Performance Improvement Strategy; 


Improved health outcomes for our recipients are the goal of our quality assessment and 
improvement program. Through continuous monitoring of our recipients using key quality 
indicators, coupled with the development and refinement of clinical and health service 
programs, we can address new opportunities to better support quality and 
appropriateness of care for Nevada recipients and providers. We are certain that we can 
create a quality framework that embodies DHCFP’s vision and objectives and provides a 
sound basis for assessing the quality and appropriateness of care delivered to our 
recipients. 


To drive clinical and operational performance improvement, our quality management team 
incorporates ongoing monitoring of critical quality indicators, formal PIPs and compliance 
with federal and state regulations. Our leaders set short- and long-term performance goals 
and our quality management team assists them in benchmarking our performance against 
state and national rates. Our quality management team measures those successes 
through analysis of industry-standard measures of dental plan quality including, but not 
limited to, HEDIS measures, EPSDT screening ratios, access and availability data, 
through clinical evaluations of access and preventive health utilization, and through the 
feedback we receive as part of compliance audits and provider and member surveys. 


3.9.7.3 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b): 


A.  Validation of Performance Improvement Projects required by the State to 
comply with requirements set forth in 42 CFR 438.330; and 


Nationwide, our health plans fully engage with the annual independent 
assessments conducted by our state partners and external quality review 
organizations designated by our regulators. We welcome the feedback we receive 
because of these independent assessments of the quality of care delivered to our 
recipients and we appreciate the chance to resolve identified opportunities in the 
interest of continuously improving our programs. Our goal is always full compliance 
with all contractual requirements. 


We will provide all information required for the external quality review in the time 
frame and format requested by DHCFP or the EQRO designated by DHCFP. Our 
goal is to enable verification to maintain fiscally sound contracts, policies and 
procedures that adequately address quality issues and requirements, provide 
technical validation of our performance improvement projects (PIPs), and alignment 
with our adoption, dissemination and adherence to clinical practice guidelines. 


We incorporate any findings from the review, including DHCFP’s analysis of our 
grievances and appeals, provider disputes and their independent patient and 
provider satisfaction surveys into our current QI Work Plan and the annual QI 
Evaluation, which further informs the development of the QI Program and 
subsequent year’s QI Work Plan. This approach provides the structure to not only 
address any findings immediately as documented in our current QI Work Plan but 
also to reflect the findings and monitor for sustained improvement and compliance 
with DHCFP and EQRO recommendations in upcoming years. 
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B.  Projects that was under way during the preceding twelve (12) calendar 
months. 


As requested, we will provide information regarding projects that were under way 
during the preceding 12 calendar months.  


3.9.7.4 Quality of care studies are an integral and critical component of the health care 
quality improvement system. The vendor will be required annually to conduct and 
report on a minimum of one clinical PIP and one non-clinical PIP. Clinical PIPs 
include projects focusing on prevention and care of acute and chronic conditions, 
high-volume services, high-risk services, and continuity and coordination of care; 
non-clinical PIPs include projects focusing on availability, accessibility, and 
cultural competency of services, interpersonal aspects of care, and appeals, 
grievances, and other complaints; 


We agree to conduct and report on a minimum of one clinical PIP and one non-clinical PIP 
as directed by DHCFP. We routinely examine the clinical and non-clinical areas where we 
can most effect change for our recipients, conducting analysis and reporting as often as 
needed to gauge our performance against industry benchmarks and progress toward our 
goals. Internal and external processes monitored include: 


■ Recipient health outcomes or process of care focusing on overall access, 
preventive health utilization and identification of those at risk for chronic dental 
disease 


■ Patterns of utilization focusing on identification of high cost treatments for the 
management of chronic disease, including hospital based OR and ER services  


■ Service indicators such as member and provider satisfaction with our dental plan 
through data from member and provider satisfaction surveys, the grievance and 
appeals processes, and recipient disenrollment reasons and requests to change 
providers 


■ Access, availability and affordability data such as providers’ compliance with 
appointments and networks access 


■ Other key administrative processes such as call center call volume, abandonment 
rate, answer timeliness and claims processing turnaround times 


3.9.7.5 The purpose of a PIP is to assess and improve processes, thus enhancing the 
outcomes of care.  The PIPs are designed to target and improve the quality of care 
or services received by DBA enrolled recipients. The vendor will utilize, as a 
resource, the Centers for Medicare & Medicaid Services (CMS) guidelines as 
outlined in the most recent version of the CMS publication EQR Protocols; 


We agree to use the current version of the Conducting Performance Improvement 
Projects, a Protocol for Use in Conducting Medicaid External Quality Review Activities, 
Final Protocol as a resource for implementation of the PIPs. This document allows us to 
confirm the projects are designed effectively to improve processes and, therefore, 
outcomes. 
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3.9.7.6 The vendor must implement a system to achieve improvement in quality; evaluate 
effectiveness of the interventions; and institute planning and initiation of activities 
for increasing or sustaining improvement; 


UnitedHealthcare uses a comprehensive approach to evaluating improvement 
opportunities, evaluating the effectiveness of interventions and ensuring sustained 
improvements. Steps include: 


■ Baseline Data: Data are collected and analyzed to establish the current health 
status of the target population and to point to the specific health opportunity 


■ Setting Benchmarks: We establish quantifiable indicators, which clearly and 
accurately measure the activity being evaluated. Indicators measure changes in 
health based on the projected intervention. Process and/or outcome measures are 
established and evaluated as applicable to verify that interventions are being 
implemented and progressing as planned 


■ Development: After conducting an initial analysis, the Clinical/Quality team 
develops and implements an intervention(s) known to be effective and suitable to 
the population selected.  


■ Analysis: A quantitative analysis is conducted to determine if goals/benchmarks 
have been met. Based upon our review, we perform additional analysis to 
determine if interventions should continue or if changes need to be instituted. If the 
PIP was successful, the new processes are standardized and monitored. If the 
actions were unsuccessful, the Clinical/QA team determines and implements 
changes that need to be made to the current interventions. 


■ Re-measurement: We conduct re-measurement to determine if improvements are 
sustained or if new interventions have resulted in improvement. If not, modifications 
or additional interventions are considered. 


■ Monitoring: Interventions that resulted in improvement are standardized and 
monitored.  


■ Reporting: Results of PIPs are shared with the Clinical and QA teams in both 
Dental and where applicable Medical and with outside stakeholders as appropriate, 
such as network dentists and physicians. Results are also reported to the State as 
required.  


3.9.7.7 The vendor must have its own evaluation of the impact and effectiveness of its 
quality assessment and IQAP; 


We perform an annual evaluation of the Quality Program and QI Work Plan, which 
subsequently provides recommendations for the upcoming year and to verify that goals 
have been met and improvements are effective. We focus on the completion of the quality 
improvement activities and how well we met our goals and succeeded within the scope of 
our plans. We trend key clinical and service indicators, and document quantitative 
improvements in care and service that stem from our quality improvement initiatives. We 
also evaluate our resources and recommendations for the coming year. 


The quality improvement program incorporates results from the recent evaluation, 
including needed improvements, changes in process or structure, or follow-up studies in 
addition to activities mandated by state and federal requirements and customer 
expectations. 
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The written Evaluation includes: 


■ A description of completed and ongoing quality activities that address the quality 
and safety of clinical care and the quality of service 


■ Trending of measures to assess performance in the quality and safety of clinical 
care and the quality of services 


■ An analysis of the results of QI initiatives to improve the quality of clinical care and 
the quality of services to recipients, including barrier analysis 


■ An evaluation of the overall effectiveness of the QI Program, including progress 
toward influencing safe clinical practices throughout the network 


The Quality Program Evaluation is submitted to the QIC and our board of directors and 
becomes the basis for the development of the upcoming year’s QI Work Plan. 


We evaluate our Quality Improvement Program (QIP) in a number of ways, including 
committee updates and oversight, monitoring by the dental director, evaluating the 
program annually in an effort to identify gaps in care and/or service and following with 
improvement opportunities.  


The Quality Improvement Committee (QIC) oversees the effectiveness of our quality 
improvement and preventive health services activities. The Clinical Affairs Committee 
(CAC) provides quarterly status reports to the QIC and management to evaluate how 
effectively they were executed. We also share these reports with some customers. 


The national dental director monitors follow-through when needed for clinical and service 
improvements. The director maintains documentation of implementing the recommended 
changes, corrective actions, educational endeavors and overall effectiveness. 


3.9.7.8 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP 
must also monitor and evaluate other important aspects of care and service; and 


We continuously monitor and review clinical and service quality utilizing our QI Work Plan 
as a foundation for program evaluation. The QI Work Plan directs the routine activities 
under the quality management team and is the basis for our committee activities. Through 
quarterly updates and subsequent review and approval by the QMC, we verify that the QI 
Work Plan encompasses all aspects of clinical care, service and operations, and member 
and provider satisfaction; designates responsible leaders and staff for each identified 
improvement activity; and includes a time frame for completion and reporting of each 
activity to the appropriate committee. We assign critical quality indicators, including 
process and outcomes measures, performance goals and benchmarks to each activity. 
Each item in the QI Work Plan aligns to a key component of quality as outlined in the 
Quality Program Description. Our QI Work Plan addresses a broad range of program 
activities of importance to the health of the populations we serve such as the HEDIS 
Annual Dental Visit, EPSDT services, preventive health and screening, and 
member/provider satisfaction. Our QI Work Plan monitors and evaluates important 
aspects of care and services DHCFP directs including, but not limited to, performance 
measures and PIPs. 
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3.9.7.9 A statistically significant decline in one PIP will result in a quality penalty fee until 
the measure increases above original measure or matches previous measure prior 
to decline. 


We are dedicated to the highest standards of integrity and strive to meet and exceed the 
explicit expectations of DHCFP and the recipients who rely on us for their health care 
services and agree to cooperate with all state and federal monitoring of our performance. 


Overall, we monitor a large number of preventive, outcomes indicators, HEDIS and non-
HEDIS alike, for the overall population and for subpopulations within the membership. If 
we (or DHCFP) identify an area that is not performing as expected in comparison to 
external and internal benchmarks and performance goals, we perform a barrier analysis to 
identify ways to improve performance. We use the resulting root cause data to design 
clinical improvement programs and conduct targeted QI initiatives that can range from 
informal PDCA cycles and rapid cycle improvement projects through our integrator teams, 
to more formal focus studies, PIPs or Six Sigma black belt projects. We establish these 
data-driven programs and interventions to improve performance across identified critical 
areas, and once implemented, we monitor outcomes and progress toward established 
clinical performance measures. 


3.9.8 Use of Quality Indicators  


Quality indicators are measurable variables relating to a specified clinical or health 
services delivery area, which are reviewed over a period of time to monitor the 
process or outcomes of care delivered in that area.  


We currently implement a comprehensive internal QI Program to collect quality indicators, 
as described in the Quality Improvement Plan (QIP) and report on the rates based upon 
these indicators. All of our clinical quality indicators are evidence based from nationally 
accepted medical specialty organizations, CMS, or state requirements and reviewed by 
our QIC. Although most mandatory reporting is on an annual basis, the plan has a culture 
of continuous readiness and part of that process is monthly monitoring of most quality 
indicators. Quantifiable indicators are reported and discussed at regularly scheduled 
Clinical Committee meetings. Meeting minutes reflect active discussion and brainstorming 
on how to increase rates. 


3.9.8.1 The vendor is required to: 


A.  Identify and use quality indicators that are objective, measurable, and based 
on current knowledge and clinical experience;  


 We use quality indicators as described in our Quality Improvement Plan (QIP) that 
are objective, measurable, and consistent with nationally recognized measures 
supplemented with local knowledge and clinical experience. Key indicators used by 
us to collect and report on are clinical indicators such as HEDIS Annual Dental Visit 
rates, preventive health utilization rates as required by the CMS Oral Health 
Initiative and CAHPS survey results that are standardized and independently 
audited. All internal quality indicators are consistently measured year-over-year, 
when possible, to make effective comparisons and maximum impact. 


B.  Monitor and evaluate quality of care through studies which include, but are 
not limited to, the quality indicators also specified by the CMS, with respect 
to the priority areas selected by the DHCFP; 


We monitor and evaluate quality of care through studies and PIPs that include: 
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■ Quality indicators specified by CMS with respect to the priority areas selected 
by the state, intended to focus on overall access and utilization of preventive 
health services 


■ Monitoring and evaluating of the quality of care through other internally 
identified priority areas in addition to the state-required areas 


■ Continued monitoring of underutilization and overutilization designed to 
encourage utilization of preventive health services 


In addition to mandatory projects and reporting, we initiate internal PIPs to address 
discovered gaps that if corrected would positively affect our recipients. 


C.  Ensure methods and frequency of data collection; ensure data accuracy; and 
ensure data is effective and sufficient to detect the need for program change; 
and 


We regularly monitor the methods we use for data collection and analysis to make 
certain that any changes needed for intervention strategies and programs can be 
made quickly and efficiently. We review interim HEDIS data on a monthly basis; for 
example, to identify any potential gaps that need to be addressed and ensuring 
data consistency by comparing claims data to alternative sources such as 
MedMeasures. Internal studies and reviews are subjected to a rigorous data 
analysis by our internal health care informatics area. 


Methodologies are highly scrutinized by QI department staff to confirm that there 
was a mutual understanding of the data pull and desired output. External auditing 
vendors are used when required or when needed. 


E. Have mechanisms to detect under and over utilization and to follow up 
appropriately. If fraud and abuse is suspected, a referral must be made to the 
vendor’s PIU and the DHCFP SUR Unit for appropriate action. 


We have developed systems that identify areas for improvement in health care 
service utilization and track overutilization, underutilization and inappropriate 
utilization patterns. We have implemented a multifaceted approach, comprising an 
oversight structure, policies, processes, data analysis tools and provider outreach 
programs, which allows us to evaluate member and provider utilization patterns so 
that we can improve our health plan operations. 


Core components of our approach include: 


■ Monitoring overutilization, underutilization and inappropriate utilization 
through clinical oversight and integration with quality management. We 
provide oversight of our program through our clinical leadership team and 
monitor utilization through integration with our QI department and QI 
Committee (QIC) structure. 


■ Identifying overutilization, underutilization and inappropriate utilization 
through (UM tools and data analysis to identify individuals that may benefit 
from care coordination, evaluate the effectiveness of care coordination 
interventions, monitor utilization patterns, identify opportunities for 
improvement and develop interventions to combat aberrant trends. 
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Focusing on individual provider performance, we generate and review Provider 
Report Cards quarterly Provider Report Cards will reveal potential aberrant 
utilization at the provider level. If significant variation is identified, we can perform a 
chart audit. We share the results with the dentists with an emphasis on 
communication and education, although we take corrective action as needed. We 
also perform clinical assessment and record keeping appropriateness audits as 
needed. Components of our profiling technology include robust relational 
databases with real-time, online access to claims data, sophisticated analytical 
tools, including SAS, data mining and advanced statistical analysis. Our 
comprehensive data warehouse is available online and in real time to all analysts 
and clinicians involved in profiling. If fraud, waste and abuse is suspected, the 
provider is referred to the appropriate internal and State units for follow up. 


We can also monitor dentist behavior through the Prior Authorization process. Our 
dental consultants review flagged procedures and may notice aberrant patterns, 
which are reported to quality management for follow up. 


■ Evaluating the efficiency and appropriateness of: 


■ Service delivery through the adoption of evidence-based, nationally 
recognized guidelines and review criteria 


■ Our process to determine if a requested procedure, treatment or 
device meets established medical necessity criteria 


■ Ongoing monitoring of utilization metrics that indicate the appropriate 
use of services 


■ Identifying and resolving critical quality of care issues and aberrant 
practice patterns by tracking, trending and profiling provider-level data 
using a variety of methods and data sources through our Quality of 
Care (QOC) Program. Our Peer Review Committee (PRC) monitors 
these issues and can take a variety of actions to resolve them. 


■ Ensuring a high-quality, clinically appropriate, highly efficient and cost-
effective delivery system through provider profiling, which identifies 
opportunities for reducing variation in practice patterns, improves 
member health outcomes and provides us with a tool to discuss best 
practices, track practice-level improvements and partner to implement 
initiatives that improve the quality of care and service provided to 
recipients. 


■ Notifying our Program Integrity Unit and the DHCFP SUR Unit if fraud 
and abuse is suspected, to determine appropriate action. 


Our clinical leadership team continuously monitors our UM Program through our QI 
department and QIC structure, which includes our UM Committee. The UM 
Committee, a subcommittee of the larger QIC, collects, monitors, analyzes and 
evaluates trend and report utilization data to evaluate the ongoing effectiveness of 
clinical care management interventions, monitor utilization patterns, identify 
opportunities for improvement and develop interventions to combat aberrant trends 
that include measurable outcomes so we can determine the intervention’s 
effectiveness. The continuous monitoring of our UM Program includes: 
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■ Collecting quality measures, prior authorizations and claims data and 
producing reports that provide clinical, QI and UM analyses. This reporting 
allows us to monitor and evaluate our program related to dental care 
including identifying overutilization and underutilization of dental care 
services. 


■ Clinical leadership team review of UM reporting to verify we provide 
appropriate, cost effective care and services to our recipients that meet their 
individual needs. 


■ Quarterly QIC and UM Committee review and analysis of UM reporting that 
allows us to detect and correct utilization variances against internal targets 
and national standards. During these meetings, the committees evaluate and 
make decisions on UM Program effectiveness and the effectiveness and 
continuation of programs and interventions. 


■ Analyzing utilization reporting to make decisions about the effectiveness and 
continuation of clinical programs and interventions to combat utilization 
variances. Reports include a description of the utilization variance, the 
intervention, responsible party, evaluation and recommendations or 
modifications. 


■ Our department managers and directors regularly review and analyze 
reporting, dashboards and scorecards to verify we provide appropriate care 
and services to our recipients in a cost-effective and cost-efficient manner 
that meets their individual needs. 


■ Executive management team review of daily and weekly UM reporting, 
dashboards and scorecards to evaluate our performance against 
performance goals. 


Our QI department serves as a critical interface between recipients, their 
representatives, practitioners, providers, the State and other regulators and various 
health plan departments to identify opportunities for operational improvement and 
to implement appropriate interventions. UM analysis of quality measures, utilization 
data, clinical data and claims data helps QI and UM leadership understand trends 
necessitating further evaluation and identify opportunities for improvement. 


3.9.8.2 Use of Clinical Care Standards/Practice Guidelines  


A.  The IQAP studies and other activities monitor quality of care against clinical 
care or health service delivery standards or practice guidelines specified in 
the Quality Strategy;  


A primary objective of our Quality Program is to provide effective monitoring and 
evaluation of patient care and services provided by contracted providers as 
compared to the requirements of evidence-based medicine. All strategies are 
designed to support adherence to delivery standards or practice guidelines 
specified in the Quality Strategy. 


Our four-step process accomplishes this through: 


■ Review and adoption of national guidelines, confirming applicability to local 
populations based upon feedback from contracted providers through our 
Clinical Policy and Technology Committee with endorsement by the Clinical 
Affairs Committee (CAC).  
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■ Dissemination of clinical and preventive guidelines to all contracted providers 
and providers whenever we adopt new guidelines or guidelines are updated. 


■ Monitoring adherence through ongoing measurement of clinical indicators, 
such as clinical studies and Performance Improvement Projects (PIPs), 
quality of care issue analysis and focus study findings. 


■ Review by our Clinical Affairs and Quality Improvement Committees of the 
results of ongoing monitoring to assess performance and development of 
improvement programs to address both member and provider barriers. 


B.  The standards/guidelines are based on reasonable scientific evidence and 
developed or reviewed by vendor providers;  


All of UnitedHealthcare’s programs are supported by clinical guidelines and 
evidence based practices. Guideline sources may include the American Dental 
Association; specialty organizations, such as the American Academy of 
Periodontology; the American Academy of Pediatric Dentistry and the American 
Association of Oral and Maxillofacial Surgeons; evidence based clearinghouses, 
such as the Cochrane Oral Health Group and National Guideline Clearinghouse; 
American and Federal agencies, such as the National Institutes of Health, the 
Centers for Disease Control as well as credible international resources such as 
Britain's National Health Service; evidence based journals, such as the Journal of 
Evidence Based Dental Practice; and reputable public health benchmarks, such as 
Healthy People 2020.  


The Clinical Policy & Technology Committee, which consists of internal clinicians 
and participating dentists from a variety of specialties, makes clinical 
recommendations on practice guidelines and new technologies, based on principles 
of evidence based dentistry. Much of the Committee’s work is in reviewing existing 
industry guidelines developed and disseminated by organized dentistry and 
specialty societies such as the American Dental Association. Examples of 
guidelines adopted include the ADA Evidence Based Guidelines on Topical 
Fluoride and Pit & Fissure Sealants, the AAPD guidelines on Periodicity and Caries 
Risk Assessment Tools. 


The approved criteria were then reviewed and endorsed by the Clinical Affairs 
Committee, which oversees the work of the CPTC. Our UM Program description 
documents the UM guidelines we are using to determine medical necessity and the 
methods for periodic review and updates.  


C. The standards/guidelines must focus on the process and outcomes of dental     
care delivery, as well as access to care;   


The standards or guidelines we use focus on the process and outcomes of dental 
care delivery and access to care and address the full spectrum of populations 
enrolled in our health plan. Guidelines are designed to support our clinical review 
and claims criteria, our quality management program, clinical disease management 
and wellness initiatives, underwriting guidelines and both educational and 
marketing communications to recipients, network clinicians, clients and regulators 
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D. The vendor must ensure a mechanism is in place for continuously updating the 
standards/guidelines;  


The CPTC reviews clinical policies developed to support guideline recommendations, 
the Appropriate Care Criteria and Authorization Guidelines annually, although 
changes can be made at any time if the state changes the program design, or if other 
overarching utilization patterns emerge that require a program change. Additionally, 
the CPTC meets quarterly to consider new developments in evidence-based care, 
improvements and changes in dental materials and new technology. 


Based upon these reviews the CPTC will propose additions or changes to the 
Appropriate Care Criteria and Authorization Guidelines to the Clinical Affairs 
Committee. We document the process in written policies and procedures that are 
reviewed annually by the CPTC and updated as necessary. We will review guidelines 
and have them accepted in Nevada by our Clinical Affairs Committee or State 
required Clinical Committee. We will submit any changes to the State for review and 
approval prior to implementation. 


E. The standards/guidelines must be included in Provider summary guides 
developed for use by the vendor’s providers, or otherwise disseminated, 
including but not limited to, on the provider website, in writing to all affected 
providers as they are adopted and to all recipients and potential recipients 
upon request;   


The current standards or guidelines from our health plan are included in the 
Provider summary guide. The Provider summary guide lists each available 
guideline with a link to the website where the full guidance is displayed. A phone 
number is also provided for providers who wish to have a hard copy sent to them. 
Additionally, as each guideline is reviewed or updated, providers are notified in 
advance of the update via fax blast and again offered the opportunity to call for a 
hard copy. Recipients and potential recipients are able to view the guidelines on the 
website or may request a hard copy from our customer service department. Clinical 
policies are posted on the clinician portal with updates communicated to dentists as 
they occur. 


F.  The standard/guidelines must address preventive dental services; 


Preventive health standards are based on guidelines recommended by the 
American Dental Association, American Academy of Pediatric Dentistry and 
appropriate government agencies such as CMS. These include the AAP’s 
Periodicity recommendations. These standards also support quality measures, 
Measures of quality focus on prevention and are based on those developed and 
implemented by the American Dental Association’s Dental Quality Alliance (DQA). 
DQA Quality Measures are nationally recognized and focus on those preventive 
procedures that UnitedHealthcare seeks to promote among its dental providers to 
improve the health of its recipients and to help in meeting Performance 
Improvement Program (PIP) preventive health targets.    


G.  The standards/guidelines must be developed for the full spectrum of 
populations enrolled in the plan; and   


Our clinical guidelines are applied to all populations managed by our plan. If CMS 
or the state has specific guidance or coverage positions that guidance is added to 
our document, either in the form of a National Coverage Determination (NCD), a 
Local Coverage Determination (LCD) or state language. 
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H. The IQAP shall use these standards/guidelines to evaluate the quality of care 
provided by the vendor’s providers, whether the providers are organized in 
groups, as individuals, or in combinations thereof.   


Criteria and benchmarks supporting clinical and quality evaluations are based on 
practice standards/guidelines such as the AAP’s Periodicity Recommendations. 
Through the annual evaluation process, we evaluate the quality of care provided by 
our health plan’s network providers using the clinical practice guideline 
recommendations. In addition to evaluation of overall plan performance, we use 
specific provider profiles to evaluate the performance of PDPs on the management 
of chronic conditions. 


3.9.8.3 Analysis of Clinical Care and Related Services  


A.  Qualified clinicians monitor and evaluate quality through the review of 
individual cases where there are questions about care, and through studies 
analyzing patterns of clinical care and related service.  For issues identified 
in the IQAPs targeted clinical areas, the analysis must include the identified 
quality indicators and use clinical care standards or practice guidelines; 


UnitedHealthcare has integrated clinical, statistical and analytics experience and 
expertise to create a comprehensive program for identifying and improving outlier 
performance on key performance measures of utilization, and billing practices. 
Components of our profiling technology include robust relational databases with 
real-time, online access to claims data, sophisticated analytical tools, including 
SAS, data mining and advanced statistical analysis. Our comprehensive data 
warehouse is available online and in real time to all analysts and clinicians involved 
in profiling.  


Based on the analytic profiling process, UnitedHealthcare may initiate various 
investigation and remediation efforts. A formal investigation may be triggered.  All 
analytics, including provider profiles, are based on the data in the warehouse.  


A clinician will review the profile results of all flagged Providers with aberrant 
claims/utilization patterns and determine if further investigation is warranted. If 
warranted, the clinician reviews additional detailed reports for flagged providers.  


The Claim Audit Report details all services provided to all recipients for a specified 
time interval and allows the reviewing clinician to view the sequence of treatment, 
and the type and quantity of services by recipient. The combination of these reports 
enables the reviewing clinicians to determine whether abusive claims/utilization 
patterns exist, which would trigger a formal Fraud and Abuse investigation. 


B.  Multi-disciplinary teams are required, when appropriate, to analyze and 
address systems issues. The Vendor must have mechanisms in effect to 
assess quality and appropriateness of care furnished to recipients with 
special health care needs; 


Quality-of-care investigations are tracked to identify trends or patterns of issues 
that may be provider-specific or system wide. The designated Peer Review 
Committee (PRC), which includes a multidisciplinary team of providers 
representing a range of dental specialties, reviews the trends or identified patterns. 
Based upon the identified patterns, we may take action to correct individual 
problems and patterns of problems in the system. We monitor the effectiveness of 
the corrective action plans to verify the issues have been corrected. This process 
for investigating quality of care issues also includes the assessment of quality and 
appropriateness of care furnished to any recipient. 
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C.  Clinical and related service areas requiring improvement are identified; 


From the quality-of-care investigation process and the QI process previously 
identified, we identify clinical and related service areas requiring improvement. We 
create action plans to address the improvement area, including the performance of 
a detailed barrier analysis, review of literature and best practices and 
recommended actions from the QIC or task forces. 


We allow access to the DHCFP of any of the dental plan’s clinical analyses, when 
available and appropriate. 


D.       The vendor will work collaboratively with the DHCFP to determine recipient 
race and ethnicity. The vendor will organize interventions specifically 
designed to reduce or eliminate disparities in health care; and 


We will work collaboratively with the DHCFP to determine recipient race and 
ethnicity. We understand that the state may issue routine reports that identify the 
recipient race and ethnicity, and we are fully prepared to use that data to determine 
disparities among various clinical areas in addition to designing interventions to 
then reduce or eliminate those identified disparities. 


E.  The vendor shall allow the DHCFP access to clinical studies, when available 
and appropriate.  


We agree to allow DHCFP access to clinical studies upon request. 


3.9.8.4 Implementation of Corrective Actions  


The IQAP must include written procedures for taking corrective action, as 
determined under the IQAP, whenever inappropriate or substandard services are 
furnished, or services that should have been furnished were not.  


We maintain the quality assurance structure and processes that support the retrospective 
monitoring and problem-solving associated with the quality of care delivered to plan 
recipients, including investigation, peer review and implementation of corrective action, as 
needed, up to and including termination of their contract with the dental health plan. All 
processes and procedures are documented in formal policies approved by the PRC and 
other appropriate plan representatives. 


3.9.8.5 These written corrective action procedures must include: 


A.  Specification of the types of problems requiring corrective action; 


We take action to correct both provider specific and system wide patterns of quality 
of care issues in the delivery system. We have a process in place that defines both 
the types of issues requiring corrective action and the suggested corrective actions.  


UnitedHealthcare uses a combination of utilization and quality measures in 
evaluating its dental providers. These measurements are done quarterly in order to 
track performance over time and provide regular feedback to network dentists. 
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 UnitedHealthcare has integrated clinical, statistical and analytics experience and 
expertise to create a comprehensive program for identifying and improving outlier 
performance on key performance measures of utilization, and billing practices. 
Components of our profiling technology include robust relational databases with 
real-time, online access to claims data, sophisticated analytical tools, including 
SAS, data mining and advanced statistical analysis. Our comprehensive data 
warehouse is available online and in real time to all analysts and clinicians involved 
in profiling.  


Based on the analytic profiling process, UnitedHealthcare may initiate various 
investigation and remediation efforts. A formal investigation may be triggered.  All 
analytics, including provider profiles, are based on the data in the warehouse. 


Utilization evaluation looks at dentist performance against their peers in the plan as 
well as national norms looking for potential overutilization, particularly of restorative 
and surgical procedures as well as underutilization of preventive procedures. 
Those found to be over-utilizing receive feedback on their performance which may 
include a corrective action plan. Not successfully completing the CAP may result in 
further action which could include termination from the dental network. Cases that 
are potentially fraudulent are reviewed in partnership with the Payment and 
Integrity Unit and the UnitedHealthcare Special Investigative Unit (SIU). Results 
are summarized at the appropriate internal committees, and referred to the 
appropriate authorities for further action. Annual reports of anti-fraud or abuse 
activity are filed with the state regulatory agencies as required. 


Measures of quality focus on prevention and are based on those developed and 
implemented by the American Dental Association’s Dental Quality Alliance (DQA). 
DQA Quality Measures are nationally recognized and focus on those preventive 
procedures that UnitedHealthcare seeks to promote among its dental providers to 
improve the health of its recipients and to help in meeting Performance 
Improvement Program (PIP) preventive health targets.    


B.  Specification of the person(s) or body responsible for making the final 
determinations regarding quality problems; 


The final decision concerning appropriate corrective actions for specialty care such 
as dental related quality of care is made by the dental director (as applicable) or 
our PRC, as appropriate. 


Dental corrective actions are monitored on a quarterly basis by the provider 
services department to verify implementation and completion of actions within the 
established time frames. 


C.  Specific actions to be taken; provision of feedback to appropriate health 
professionals, providers and staff; 


In cases where the PRC has determined it is necessary to take adverse 
professional review action against a practitioner, we afford the affected practitioner 
the termination review process described in the Practitioner Appeal Process policy. 
(For purposes of such termination review process, an “adverse professional review 
action” is an action or recommendation that is based upon the competence or 
professional conduct of the affected practitioner and that has the effect of 
suspending, limiting or terminating the affected practitioner’s participation in our 
network.) 
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To promote coordination with our credentialing process, a report is forwarded to the 
Credentialing Committee chair for review and determination if the Credentialing 
Committee needs to considers a provider. 


We flag provider files for special review and refer them to the credentialing 
committee if they exceed the following thresholds: 


■ Five complaints per re-credentialing period in this contract 


■ Three complaints in favor of member per re-credentialing period 


■ Three or more quarters of outlier utilization patterns as documented by the 
Provider Profile report 


The credentialing committee will review the files and make a determination on 
whether to keep the provider in the network. We use the same process for notifying 
the provider of a determination decision as we use for the initial credentialing. 


The credentialing department also performs ongoing monitoring of bi-monthly 
reports from the Office of Inspector General (OIG) and the Nevada State Board of 
Dental Examiners website to identify expired licenses and sanctions imposed 
against providers. In addition, we continue to monitor providers for issues of 
substandard professional conduct and competence. The credentialing committee 
reviews the data and determines whether providers should be terminated from the 
network. 


We will report to the credentialing department when a provider is denied network 
provider status. Such denial can include when a provider is denied admission to 
the contractor’s provider panel, is removed from the contractor’s panel, or 
voluntarily withdraws from the panel when the denial, removal, or withdrawal is due 
to a substantive issue. Substantive issues include violations of the Department of 
Occupational and Professional Licensing’s regulations, and allegations of fraud, 
waste or abuse. 


We will electronically submit information relating to the non-inclusion of providers to 
the credentialing department within 30 calendar days of the non-inclusion action 
using the department-specified form. We will not report non-inclusion of providers 
when due to non-substantive issues. 


D.  The schedule and accountability for implementing corrective actions;  


Our PRC and/or the dental director with quality oversight or dental director are 
accountable for implementing the schedule for the corrective actions of individual 
providers. Our dental director validates that the provider implements a corrective 
action plan (CAP) according to the committee’s recommendations and completes 
the needed actions on time. The schedule for completion of the corrective action 
plan is dependent upon the action assigned and the severity of the offense. We 
present the results of the corrective action plan to the PRC for additional review 
and action, which may include escalation of the CAP or termination of the 
physician’s participation in the network. 
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E.  The approach to modifying the corrective action if improvements do not 
occur; and 


Upon completion of corrective action, our provider services department continues 
to monitor quality of care complaints filed against the identified provider. We may 
also conduct a focused audit to determine the effectiveness of corrective action. 
This information is forwarded to the dental director for his/her determination of 
decline or cessation of the related issue. 


In cases where the established corrective action does not appear to have been 
effective, the dental director presents the issue(s) to our PRC for recommendations 
for further action. Such action may include, but not be limited to counseling, 
focused review or restriction/suspension/termination. 


For system wide policy and procedure changes, our quality of care department 
assesses the effectiveness of system modifications through monitoring of quality of 
care complaints. 


F.  Procedures for terminating the affiliation with the dental provider.   


We review and may terminate dentists who do not meet our standards, do not 
follow our policies and procedures, have consistent aberrant practice patterns, or 
consistently receive validated complaints. If we find evidence of fraud, we notify the 
appropriate state dental board or, if the dentist treats Medicare or Medicaid 
patients, the office of the inspector general or the state attorney general. 


We immediately send the dentist a letter outlining the issues that must be 
addressed. We provide a corrective action plan based on the audit findings, which 
may include recovery of overpayments and other disciplinary actions. We explain to 
the dentist what procedures must be implemented to comply with our standards.  


The dentist must respond within 30 days. The response must include a description 
of the action taken in response to the corrective action plan, including the date 
implemented and the dentist’s signature. The response is reviewed to ensure 
appropriate compliance. If a dentist has not appropriately responded, additional 
steps will be taken up to and including termination.  


The Peer Review Committee reviews all cases that meet one or more of the 
grounds for termination. The committee reviews the dentist narrative and evaluates 
each case on its own merits. The committee has the right to accept, suspend, un-
publish, place a dentist on probation, require a corrective action in lieu of 
termination or terminate the dentist. We notify dentists prior to a final decision by 
the Peer Review Committee. Dentists may appeal decisions in writing within 30 
days of notice. 


3.9.8.6 Assessment of Effectiveness of Plans of Correction (POC)  


A.  As actions are taken to improve care, the vendor must monitor and evaluate 
the POC to assure required changes have been made.  In addition, changes 
in practice patterns must be monitored.  


We implement and submit a Plan of Correction (POC) to provide feedback and 
realign providers to generally accepted medical practice. Depending on the POC 
issued, multiple avenues of monitoring and evaluation occur.  
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B.  The vendor must assure timely follow-up on identified issues to ensure 
actions for improvement have been effective. 


Once the initial activity is complete, our PRC and supporting quality of care staff 
continue to monitor for a length of time, again, depending on offense and severity. 
Last, there is a final verification of practice patterns to confirm actions for 
improvement have been effective and permanent. If improvement is not in 
evidence, additional interventions are considered by the PRC up to and including 
termination from the network. 


3.9.8.7 Evaluation of Continuity and Effectiveness of the IQAP  


A.  The vendor must conduct regular and periodic examination of the scope and 
content of the IQAP to ensure that it covers all types of services in all 
settings; 


We conduct an Annual Evaluation of the content and scope of our internal QI 
Program to address all required services and to ensure that we are meeting our 
required metrics. The program evaluation documents and tracks the completion of 
QI studies, trending of quality and service indicators and other performance data, 
demonstrated improvements and any areas in need of improvement. We perform a 
formal evaluation of the overall effectiveness of the internal QI Program annually 
that includes a review of all types of services, in all settings, inclusive of all 
recipients. The appropriate clinical committees and the board of directors reviews 
the Evaluation and upon approval, it is submitted to the DHCFP for review. 


B.  At the end of each calendar year, a written report on the IQAP must be 
prepared and submitted to the DHCFP which addresses:  quality assurance 
studies and other activities completed; trending of clinical and service 
indicators and other performance data; demonstrated improvements in 
quality; areas of deficiency and recommendations for corrective action; and 
an evaluation of the overall effectiveness of the IQAP; and  


As required by DHCFP, our annual QI Evaluation includes quality assurance 
studies and other completed activities; trending of clinical and service indicators 
and other performance data; demonstrated improvements in quality; areas of 
deficiency and recommendations for corrective action; and an evaluation of the 
overall effectiveness of the IQAP. These State requirements are manifested in the 
collection, review and written analysis of performance indicated by the following 
data elements: 


■ A thorough population analysis based upon validated claims and encounter 
data 


■ Detailed HEDIS Annual Dental Visit rates, with trending over at least three 
years, including  age and geographic analysis for the Medicaid population 


■ Barriers, interventions and goals for selected clinical indicators and 
measures, including those focusing on overall access as well as preventive 
health utilization 


■ Overutilization and underutilization analysis 


■ Prior authorization metrics 


■ Member appeals and grievance data  
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■ Cultural and linguistic information used to analyze the needs of our 
recipients’ diversity 


■ Member services department statistics including hold times, abandonment 
rates and first call resolution, as well as claims turnaround times.  


■ Detailed appointment and access availability data 


C.  The report should include evidence that quality assurance activities have 
contributed to significant improvements in the care delivered to recipients. 


We will provide an executive summary at the beginning of the QI Evaluation, 
summarizing the effectiveness, continuity, consistency and acceptability of the 
internal QI Program for the board of directors. We highlight significant 
improvements to the care delivered to our recipients, focusing on improvements in 
overall access and preventive health utilization. Quality improvement leadership 
evaluates any areas of deficiency and presents them to the QIC or appropriate 
subcommittee. The appropriate committee approves recommendations for 
corrective action plans, either internal or external, and follow-up is scheduled to 
ensure CAP compliance is completed in subsequent meetings. 


3.9.9 Accountability to the Governing Body  


The Governing Body of the vendor is the Board of Directors or, where the Board’s 
participation with quality improvement issues is not direct, a designated committee 
of the senior management of the vendor that is responsible for the vendor IQAP 
review.  Responsibilities of the Governing Body for monitoring, evaluating and 
making improvements to care include: 


The ultimate accountability for the QI Program rests with our board of directors. The board 
of directors is our governing body and is responsible for formulating the vision and 
strategic goals, promoting effective and efficient executive management performance and 
promoting quality of the health care and services provided to recipients. The board’s 
functions as they relate to the QI Program include: 


■ Review, evaluate and approve our QI Program description, annual Evaluation and 
QI Work Plan 


■ Review and evaluate periodic reports from the QI Program delineating actions 
taken and improvements made 


■ Review and evaluate summary key indicator reports, study updates, results of 
member surveys and clinical initiatives to include an analysis of significant trends, 
variations and action plans 


■ Direct the operational QI Program and take action as appropriate based upon the 
review of reports and updates 


3.9.9.1 Oversight of IQAP 


There is documentation that the Governing Body has approved the overall IQAP 
and the annual IQAP. 


Our board of directors meets at least quarterly and has ultimate responsibility for the QI 
Program and related processes and activities. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 174 


 


Each quarter, our board of directors reviews and approves internal QI status reports. 
Minutes from board meetings document the approval of the three annual QI reports and 
quarterly status updates. Documentation is maintained in the office of the CEO, who is a 
member of the board of directors. 


3.9.9.2 Oversight Entity 


The Governing Body has formally designated an entity or entities within the vendor 
to provide oversight of the IQAP and is accountable to the Governing Body, or has 
formally decided to provide such oversight as a committee of the whole. 


Our board of directors is responsible for the quality of care and services provided to our 
members. The board delegates oversight of the operational components of the Quality 
Improvement Program (QIP) to the Quality Improvement Committee (QIC). The board 
receives quarterly reports at their meetings. 


Each year, the board of directors reviews the quality improvement plan written report for 
the concluding year and approves it for the coming year. 


COMMITTEE STRUCTURE 
QUALITY IMPROVEMENT COMMITTEE (QIC) 
The QIC has overall responsibility for both clinical and operational quality and oversees 
quality improvement, utilization management, credentialing, members’ rights, dental 
records and preventive health services. The QIC meets at least quarterly to plan, monitor 
and evaluate the quality and appropriateness of health care services provided to our 
members. 


Their responsibilities include the following: 


 Peer review committee results 
 Utilization review activities 
 Endorse performance benchmarks and goals 
 Review and evaluate results of quality assessment indicators, performance 


measures and studies 
 Receive reports from quality improvement project teams, approve action plans 


and follow up to ensure action plans are effective 
 Review and make recommendations from member satisfaction surveys 
 Receive Clinical Affairs Committee (CAC) minutes 
 Design and implement corrective actions to achieve resolution of identified 


deficiencies 
 Establish the QIP based on corrective actions, performance improvement goals 


and follow-up studies  
 Systematically monitor the indicators and important aspects of care 


CLINICAL AFFAIRS COMMITTEE (CAC) 
The CAC has overall responsibility for clinical quality and consists of plan dentists and 
contracted network dentists who provide input on clinical issues to the national dental 
director and to the Quality Improvement Committee. 
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Their responsibilities include the following: 


 Provide input to the QIC on network access, dental record documentation, 
preventive services and other clinical initiatives, credentialing and 
recredentialing, member grievances and appeals, member and provider 
satisfaction and utilization monitoring 


 Review and identify opportunities for improvement, based on the results of 
network quality measurements, including annual member satisfaction survey 
reports, appeals and grievance statistics 


 Communicate with network dentists about our quality improvement reports, best 
practices and improvement opportunities 


 Review and accept the adoption of new technologies and dental procedures, 
including recommendations for new or modified benefits and services 


CREDENTIALING COMMITTEE 
The Credentialing Committee consists of plan and network dentists. 


Their responsibilities include the following: 


 Review to accept or deny new providers, and recredential existing providers 
 Review individual dentists who meet special review criteria, including, but not 


limited to: malpractice reports, state board actions and sanctions, Federal 
sanctions 


 Provide oversight of delegated credentialing 


PEER REVIEW COMMITTEE 


Their responsibilities include the following: 


 Make determinations for providers who appeal a Credentialing Committee 
decision 


 Make determinations on quality of care grievances and cases suspected of 
potential fraud and abuse 


 Review and make recommendations of dentists that require peer review based 
on utilization management, quality management or other quality indicators 


CLINICAL POLICY AND TECHNOLOGY COMMITTEE 
The Clinical Policy and Technology Committee researches, develops and implements 
recommendations on clinical guidelines and new technologies based on principles of 
evidence based dentistry.  
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Their responsibilities include the following: 


 Make evidence-based recommendations on practice guidelines and new 
technologies based on scientific research meeting the highest levels of evidence 
available, as well as the recommendations of recognized experts such as 
organized dentistry, specialty societies and government organizations 


 Ensure recommendations are available to dentists online as well as through our 
provider newsletter and the Provider summary guide 


 Use recommendations as the foundation for clinical policy and coverage 
determinations as well as for the basis of new benefits and programs(including 
our condition management and wellness initiatives), utilization review and 
claims criteria, underwriting and marketing materials 


 


3.9.9.3 IQAP Progress Reports 


The Governing Body routinely receives written reports from the IQAP describing 
actions taken, progress in meeting quality assurance objectives, and improvements 
made.  


Each quarter, the board of directors receives written reports from the internal QI Program. 
The National Dental Director for Quality Assurance attends the board of directors 
meetings and presents updates to ongoing activities and measures and results of 
completed initiatives. In addition, a description of new projects including resources needed 
to complete the project, anticipated results and resources needed, if any. When new 
initiatives are approved, feedback from the board is considered and amended to the 
project if appropriate. 


3.9.9.4 Annual IQAP Review 


3.9.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently 
than annually, a written report on the IQAP.  This annual quality program evaluation 
report shall be submitted to the DHCFP in the second calendar quarter and at 
minimum must include: 


Each year, our board of directors and our QIC formally review the annual QI Program 
Evaluation which is submitted to the DHCFP in the second calendar quarter of each year.  


A. Studies undertaken;  


A written report summarizing the activities of the health plan over the past calendar 
year, including studies and clinical initiatives will be submitted on a yearly basis.   


B.  Results; 


The results will be submitted at requested by DHCFP. 


C. Subsequent actions and aggregate data on utilization and quality of services 
rendered; and  


The studies will include results of any subsequent actions and aggregate date on 
the results of specific clinical initiatives, patterns of utilization and quality of 
services. 
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D.  An assessment of the IQAPs continuity, effectiveness and current 
acceptability. 


The annual Evaluation is an assessment of the QI Work Plan activities to determine 
the continuity, effectiveness and current acceptability for continued use.  


3.9.9.6 Program Modification 


Upon receipt of regular written reports delineating actions taken and improvements 
made, the Governing Body must take action when appropriate, and direct that the 
operational IQAP be modified on an ongoing basis to accommodate review findings 
and issues of concern with the vendor.  This activity is documented in the minutes 
of the meetings of the Governing Board in sufficient detail to demonstrate that it 
has directed and followed up on necessary actions pertaining to quality assurance.  


 The board of directors and QIC minutes are recorded at each meeting and reflect key 
discussion topics, discussion, recommendations, decisions, scheduled actions, 
responsible party, due date and status. All action items are addressed and the status is 
reported back to the board of directors and QIC during subsequent meetings. Direction 
and feedback are considered and adopted from both groups, particularly when presented 
with project updates or new projects and additional information is needed. Ineffective pilot 
or limited projects are altered or discontinued at the direction of the board of directors or 
QIC when indicated. 


3.9.10 Active QA Committee  


The IQAP must delineate an identifiable structure responsible for performing quality 
assurance functions within the vendor.   


Our Quality Improvement Committee (QIC) has overall responsibility for clinical and 
operational quality and oversees the effectiveness of our quality improvement activities 
and health management programs nationally. The committee plans and coordinates 
network-wide improvements in quality of care and services in order to meet customer 
expectations, as well as to enhance and improve the health of our members. 


This committee: 


■ Designs, oversees and evaluates quality improvement activities and health 
management programs 


■ Endorses performance benchmarks and goals 


■ Receives reports from quality improvement project teams, approves action plans 
and follows up to ensure actions are effective 


■ Reviews reports on patient care indicators 


■ Annually reviews quality improvement effectiveness 


■ Provides member and provider satisfaction surveys for improvement opportunities 


■ Reviews provider network trends  


■ Reviews minutes and activities of the Clinical Affairs Committee (CAC) 
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This committee or other structure must have: 


3.9.10.1 Regular Meetings 


The structure/committee must meet on a regular basis with a specified frequency, 
no less than quarterly to oversee IQAP activities.  This frequency must be sufficient 
to demonstrate that the structure/committee is following up on all findings and 
required actions.  


At least quarterly, the QIC meets to oversee the internal QI Program activities. The 
occurrence of committee meetings increases in frequency as needed to conduct follow-up 
and review of findings and actions. 


3.9.10.2 Established Parameters for Operating 


The role, structure and function of the structure/committee must be specified.  


The role, structure and functions of the QIC and related task forces and subcommittees 
are specified. They include: 


■ A clearly defined reporting structure, which includes the governing body, the QIC, 
Clinical Affairs Committee, Credentialing Committee, Peer Review Committee, 
Clinical Policy and Technology Committee and any state mandated committees 
(updated as necessary) 


■ Clearly defined roles and responsibilities of the designated senior executive, dental 
director  


■ Active participation of plan providers 


■ Dedicated resources 


■ Documentation of committee actions and QI activities, including meetings, 
monitoring and analysis of quality indicators and QI study results, and 
communications with providers and members about program policies 


■ The implementation of QI and quality of care programs and associated 
methodologies 


3.9.10.3 Documentation 


There must be records documenting the structure and committee’s activities, 
findings, recommendations and actions.   


Documentation of quality activities is essential to the improvement process. Committee 
minutes, whether from the larger QIC or the subcommittees, are carefully crafted to 
include important discussion points, next steps, due date and accountable person. Each 
subcommittee reports to our QIC at least twice a year and projects are referred to the 
larger body, if needed. 


Once a year, the annual Evaluation is crafted to include the previous year’s activities in 
detail including quality of care and quality of service monitoring and clinical outcomes. The 
QI Program description describes the structure of the plan quality functions and is 
carefully reviewed, updated and approved by the QIC and the board of directors annually. 


Meeting minutes and previous versions of annual documents are carefully stored for easy 
access and are available to the State upon request. 
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3.9.10.4 Accountability 


IQAP subcommittees must be accountable to the Governing Body and must report 
to it (or its designee) on a scheduled basis on activities, findings, recommendations 
and actions.  


Internal QI Program subcommittees are accountable to the Governing Board via 
semiannual reports to the larger QIC. QIC activities are reported to the board each quarter 
along with QI activities, findings, recommendations and actions. 


3.9.10.5 Membership 


There must be active participation in the IQAP committee from vendor providers, 
who are representative of the composition of the vendor’s providers.   


Active participation by providers who represent the network of providers in a variety of 
specialties is integral and vital to our dental health plan’s Internal QI Program.  Providers 
are invited to participate to provide insight and guidance into the services and needs of 
the recipients. 


3.9.11 IQAP Supervision  


There must be a designated senior executive who is responsible for IQAP 
implementation.  The vendor’s Dental Director has involvement in quality assurance 
activities.  


The national dental director for quality assurance is the quality management chair and is 
the designated senior executive responsible for IQAP implementation.  Our chief dental 
officer will have responsibility for overall clinical strategy, including clinical programs for 
our commercial customers, clinical policy and managing customer clinical relationships. 
This includes clients, clinicians, regulators and our internal clinical and operational teams. 
The chief dental officer will provide clinical leadership for our clinical directors.  


In addition, we have various director positions that will provide support, data and 
resources for IQAP implementation. 


Utilization management director: Our utilization management director oversees our 
clinical cost management program, including utilization review (professional claims 
review), health care affordability, fraud and abuse and our profiling program. 


Quality management director: Our quality management director oversees our quality 
assurance program, clinical regulatory and compliance, and the majority of our 
committees including Quality Improvement, Clinical Affairs, Credentialing and Peer 
Review. 


Clinical Government Programs director: Our government programs manages all 
customer clinical aspects of government dental programs and serve as the clinical liaison 
with Community and State market leadership, state dental directors, government officials, 
regulators and our internal clinical and operational teams. 


Our clinical directors are supported by clinical consultants who provide clinical support to 
our internal departments, and offer clinical input in their areas of expertise. 
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3.9.12 Adequate Resources  


The IQAP must have sufficient material resources and staff with the necessary 
education, experience, or training to effectively carry out its specified activities.   


Our internal QI Program has a full time director and staff members designed to support all 
quality improvement activities. The QI team is supported by other functional areas at UHC 
including Utilization Management, Government Programs, Networks, Member Services 
and Claims.   


3.9.13 Provider Participation in IQAP  


We include internal providers as well as participating network providers in a variety of 
specialties as part of our key stakeholders who participate in developing, implementing 
and evaluating our dental quality improvement program. 


3.9.13.1 Participating dentists and other providers must be kept informed about the written 
IQAP through provider newsletters and updates to the Provider summary guide.    


To keep our participating providers well informed about our QI Program and our quality 
activities, we communicate with them through multiple avenues: 


■ We post on our provider portal our annual Provider summary guide, including a 
dedicated QI Program summary to all participating physicians and other providers. 
We also publish the Provider summary guide on the provider section of our website 
so that providers have easy access to this information at all times. Additionally, 
dentists are immediately informed of changes to policies and guidelines, which are 
posted on the UHC clinician portal.  


■ We ask and receive input and feedback from our network providers during all QIC 
and task force meetings. We also provide the QI contact telephone number for 
feedback in all provider newsletters, and on the website. 


3.9.13.2 The vendor must include in its provider contracts and employment agreements, for 
dentists and non- dental providers, a requirement securing cooperation with the 
IQAP.   


Our contract specifically includes language that states that hospitals, physicians and other 
providers shall cooperate with administrative, claims, quality management and managed 
care programs as may be published in policy statements, newsletters and other 
communications. 


We also state that our providers should deliver quality customer service and cooperate in 
UM, clinical quality assessments, administrative services, access to health care services, 
and information systems. We also include in its contracts that our providers cooperate 
with credentialing and recredentialing. 


3.9.13.3 Contracts must specify that hospitals and other vendors will allow the vendor 
access to the Dental records of its recipients.  


Our contract includes language that providers must allow access to records of our 
recipients. We require that providers and other vendors provide medical records in relation 
to a quality-of-care related complaint within a defined period, usually 72 hours. We also 
require that providers provide us access to their medical records for other IQAP activities 
such as HEDIS data collection and other clinical quality improvement projects and 
initiatives. 
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3.9.14 Delegation of IQAP Activities  


3.9.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are 
delegated to other entities.  If the vendor delegates any quality assurance activities 
to subcontractors or providers, it must: 


We currently do not delegate any IQAP activities; however, we do have a process in place 
if we should ever delegate for IQAP activities in compliance with Section 3.9.14.1 (A.-C.). 
We have a written procedure for monitoring and evaluating the implementation of the 
delegated functions, verifying the actual quality of care and providing evidence that there 
is continuous and ongoing evaluation of delegated activities through specified and routine 
reports. We remain accountable for our internal QI Program functions even if certain 
functions are delegated to other entities. In the case that activities are delegated, we have 
a policy and procedure in place to make certain there is a written description of delegated 
activities and the crosswalk of accountability for the dental plan and the delegate. 


A.  Have a written description of the delegated activities, the delegate’s 
accountability for these activities, and the frequency of reporting to the 
vendor;   


We currently do not delegate any IQAP activities; however, we do have a process 
in place if we should ever delegate for IQAP activities in compliance with Section 
3.9.14.1 (A.-C.). 


B. Have written procedures for monitoring and evaluating the implementation of 
the delegated functions, and for verifying the actual quality of care being 
provided; and 


We currently do not delegate any IQAP activities; however, we do have a process 
in place if we should ever delegate for IQAP activities in compliance with Section 
3.9.14.1 (A.-C.). 


C. Maintain evidence of continuous monitoring and evaluation, completed at 
least quarterly of delegated activities, including approval of quality 
improvement plans and regular specified reports. 


We currently do not delegate any IQAP activities; however, we do have a process 
in place if we should ever delegate for IQAP activities in compliance with Section 
3.9.14.1 (A.-C.). 


3.9.15 Credentialing and Recredentialing  


The IQAP must contain provisions to determine whether dentists and other health 
care professionals, who are licensed by the State of Nevada and who are under 
contract to the vendor, are qualified to perform their services.  These provisions 
are: 


We maintain a comprehensive credentialing process to verify the professional credentials 
of all contracted dental providers. The plan contracts with a NCQA Certified Credentialing 
Verification Organization (CVO) to assist in the required data collection to complete the 
credentialing, (and recredentialing) process. Recredentialing of all contracted providers is 
done on a three year cycle unless otherwise required by state regulation. 
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All participating providers undergo a careful review of their qualifications including, but not 
limited to, license status, education, training (including specialty training), work history, 
malpractice history, health status and state or federal sanctions. Providers must 
successfully complete the credentialing review process and be approved by our 
Credentialing Committee prior to being offered network participation or to continue 
participation in our provider network. This rigorous credentialing process ensures that 
qualified health care professionals provide recipients with quality services and coordinated 
care. 


3.9.15.1 Written Policies and Procedures 


The vendor will have written policies and procedures that include a uniform 
documented process for credentialing, which include the vendor’s initial 
credentialing of practitioners, as well as its subsequent recredentialing, recertifying 
and/or reappointment of practitioners. The vendor will comply with NAC 679B.0405 
which requires the use of Form NDOI-901 for use in credentialing providers.  


We have a uniform documented process of written policies and procedures, which outline 
the credentialing process as well as the subsequent recredentialing process in detail. The 
credentialing and recredentialing policy is extensive and is compliant with Nevada 
Administrative Code 679B.0405, which requires use of Form NDOI–901 when 
credentialing providers. We will maintain this policy, thereby complying with the standards 
set forth in this section.  


The DHCFP reserves the right to request and inspect the credentialing process and 
supporting documentation. The vendor agrees to allow the DHCFP and/or its 
contracted EQRO to inspect its credentialing process and supporting 
documentation.  


We will allow DHCFP and/or its contracted EQRO to inspect our credentialing process 
and supporting documentation. 


3.9.15.2 Oversight by Governing Body 


The Governing Body, or the group or individual to which the Governing Body has 
formally delegated the credentialing function, will review and approve the 
credentialing policies and procedures.   


Our board of directors delegates all operational aspects of the credentialing and 
recredentialing of providers to our Credentialing Committee with oversight by the Clinical 
Affairs Committee. Our Credentialing Committee reviews and approves all changes to the 
credentialing and recredentialing policy as needed throughout the year to ensure 
continued compliance with processes, policies and requirements mandated by state, 
federal and accrediting agencies. Policy changes are reviewed and adopted during the 
monthly credentialing committee meetings. Additionally, UnitedHealthcare’s Professional 
Networks Department provides quarterly reporting which outlines the volume and 
processing time frames of credentialing and recredentialing files processed for the 
previous quarter. 
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3.9.15.3 Credentialing Entity 


The vendor will designate a credentialing committee, or other peer review body, 
which makes recommendations regarding credentialing decisions. 


Our credentialing and recredentialing processes fall under the purview of our 
Credentialing Committee, and supervised by the Clinical Affairs Committee. The 
Credentialing Committee is a multidisciplinary committee with representation from various 
types of providers, including general dentists and specialists. The Credentialing 
Committee is responsible for development, review, approval and implementation of all 
credentialing policies and procedures. The Credentialing Committee also conducts the 
review of individual credentialing files and has the full authority to make credentialing and 
recredentialing decisions regarding the approval or disapproval of providers. 


3.9.15.4 Scope 


The vendor will identify those practitioners who fall under its scope of authority and 
action. This must include, at a minimum, all dentists and other licensed 
independent practitioners included in the vendor’s provider network.  


Our Credentialing Committee has defined standards outlined in our policies and 
procedures identifying the specific providers that require credentialing/recredentialing 
review. Our policies delineate practitioners as licensed independent health care 
professionals who diagnose, treat, prescribe and provide dental services to our recipients. 


Providers are initially credentialed and then recredentialed every three years. 


We typically handle initial credentialing internally according to NCQA guidelines, Centers 
for Medicaid and Medicare Services (CMS), and any state-specific credentialing 
standards. 


We collect the appropriate documentation, verify the practitioner’s credentials, and the 
Credentialing Committee makes the decision. Our leased networks and some individual 
offices conduct their own credentialing verification in accordance with our standards. We 
perform oversight to ensure this delegated process matches our own. 


A complete credentialing application package includes: 


Completed application: Can be the Council for Affordable Quality Healthcare (CAQH) 
application, a state-mandated application, or our standard company application. 


Education & Work history: Work history/Curriculum vitae (CV) for the last five years; 
dental school and graduation year; specialty program and graduation year and board 
certification (if applicable). 


Malpractice information: A copy of the dentist’s malpractice fact sheet and any 
malpractice or adverse actions explanations (if applicable). 


Attestation and State licenses: The attestation must be signed and dated and we must 
receive copies of all state licenses. 


DEA / CDS information: Federal Drug Enforcement Administration (DEA) certificate or 
Controlled Dangerous Substance (CDS) certificate or registration, if applicable. 


Our credentialing department (or an NCQA-accredited credentials verification organization 
[CVO]) conducts primary source verification (PSV). All items must be verified except any 
static historical elements. Verifications may not be older than 180 calendar days when 
given to the Credentialing Committee for a decision. We use the following sources: 
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■ The National Practitioner Data Bank 


■ Office of the Inspector General (OIG) 


■ State professional licensing board 


■ State specific Medicare/Medicaid Opt Out Reports 


■ Dental schools; and specialty programs/boards 


3.9.15.5 Process 


The initial credentialing process obtains and reviews primary source verification of 
the following information, at a minimum: 


A.  The practitioner holds a current valid license to practice in Nevada or a 
current valid license to practice in the state where the practitioner practices. 


Confirmed. 


B. A Valid Drug Enforcement Administration (DEA) certificate for all 
practitioners authorized by the scope of their license to prescribe drugs. 


Confirmed. 


C. Graduation from Dental school and completion of a residency, or other post-
graduate training, as applicable. 


Confirmed. 


D. Work history. 


Confirmed. 


E.  Professional liability claims history. 


Confirmed. 


E. The practitioner holds current, adequate malpractice insurance according to 
the vendor’s policy. 


Confirmed. 


G.  Any revocation or suspension of a State license or DEA number. 


Confirmed. 


F. Any curtailment or suspension of medical staff privileges (other than for 
incomplete Dental records). 


Confirmed. 


G. Any sanctions imposed by the OIG or the DHCFP. 


Confirmed. 
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J.  Any censure by any state or county Dental Association or any other 
applicable licensing or credentialing entity. 


Confirmed. 


J. The vendor obtains information from the National Practitioner Data Bank, the 
Nevada State Board of Dental Examiners, any equivalent licensing boards for 
out- of-state providers, and any other applicable licensing entities for all 
other practitioners in the plan. 


Confirmed. 


L.  The application process includes a statement by the applicant regarding: 


1. Any physical or mental health problems that may affect current ability to 
provide dental care; 


Confirmed. 


2. Any history of chemical dependency/ substance abuse; 


Confirmed. 


3. History of loss of license and/or felony convictions; 


Confirmed. 


4. History of loss or limitation of privileges or disciplinary activity; and 


Confirmed. 


5. An attestation to correctness/ completeness of the application.  


Confirmed. 


This information should be used to evaluate the practitioner’s current ability 
to practice. 


M.  There is an initial visit to each potential primary dental care practitioner’s 
office, including documentation of a structured review of the site and Dental 
record keeping practices to ensure conformance with the vendor’s 
standards.   


We may require an initial facility site review before the credentialing file can be 
approved by the dental director or sent for review by the committee (one visit for 
each facility). The site visit tool includes a site's accessibility, appearance, space, 
languages spoken, special needs availability, adherence to infection control, 
medical or dental recordkeeping practices, availability of appointments, and 
confidentiality procedures. 
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N.  If the vendor has denied credentialing or enrollment to a provider where the 
denial is due to vendor concerns about provider fraud, integrity, or quality 
the vendor is required to report this to the DHCFP Provider Enrollment Unit 
within fifteen (15) calendar days. 


Our policies are compliant with the DHCFP requirement that we notify our offices 
within 15 calendar days of the determination to deny a Medicaid provider 
credentialing or recredentialing due to concerns about provider fraud, integrity or 
quality. Similarly, we must notify within 15 calendar days if the Credentialing 
Committee de-credentialed, terminated or disenrolled a provider due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse. 


3.9.15.6 Recredentialing  


A process for the periodic re-verification of clinical credentials (recredentialing, 
reappointment, or recertification) will be described in the vendor’s policies and 
procedures, including:  


Network dentists are recredentialed every three years according to NCQA standards, or 
according to state and federal requirements. We begin the recredentialing process six 
months prior to the three year target date to ensure that the providers meet the three year 
cycle. Aperture, a NCQA-certified credentials verification organization, reviews and 
conducts primary source verification. We maintain recredentialing information in each 
provider’s file. 


We incorporate appraisal of professional performance, judgment and clinical competence 
into the recredentialing process for all dentists irrespective of their specialty. 


We review the following at recredentialing: member complaints; results from provider site 
reviews, utilization management profiles, and information from other licensing and 
accreditation agencies. 


The credentialing department reviews data from its internal inquiry system regarding 
member complaints and quality of care reviews. Provider files will be flagged for special 
review and referred to the Credentialing Committee if they exceed the following 
thresholds: 


■ Five grievances per recredentialing period 


■ Three grievances in favor of member per recredentialing period 


We have an ongoing monitoring process between recredentialing cycles to ensure 
continued compliance with credentialing standards. We track expired dental licenses, 
Medicare/Medicaid sanctions, and issues of substandard professional conduct and 
competence. The credentials verification organization (CVO) provides twice per month 
reports from the OIG website and state licensing websites for lists of sanctions imposed 
against providers, or for expired licenses, when it is required by the state. The 
Credentialing Committee reviews the data and decides whether providers should be 
terminated from the network. 


A. Evidence that the procedure is implemented at least every sixty (60) months.  


Confirmed.  Our credentialing cycle is completed every three years. 
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B. The vendor conducts periodic review of information from the National 
Practitioner Data Bank and all other applicable licensing entities, along with 
performance data, on all practitioners, to decide whether to renew the 
participating practitioner agreement.  At a minimum, the recredentialing, 
recertification or reappointment process is organized to verify current 
standing in required areas. 


Confirmed. 


C.  The recredentialing, recertification or reappointment process also includes 
review of data from: 


1. Recipient grievances and appeals; 


Confirmed. 


2. Results of quality reviews; 


Confirmed. 


3. Utilization management; 


Confirmed. 


4. Recipient satisfaction surveys; and 


Confirmed. 


5. Re-verification of current licensure, if applicable. 


Confirmed. 


D.  If the vendor de-credentials, terminates or dis-enrolls a provider the vendor 
must inform the State within 15 calendar days.  If the de-credentialing, 
termination or disenrollment of a provider is due to suspected criminal 
actions, or disciplinary actions related to fraud or abuse the DHCFP will 
notify HHS-OIG. 


Our policies are compliant with the DHCFP requirement that we notify their offices 
within 15 calendar days of the determination to deny a Medicaid provider 
credentialing or recredentialing due to concerns about provider fraud, integrity or 
quality. We also comply with the requirement that will notify them if the credentialing 
committee de-credentialed, terminated or disenrolled a provider due to suspected 
criminal actions, or disciplinary actions related to fraud or abuse.  
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3.9.15.7 Delegation of Credentialing Activities  


If the vendor delegates credentialing and recredentialing, recertification, or 
reappointment activities, there must be a written description of the delegated 
activities, and the delegate’s accountability for these activities.  There must also be 
evidence that the delegate accomplished the credentialing activities.  The vendor 
must monitor the effectiveness of the delegate’s credentialing and reappointment 
or recertification process.   


Our policies and procedures related to delegation certify that the delegated credentialing 
activities are conducted in a manner that complies with our standards, NCQA standards 
and any other related state or federal requirements. Our policies include written 
descriptions regarding: 


■ Performing pre-delegation assessment activities (reviewing prospective delegate 
materials, reviewing on-site review of prospective delegates’ credentialing 
operations) 


■ Determining the delegation by the Credentialing Committee 


■ Executing a delegation agreement, which includes our responsibilities of and those 
of the delegated entity, scope of delegated activities, type and frequency of 
reporting 


■ Our monitoring and performing oversight activities 


■ Performing Corrective Action Process and Procedures (as appropriate) 


We do not delegate credentialing and recredentialing processes. 


3.9.15.8 Retention of Credentialing Authority 


The vendor retains the right to approve new practitioners and sites, and to 
terminate or suspend individual practitioners.  The vendor has policies and 
procedures for the suspension, reduction or termination of practitioner privileges.  


We have extensive experience in credentialing and recredentialing services. Our 
credentialing policies outline the processes and procedures for the suspension, reduction 
or termination of practitioners and/or facilities. The established policy has written criteria 
by which the credentialing committee may disapprove a provider. Further, the policies 
clarify the avenues of appeal that are afforded to the affected provider(s). 


3.9.15.9 Reporting Requirement 


The vendor must ensure there is a mechanism for, and evidence of implementation 
of, the reporting of serious quality deficiencies resulting in suspension or 
termination of a practitioner, to the appropriate authorities. 


Our policies are compliant with the DHCFP requirement that we notify the provider’s office 
within 15 calendar days of the determination to deny a Medicaid provider credentialing or 
recredentialing due to concerns about provider fraud, integrity or quality. Similarly, if the 
Credentialing Committee de-credentials, terminates or dis-enrolls a provider due to 
suspected criminal actions, or disciplinary actions related to fraud or abuse, we would 
follow the same DHCFP-approved process. 
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3.9.15.10 Provider Dispute Process 


The vendor must have a provider appeal process for instances wherein the vendor 
chooses to deny, reduce, suspend or terminate a practitioner’s privileges with the 
vendor. 


We currently maintain policies and procedures that establish the process and 
requirements for provider disputes and appeal rights pertaining to denying, suspending or 
terminating a provider’s credentialing privileges by the Credentialing Committee. The 
policy specifically includes written processes regarding the following: 


■ Notice to the provider of adverse professional review action 


■ Pre-hearing process 


■ Hearing panel 


■ Presiding officer 


■ Conduct of hearing, burden of proof and failure to appear at hearing 


■ Post hearing process 


If the hearing panel upholds an adverse decision, our policies also include processes 
regarding the timely notification to the Peer Review Committee, the Network Development 
and Contract department, the appropriate licensure board, the National Practitioner 
Databank, the DHCFP and other appropriate state or federal entities. 


3.9.16 Recipient Rights and Responsibilities  


The vendor must demonstrate a commitment to treating recipients in a manner that 
acknowledges their rights and responsibilities.   


Our recipients’ rights and responsibilities policy includes at a minimum those enumerated 
in 3.9.16.1., A through I below. Upon enrollment, each recipient receives a member 
handbook that contains detailed information about being an active partner in their health 
care by understanding their rights and responsibilities.  


Specific patient rights language informs patients that they have a right to: 


■ Get information regarding your rights and responsibilities 


■ Be treated with respect and dignity by UnitedHealthcare—DHCFP personnel and 
network dentists and providers without regard to your race, national origin, and 
gender, age, and sexual orientation or religious affiliation. 


■ Privacy and confidentiality for treatments, tests or procedures you receive and all 
records and communications to the extent required by law. 


■ Voice concerns about the service and care you receive. 


■ Register complaints and appeals concerning your dental plan or the care provided 
to you. 


■ Receive timely responses to your concerns. 
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■ Participate in candid discussions with your dentist about appropriate and medically 
necessary treatment options for your child’s conditions, regardless of cost or benefit 
coverage. 


■ Be provided with access to dental care. 


■ Obtain a second medical opinion for dental and surgical procedures. 


■ Participate with your child’s dentist and other caregivers in decisions about their 
care. 


■ Refuse treatment and not have it affect your child’s future treatment. 


■ Make recommendations regarding the organizations recipient’s rights and 
responsibilities policies. 


■ Receive information about UnitedHealthcare—our services and network dentists 
and providers. 


■ Be informed of, and refuse to participate in any experimental treatment. 


■ Have coverage decisions and claims processed according to regulatory standards. 


Further, to help foster engagement among recipients, we present the same information on 
the member website and distribute in our newsletter. We mail newsletters the first month 
of every quarter and send supplementary postcards during the following two months, on a 
three-year rotational basis. 


3.9.16.1 Written Policy on Recipient Rights 


The vendor must have a written policy that recognizes the following rights of 
recipients: 


A.  To be treated with respect, and recognition of their dignity and need for 
privacy; 


Confirmed. 


B.  To be provided with information about the vendor, its services, the 
practitioners providing care, and recipients’ rights and responsibilities; 


Confirmed. 


C.  To be able to choose their primary Dental care practitioner; 


Confirmed. 


D.  To participate in decision-making regarding their dental care, including the 
right to refuse treatment; 


Confirmed. 


E.  To pursue resolution of grievances and appeals about the vendor or care 
provided; 


Confirmed. 
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F.  To formulate advance directives; 


Confirmed. 


F. To have access to his/her Dental records in accordance with applicable 
federal and state laws and to request that they be amended or corrected as 
specified in 45 CFR Part 164;  


Confirmed. 


G. To guarantee the recipient’s right to be free from any form of restraint or 
seclusion used as a means of coercion, discipline, convenience, or 
retaliation; and 


Confirmed. 


H. To receive information on available treatment options and alternatives, 
presented in a manner appropriate to the recipient’s condition and ability to 
understand. 


Confirmed. 


3.9.16.2 Written Policy on Recipient Responsibilities 


The vendor must have a written policy that addresses recipients’ responsibility for 
cooperating with those providing dental services.  This written policy must address 
recipients’ responsibility for: 


Our plan has added responsibilities to encourage the recipient to fully participate in his/her 
plan and to benefit the community including: 


■ Know and confirm your dental benefits prior to receiving treatment. 


■ Contact an appropriate health care professional when you have a dental need or 
concern. 


■ Show your dental ID card before receiving dental services for your child(ren). 


■ Keep scheduled appointments or call the dentist 24 to 48 hours before the 
scheduled appointment to cancel. 


■ Provide information needed for your child’s care. 


■ Follow agreed-upon instructions and guidelines of dental and health care 
professionals. 


■ Participate in understanding your child’s dental problems and developing mutually 
agreed upon treatment goals. 


■ Use emergency room services only for an injury or illness that, in the judgment of a 
reasonable person, requires immediate treatment to avoid jeopardy to life or death. 


■ Notify your local Medicaid office of changes in name, address, telephone number, 
family status or if you have other insurance coverage. 


■ Know what benefits and which providers are covered by UnitedHealthcare and 
which are not. 
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■ Call Member Services when you have questions about your child’s eligibility, 
benefits, claims, and more. 


■ Call Member Services to verify that your child’s dentist is participating in the 
Nevada Dental Medicaid network before receiving services for your child. 


A.  Providing, to the extent possible, accurate and updated information needed 
by professional staff in caring for the recipient;  


Confirmed. 


B.  Following instructions and oral health care recommendations/ guidelines 
given by those providing dental services;  


Confirmed. 


C.  Recipient obligation to participate in their health care decisions; and 


Confirmed. 


D.  Recipient conduct and communication with a dental office including 
recipient’s responsibility to be on time for scheduled appointments, cancel 
appointments in a timely manner i.e. 24-48 hours ahead of scheduled 
appointment, report provider fraud/abuse, provide feedback on recipient 
needs and expectations, etc. 


Confirmed. 


3.9.16.3 Communication of Recipient Policies to Providers 


A copy of the vendor’s policies on recipients’ rights and responsibilities is provided 
to all participating providers upon initial credentialing and when significant 
changes are made.  


As part of our ongoing network management activities, we maintain a provider summary 
guide, which contains important information for our contracted network providers. This tool 
is used to communicate and share policies and process such as provisions pertaining to 
recipients’ rights and responsibilities. 


Our provider summary guide is available to all providers on our website. We update the 
provider annually and throughout the year to confirm the most current and up-to-date 
information is available to our provider network.  


When providers join our network, they receive an introductory letter, instructions on where 
to access the provider summary guide and an executed contract. 


3.9.16.4 Communication of Policies to Recipients 


Upon enrollment, recipients are provided a written statement that includes 
information on their rights and responsibilities. 


We focus on communicating clearly. Upon enrollment, each recipient receives a copy of 
our member handbook, which contains a written statement that includes information on 
recipients’ rights and responsibilities. 
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3.9.16.5 Recipient Grievance and Appeals Procedures  


The vendor must have a system(s) linked to the IQAP for addressing recipients’ 
grievances and providing recipient appeals.  This system must include: 


Our grievances, appeals and State Fair Hearing processes are included in our internal 
quality assurance program (IQAP) through which our trending results are reported and 
analyzed. We monitor grievances and appeals reports twice daily to attain compliance 
with DHCFP requirements and report results monthly to the Medicaid Compliance 
Committee, annually to IQAP and quarterly to our board of directors. Through these 
reported results, we identify causes for trends for which we can generate action plans or 
initiate task forces to implement solutions to improve trending in a specific category. Our 
broad grievances and appeals procedures include steps for documenting and tracking 
disputes to resolution within the established time requirements. 


A.  Procedures for registering and responding to grievances and appeals within 
thirty (30) calendar days. Vendors must establish and monitor standards for 
timeliness; 


We understand that the grievance and appeals process must be performed in a 
timely manner. Our grievances and appeals processing procedures, policies and 
processes comply with RFP Section 3.9.16.5 and 42 CFR 438.402. 


B.  Documentation of the substance of grievances, appeals, and actions taken; 


All complaints received, either orally or written, are analyzed, logged, and 
categorized in our electronic tracking system and automatically routed to the 
appeals department for review and resolution. Appeals specialists log, track, and 
assign case follow-ups to appropriate staff. When a case requiring follow up is 
created, the appeals specialist routes the case to the appropriate department, such 
as credentialing, client services, or claims, or to a specific provider relations 
representative or dental consultant. Each follow-up record includes due dates and 
hotlinks back to case details. When a note is entered on a follow-up assignment, 
the system automatically logs the date, time, and name/user ID of the person who 
entered the note. 


The appeals department monitors member-initiated complaints about providers, 
including clinical quality of care complaints. Each month, the appeals department 
delivers a trending and analysis report. If a clinical quality of care issue is identified, 
the local field provider relations representative personally visits the provider office 
for further investigation. 


The appeals department coordinates all clinical and non-clinical review of 
complaints. The entity with decision-making authority depends on whether the 
complaint is related to a non-clinical issue or a clinical issue. 


C.  Procedures ensuring a resolution of the grievance and providing the 
recipient access to the State Fair Hearing process for appeals;  


Our extensive experience in the resolution of grievances and providing access to 
the State Fair Hearing process in the states we serve demonstrates our compliance 
with RFP Section 3.9.16.5. We send a written Notice of Disposition within 30 
calendar days for grievance resolution. We also make every effort to contact the 
member and provide prompt verbal notice of our decision related to an expedited 
grievance. The Notice of Disposition includes, at a minimum, the following: 


■ The actions we took to investigate and resolve the grievance 
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■ The final outcome of the investigation of the grievance 


■ The reason for the action 


■ The recipient’s right to file an appeal with us and the procedures for 
exercising appeal rights 


■ When the appeal is unfavorable, we send a written Notice of Appeal 
Resolution that provides the right to State Fair Hearing 


D.  Aggregation and analysis of grievance and appeal data and use of the data 
for quality improvement; 


Our appeals team routinely generates and delivers customized reports for our 
clients. Our system can accommodate any number of customer-defined categories 
for grievances and appeals. Any data stored in our integrated benefits management 
system, including data from the customer service and authorization determination 
systems, can be easily extracted and repackaged into client-defined report formats 
without a programming change to the system. 


Our standard practice is to generate monthly reports of all grievances and appeals 
received from recipients and providers. As referenced in Section IV.J of this RFP, 
we will submit a monthly report to the contract monitor that includes the following 
information for each grievance and appeal: 


■ Recipient name 


■ Medicaid ID number 


■ Subject of complaint 


■ Provider name 


■ Date received 


■ Date resolved 


■ Classification of complaint: 1) Emergency clinical, 2) Non-emergency clinical, 
or 3) Non-clinical. 


We will also generate and submit separate reports of grievance and appeal data 
aggregated for the month by complaint type. 


The appeals department monitors recipient-initiated grievances about providers, 
including clinical quality of care grievances. Each month, the appeals department 
delivers a trending and analysis report to the credentialing committee, the dental 
director, and the market’s provider relations representative. The report, which 
summarizes the prior month’s grievance activity with a year-to-date comparison, is 
reviewed during credentialing committee meetings. If a clinical quality of care issue 
is identified, the local field provider relations representative personally visits the 
provider office for further investigation. 


In addition, each month the quality improvement committee analyzes the grievance 
and appeals volume and turnaround times from the month prior to identify trends. 
Each quarter, the committee gathers to determine the best approach to improve 
any negative trends identified. 
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E.  Compliance with DHCFP due process and fair hearing policies and 
procedures specific to Nevada Medicaid and Nevada Check Up recipients; 
and 


We comply with DHCFP due process and fair hearing policies and procedures 
specific to Nevada Medicaid and Nevada Check Up recipients.  


F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


We also comply with regulations outlined in 42 CFR 438 Subpart F Grievance and 
Appeals. 


3.9.16.6 Recipient Suggestions 


An opportunity must be provided for recipients to offer suggestions for changes in 
policies and procedures.   


Recipients are encouraged to offer their suggestions for changes in policies and 
procedures, including their rights and responsibilities policy, through multiple sources. For 
example, recipients are encouraged in the member handbook, the member website and 
the newsletter to offer their ideas to member services at the number provided. Further, 
recipients are asked to offer recommendations and comments on the health plan’s quality 
program through the QI contact located on the member website and included in the 
member newsletters. 


3.9.16.7 Steps to Assure Accessibility of Services  


The vendor must take steps to promote accessibility of services offered to 
recipients.  These steps include: 


Understanding that improved health outcomes and reduced medical costs are closely 
linked to increased recipient participation and education, we deliver prompt recipient 
engagement and learning opportunities to help Nevada Medicaid and Nevada Check Up 
recipients understand how to access the services they need. Our written materials and 
personal interactions with recipients comply with the requirements in RFP Statement of 
Work Section 3.9.16.7 and promote accessibility of the services offered in the State. The 
following table summarizes our methods of delivering the important steps to assure 
accessibility of services: 


Assuring Accessibility of Services for Members 


Information provided Methods we use to provide the information 


Identification of points 
of access to primary 
care, specialty care  
 


■ Provider directory delivered with the new member welcome kit 
■ Member website 
■ Welcome call 
■ Personalized assistance through member services—including 


telephonic and concierge services, and care advocates 
How to obtain services 
during regular hours of 
operation 


■ Member handbook—hard copy provided with the new member 
welcome kit and a downloadable version available on the 
member website 


■ Provider directory available on the member website 
■ Member website 
■ Welcome call 
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■ Personalized assistance through member services, care and 
care advocates 


How to obtain 
emergency and after 
hours care 


■ Member handbook—hard copy provided with the new member 
welcome kit and a downloadable version available on the 
member website 


■ Provider directory available on the member website 
■ Member website 
■ Welcome call 
■ Personalized assistance through member services, care and 


care advocates 
How to obtain 
emergency out-of- 
service care 


■ Member handbook—hard copy provided with the new member 
welcome kit and a downloadable version available on the 
member website 


■ Provider directory available on the member website 
■ Member website 
■ Welcome call 
■ Personalized assistance through member services, care and 


care advocates 
How to obtain names, 
qualifications and 
titles of the 
professionals who 
provide and are 
accepting medical 
patients and/or 
responsible for their 
care 


■ Provider directory available on the member website 
■ Member website 
■ Personalized assistance through member services, care and 


care advocates 


How to access 
concierge 
services  
 


■ Welcome letter 
■ Member ID card 
■ Welcome call 
■ Member handbook—hard copy provided with the new member 


welcome kit and a downloadable version available on the 
member website 


■ Member website 


WELCOME PACKET 
Our Recipient Welcome Packet is an introduction for recipients to understand how to 
access dental services, learn about their benefits, and become educated about the 
importance of dental health. All new recipients will receive this welcome packet within 10 
days of enrollment. The Recipient Welcome Packet provides essential education, 
instruction, and tools recipients need to get started in and make the most of the Medical 
Assistance Program.  


The welcome packet will include: 


■ A welcome letter 


■ Durable recipient ID card 


■ Recipient Handbook 


■ Provider Directory 
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■ Recipient’s right to file grievances and appeals and how to file 


■ Introduction to personal services available from the call center, including our toll-
free telephone number, assistance in finding a provider, obtaining translations or 
materials in alternative formats, and obtaining information about continuation of 
dental services during the transition to UnitedHealthcare as the new dental benefits 
administrator 


■ Educational information promoting oral health 


■ Introduction to our self-servicing Member Web Portal, including how to register and 
a description of the online tools available 


WELCOME LETTER 
Our welcome letter will highlight major program features and encourages the 
establishment of a Dental Home. If the recipient has selected a Primary Care Dentist 
(PCD), we will confirm that selection and provide the PCD’s name, location, and 
telephone number. If a recipient has not selected a PCD during the enrollment process, 
the welcome packet will include the PCD selection form with clear instructions on how to 
select a PCD. 


RECIPIENT ID CARDS 
All welcome packets will include the recipient’s identification card. The ID card will be 
durable and will contain 800 telephone number, website address, and the toll free 800 
number for the State Enrollee’s Action Line. If a PCD has been selected during 
enrollment, the ID card will also include the PCD’s name and telephone number. 
Identification card templates will be submitted to the State of Nevada for the Department’s 
approval 15 days before the go-live date. 


MEMBER HANDBOOK 
In addition to being mailed to recipients during orientation, the member handbook will also 
be posted online and accessible 24 hours a day, 7 days a week via the member Web 
portal. The member handbook will address all issues related to accessibility, recipient 
responsibility, and how to get assistance with any issue. The handbook will contain all 
required content and begin with a table of contents to provide readers with a quick method 
for finding content.  


We will organize the handbook content with the information used most frequently by 
recipients first. We will add more specialized information later in the book. Our toll-free 
member Services and TDD/TTY numbers will be prominent at the bottom of each page. 
The member handbook will open with a reminder that a recipient may request the 
handbook translated into another language or alternative format.  


We will submit the member Handbook template to the State of Nevada for the 
Department’s approval 15 days before the go-live date and will make any required 
changes. Any revisions made to the Recipient Handbook will be submitted to the State for 
re-review and approval.  


We will ensure that our member handbook aligns with Department goals and meets the 
unique needs of Nevada residents. 


Our member handbook topics include, but are not limited to: 


■ Explanation of the relationship between UnitedHealthcare and you as a recipient 
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■ How UnitedHealthcare dental member services can help you access a dentist, or to 
obtain appointment assistance 


■ Summary of benefits that are at no cost to you as a recipient and description of all 
covered services including: diagnostic and preventive services; basic services; 
major services; orthodontic services; alternative courses of treatment; benefit 
limitations 


■ Description of services not covered 


■ Information on the importance of oral healthcare and establishing a dental Home 


■ A guide to dental visits and appropriate scheduling for routine care 


■ What to do in an emergency, including definitions of urgent and emergent care 


■ How to access transportation services 


■ Your Child’s Oral Health (EPSDT) 


■ How to use the member Web portal 


■ Key telephone numbers, including the State’s Enrollee Action Line, and how to 
obtain assistance for recipients with special needs, non-English speakers 


■ Oral health and hygiene tips, emphasizing preventive care (such as visiting the 
dentist regularly and proper brushing and flossing) 


■ Explanation of utilization management and how to detect abusive services 


■ What is Fraud, Waste, and Abuse and how to report it 


■ Confidentiality and protecting healthcare information 


■ Recipient Bill of Rights and responsibilities 


■ How to file grievances and appeals 


■ Handy form for writing in your PCD/specialists phone numbers and location 


MEMBER WEB PORTAL 
We will offer a customizable, self-service Web portal that provides recipients with an 
intuitive information hub surrounding the dental services offered by the Nevada Medicaid 
dental program. Our member Web portal offers a communication vehicle beyond 
traditional telephone and mailed communications, providing recipients faster, easier 
access to education and services. After registering online, recipients can log onto the 
portal for direct access to a host of features, including relevant benefit information, 
educational links, online documents and education materials, links to online videos, as 
well as our provider search function and claims history. 
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A.  The points of access to primary dental care, specialty care, are identified for 
recipients; and 


Confirmed. 


C. At a minimum, recipients are given information about: 


Confirmed. 


1. How to obtain services during regular hours of operations; 


Confirmed. 


2. How to obtain urgent, emergency and after-hour care;  


Confirmed. 


3. How to obtain emergency out-of-service area care;  


Confirmed. 


4. How to obtain the names, qualifications and titles of the professionals 
who provide and are accepting Dental patients and/or are responsible for 
their care; and 


Confirmed. 


5. How to access concierge services and assistance from the vendor when 
needed to gain access to care. 


Confirmed. 


3.9.16.8 Information Requirements  


A.  Recipient information (for example, subscriber brochures, announcements, 
and handbooks) must be written at an eighth (8th) grade level that is readable 
and easily understood. 


We understand the importance of providing recipients with easily understood 
materials so they can use the information to take appropriate action and improve 
their health status. To make sure our recipient materials are easy to understand, we 
develop them using a glossary created as part of an internal initiative to improve 
health literacy through simplification of our communications. Our glossary includes 
health care and health insurance terms prepared in English and Spanish that are 
simple to comprehend. Our goal is to make educational messaging understandable, 
accessible and actionable. 


Nevada Medicaid and Nevada Check Up recipient materials are written at no higher 
than an eighth-grade reading level where terminology permits (e.g., certain medical 
terms may be higher than an eighth-grade reading level). To confirm that recipient 
materials do not exceed the eighth-grade reading level, we use our proprietary 
readability tool, based upon the Flesch-Kincaid grade level formula. This tool rates 
the content and confirms that the materials we produce are easy to read, 
understand and act upon, and that they present information in a manner that most 
recipients can easily comprehend. 
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We regularly review and update our recipient materials to comply with any required 
reading level changes in the programs. We consider recipient feedback on our 
written materials when we make revisions, while also maintaining Nevada-specific 
program requirements. 


B.  Written information must be available in the prevalent languages of the 
population groups served.   


To facilitate understanding of recipient materials for Nevada Medicaid and Nevada 
Check Up recipients, we provide written materials in both English and Spanish, and 
can accommodate any recipient request for translation. As needed, we will provide 
materials in other prevalent languages within the State. 


We solicit, verify and document our recipients’ needs for interpreter and translation 
services during welcome calls and other recipient interactions with our staff. 
Collecting and evaluating this information enables us to prepare culturally 
appropriate materials and other resources for our recipients. 


3.9.16.9 Confidentiality of Patient Information 


The vendor must act to ensure that the confidentiality of specified patient 
information and records is protected.  The vendor must: 


We comply with all requirements in Section 3.9.16.9 (A through E) and have a process in 
place to assure patient record confidentiality. We have written policies and procedures in 
place to comply with the HIPAA Privacy Rule, provisions of the Health Information 
Technology for Economic and Clinical Health (HITECH) Act and Nevada law. 


We require our affiliates and business partners, including our providers, to protect the 
privacy and confidentiality of recipient information as required by HIPAA and Nevada law. 
Providers as Covered Entities under HIPAA are required to apply appropriate 
administrative, technical and physical safeguards to protect the privacy and security of 
recipients’ medical information and protect against unauthorized acquisition, access, use 
or disclosure of PHI. 


Our business associate Addendum included in each provider and subcontractor service 
contract mandates adherence to our security and privacy requirements. Our requirements 
for contracted providers include designating a person or persons responsible to maintain 
safekeeping of medical records and appropriate system backup for electronic medical 
records. 


In addition, the Provider summary guide lists the medical record review standards 
assessed during on-site visits at provider offices to attain compliance with confidentiality 
standards. We have specific policies and procedures on Identification and Authentication, 
Minimum Necessary and Disclosures to Third Parties, which prohibit disclosure of PHI 
without an authorization, or as otherwise permitted under HIPAA. Disclosures of PHI 
required by law, to coordinate treatment, payment and health care operations and to 
protect the health or safety of an individual are all permissible disclosures under HIPAA. 
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It is our policy to notify a recipient of any release of the recipient’s information in response 
to a court order. The recipient will be notified within 30 days of release of the information. 
Our HIPAA privacy policies detail the circumstances under which we may disclose 
recipient information without the recipient’s authorization. Permissible disclosures under 
HIPAA are outlined in our Disclosures to Third Parties policy, which includes reporting 
certain information to agencies when required. For example, we may use or disclose PHI 
to the Secretary of HHS when required under the Privacy Rule to investigate or determine 
our compliance with the Privacy rule or we may use or disclose restricted PHI for any 
public purpose disclosure under 45 CFR § 164.512 of the Privacy Rule. 


A.  Establish in writing, and enforce, policies and procedures on confidentiality, 
including confidentiality of Dental records; 


Confirmed.  


B.  Ensure patient care offices/sites have implemented mechanisms to guard 
against the unauthorized or inadvertent disclosure of confidential 
information to persons outside of the vendor;  


Confirmed. 


C.  Hold confidential all information obtained by its personnel about recipients 
related to their examination, care and treatment and shall not divulge it 
without the recipient’s authorization, unless: 


Confirmed. 


1. It is required by law, or pursuant to a hearing request on the recipient’s 
behalf; 


Confirmed.. 


2. It is necessary to coordinate the recipient’s care with other dental care 
providers, physicians, hospitals, or other health care entities, or to 
coordinate insurance or other matters pertaining to payment; or 


Confirmed. 


3. It is necessary in compelling circumstances to protect the health or safety 
of an individual. 


Confirmed. 


D.  Must report any release of information in response to a court order to the 
recipient in a timely manner; and 


Confirmed. 


E.  May disclose recipient records whether or not authorized by the recipient, to 
qualified personnel, defined as persons or agency representatives who are 
subject to standards of confidentiality that are comparable to those of the 
State agency.  


Confirmed. 
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3.9.16.10 Treatment of Minors 


The vendor must have written policies regarding the treatment of minors.  


Our Identification and Authentication policy contains guidelines regarding disclosure of 
PHI to a parent or other individual acting as the personal representative of a minor 
recipient. We also have department-specific procedures for handling of minors’ PHI. 
Generally, after verification of an individual’s identity (as parent or personal representative 
of a minor), our member services department releases eligibility and claim information and 
answer questions pertaining to the minor child’s coverage. Member services scan 
applicable documentation (i.e., court papers on guardianship, custody, etc.) into a minor 
recipient’s record for reference as to who is his/her personal representative. A parent may 
make changes to the minor's account only if he or she is on the insurance policy (PDP 
change, order ID cards, change address). In accordance with Nevada law, we do not 
release any information related to a minor's mental health, substance abuse, reproductive 
health or sexually transmitted diseases to a parent or personal representative without the 
minor’s authorization. In addition, we do not release a minor’s PHI without his/her 
authorization to a parent or personal representative if the minor is emancipated under 
Nevada Revised Statutes (N.R.S.) 129.080, or meets one or more of the following 
conditions under N.R.S. 129.030: 


■ Is or was married 


■ Is pregnant or has a child 


■ Has been living on his/her own for at least four (4) months (must provide proof, 
such as a documented address change) 


Any records containing PHI pertaining to situations where the minor can consent to and 
receive treatment on his/her own are not released to the parent or personal representative 
without the minor’s authorization. 


3.9.16.11 Assessment of Recipient Satisfaction  


The vendor must conduct periodic surveys of recipient satisfaction annually with 
its services: 


As a key component to providing high quality health care to the Medicaid populations, we 
are keenly aware of how important it is to gain our members’ trust and improve their 
health status by providing health care services that meet their needs and expectations. To 
understand the issues our recipients face and how we can best help them, we conduct 
yearly surveys that focus on perceived member satisfaction with access to care, quality of 
care, our staff and network provider attitudes, satisfaction with their dental office, 
communication and overall satisfaction with their benefit plan. Designed to measure and 
monitor member satisfaction with the health plan’s services, our surveys comply with all of 
the State’s requirements as described below, including sampling requirements. 


We will use sampling methodology agreed to with the State. Our surveys are done by 
phone, due to a better completion rate, as well as costs.  The survey script is submitted 
and approved by the State as is done with all member communications. Surveys are 
typically completed during 4th quarter and results are completed during 1st quarter by our 
marketing team. Results, findings and corrective action as required, are shared with the 
appropriate clinical committee. 
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Results are used to: 


■ Identify and investigate causes for dissatisfaction 


■ Create action plans implemented to address identified issues 


■ Communicate with providers regarding areas for improvement 


The primary improvement opportunity that has come out of past surveys focuses on 
access, particularly for certain specialties. Member feedback has been important to our 
network strategy and helps us to identify gaps in access as well as specialty coverage. A 
secondary opportunity is improving the survey itself. Based on our experience, 
UnitedHealthcare will continue to look for opportunities to educate recipients on the survey 
prior to initiating member contact and will look for ways to craft survey questions to elicit 
the most meaningful information.  


As a specific example, a 2015 Member Satisfaction survey identified an overall 
satisfaction rate of 95 percent (65 percent very satisfied, 30 percent somewhat satisfied). 
Highest satisfaction was expressed with Overall Dentist and Staff Care Quality, Overall 
Customer Service Experience, Level of Coverage for Preventive Services and Level of 
Coverage for Restorative Services. Lower levels of satisfaction were noted for Level of 
Coverage for Major Procedures and Access to Network Dentists (more on Access below). 
In addition to survey outcomes, opportunities were noted in survey processes designed to 
improve the level of member responses: providing additional education and 
communication on the survey, re-evaluating the wording of survey questions, and 
including different survey delivery options, mail as well as telephonic. 


In addition to monitoring by the QI Committee (QIC), we re-examine the year over year 
progress and trends achieved in member satisfaction at least annually. Formal 
presentations are made to the QIC with the oversight of member satisfaction. All QI 
related committees provide oversight to initiate action on the data received because of 
satisfaction surveys and committee members work with individual departments to improve 
their results if below the goal of 90 percent. 


A.  The survey(s) must include content on perceived problems in the quality, 
availability and accessibility of care. 


Please see response to Question 3.9.16.11. 


B.  The survey(s) assess at least a sample of: 


1. All recipients; 


Please see response to Question 3.9.16.11. 


2. Recipient requests to change practitioners and/or facilities; and 


Please see response to Question 3.9.16.11. 


3. Disenrollment by recipients. 


Please see response to Question 3.9.16.11. 


C.  As a result of the survey(s), the vendor must: 


1. Identify and investigate sources of dissatisfaction; 


Please see response to Question 3.9.16.11. 
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2. Outline action steps to follow up on the findings; and 


Please see response to Question 3.9.16.11. 


3. Inform practitioners and providers of assessment results. 


Please see response to Question 3.9.16.11. 


D.  The vendor must re-evaluate the effects of the above activities. 


Please see response to Question 3.9.16.11. 


3.9.17 Standards for Availability and Accessibility  


The vendor must establish standards for access (e.g., to routine, urgent and 
emergency care; telephone appointments; advice; and recipient service lines) that 
complies with this RFP.  Performance on these dimensions of access is assessed 
against the standards. 


We agree to comply with the State’s requirements for access to care.  


ACCESS TO ROUTINE, URGENT AND EMERGENCY CARE 
We expect our network dentists to provide initial, follow-up and hygiene appointments 
within 14 business days. Dentists must provide emergency appointments within 24 hours. 
Network dentists must follow these access standards and we monitor their compliance. 


The professional networks team will ensure that UnitedHealthcare maintains a dental 
network sufficient to provide all recipients with access to the full range of covered 
services, as well as choice of provider. We monitor the network build by utilizing 
GeoAccess reports which demonstrate the strength of our network based on State access 
requirements. Our robust network will have sufficient coverage for recipients with the 
appropriate access requirements by the go-live date. If deficiencies are identified, we will 
make arrangements to provide services with an out-of-network provider for a recipient 
until we recruit an additional provider.  


We monitor access standards through the analysis of annual member satisfaction survey 
results, grievance and appeal trends, and after hours telephone audits performed by our 
provider services staff. Additional site visits to provider offices may also be performed to 
show compliance with standards. Our provider advocate team also monitors access to 
care through secret shopper surveys. 


UnitedHealthcare continually strives to achieve 100 percent compliance with access 
requirements. If despite the best efforts by UnitedHealthcare there are no providers or 
specialists available within the required access standards, we will contract the nearest 
provider in a contiguous county. 


MEMBER SERVICES ACCESS 
We have a robust quality assurance program that strives to deliver world-class customer 
service to all callers. We record 100 percent of the calls received in the customer service 
center, capturing both audio and video recordings for all inbound and outbound calls. 
Quality monitoring specialists monitor both live and recorded calls to evaluate member 
services advocate performance based on courtesy and professionalism, caller interaction, 
rapport building, providing complete and accurate information, problem resolution, HIPAA 
and PHI compliance, and appropriate call log documentation. 
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We expect our member services advocates to ensure each caller is satisfied with the 
outcome whenever possible. We have the capacity and capabilities to perform customer 
surveys to measure the caller’s satisfaction. 


Our dedicated quality assurance specialists conduct regular quality reviews for each 
member services advocate using a combination of live and recorded calls. Both English 
and non-English speaking calls are monitored to evaluate member services advocates 
performance based on courtesy and professionalism, caller interaction, rapport building, 
providing complete and accurate information, problem resolution, HIPAA and PHI 
compliance, and appropriate call log documentation. 


Our interactive voice response system (IVR) notifies all callers that their call may be 
monitored for quality purposes, before callers speak with a Customer Service 
Representative. 


We acknowledge and accept the customer service performance standards required by the 
State. We will adjust our customer service staffing levels as necessary to meet all of the 
State’s performance standards. 


3.9.18 Dental Record Standards  


We transact and maintain eligibility information per HIPAA regulations. We maintain the 
standard member benefit plan information including the identification number, address, 
plan name, coverage information, effective dates and the subscriber’s employer group. 


The minimum information needed to verify employee eligibility includes the following: 


■ Employee's first and last name 


■ Unique employee identifier 


■ Effective dates of coverage 


■ Coverage tier (personal or family) 


■ Date of birth 


■ Necessary experience separation fields 


■ Gender 


■ Address 


■ Cancellation dates 


■ Relationship code 


DEPENDENT PROCESSING 
The dependent automated certification process validates each dependent name and other 
required data items. Our system identifies dependents and matches them with their claims 
history during claim payment. It is much more difficult to identify an individual dependent 
because there is not one field that makes a dependent unique, as opposed to identifying 
an individual employee. 
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Our customers need to properly identify dependents on the eligibility file. We expect to 
receive: 


■ Dependent relationship to employee 


■ Dependent first name 


■ Dependent date of birth 


■ Dependent gender code 


Each dependent has an individual record that contains all required fields. We use the 
dependent's first name, date of birth, gender and relationship to the employee to identify a 
unique dependent. We use special processing logic to determine if a dependent is unique. 
This logic, along with the four required fields, is part of our Suspect Duplicate Processing, 
which prevents us from loading duplicate dependent information to our transaction 
payment system. 


During the implementation of your account, we will provide a copy of our electronic 
eligibility guide, which contains the list of information needed in the eligibility file. 


3.9.18.1 Accessibility and Availability of Dental Records 


A.  The vendor must include provisions in all provider contracts for HIPAA 
compliance with regard to access to Dental records for purposes of quality 
reviews conducted by the Secretary of the United States Department of 
Health and Human Services (the Secretary), DHCFP, or agents thereof.   


Our network provider contracts include provisions for HIPAA compliance with 
regard to access to medical records for quality review. Our network contracts and 
the Provider summary guide require all contracted network providers to: 


■ Treat medical records as strictly confidential 


■ Grant access to medical records only through written authorization by the 
recipient or when release is required by law 


■ Provide applicable state and federal government agencies and us with 
reasonable access to records relating to the health care services provided 
recipients, including quality reviews conducted by the Secretary of the U.S. 
Department of Health and Human Services 


B.  Records are available to dental practitioners at each encounter. 


In full compliance with the requirements of this RFP, we require all contracted 
network providers to maintain current, detailed and organized dental records using 
a medical recordkeeping system. The system can be either hard copy or electronic 
and allows for the collection, processing, maintenance, storage, retrieval and 
distribution of patient records. Our requirement that dental records be available to 
health care practitioners at each encounter is founded in our belief that these 
records should facilitate communication, coordination and continuity of care, and 
promote efficiency and effectiveness of treatment. We conduct periodic medical 
record reviews to ensure conformity with good professional medical practice and 
appropriate health management. Our provider advocates confirm all providers are 
educated on the importance of delivering consult notes back to the referring 
provider in an effort to keep clear lines of communication regarding the recipient’s 
treatment plan.  
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3.9.18.2 Record Keeping 


Dental records may be on paper or electronic.  The vendor must take steps to 
promote maintenance of Dental records in a legible, current, detailed, organized 
and comprehensive manner that permits effective patient care and quality review.  
Dental records must be maintained as follows: 


We have an existing policy and procedure, which states that practitioners must maintain 
medical records in a current, detailed and organized manner. Practitioners must have a 
medical record-keeping system, in a hard copy or electronic format that allows for the 
collection, processing, maintenance, storage, retrieval and distribution of patient records. 


The medical records should facilitate communication, coordination and continuity of care, 
and promote efficiency and effectiveness of treatment. These standards reflect all aspects 
of patient care. Part of our safety activities include regular auditing of our recipients’ 
medical records to ensure compliance with the minimum standards set by our plan, the 
state and federal laws as they related to medical records and privacy. 


A.  Dental Record Standards – The vendor sets standards for Dental records.  
The records reflect all aspects of patient care, including ancillary services.  
These standards shall, at a minimum, include requirements for: 


1. Patient Identification Information – Each page on electronic file in the 
record contains the patient’s name or patient ID number;  


Each page of the medical record contains the recipient’s name or ID number. 


2. Personal/Demographic Data – Personal/biographical data includes: age, 
sex, race, ethnicity, primary language, disability status, address, 
employer, home and work telephone numbers, and marital status; 


Personal biographical data to include date of birth and age, race, sex, ethnicity, 
language preference if other than English, any disability including limited 
English proficiency (LEP), address, home telephone number, marital status and 
emergency contact information. Guardian information, if applicable is also 
documented (Medicaid also requires age, race and sex).  If applicable, we also 
include employer’s name and work telephone number. 


3. Allergies – Medication allergies and adverse reactions are prominently 
noted on the record.  Absence of allergies (no known allergies – NKA) is 
noted in an easily recognizable location;   


Medication allergies and adverse reactions, or absence thereof, are 
consistently and prominently noted in the medical record. Placement of allergy 
information must be consistent across all records. 


4. Past Dental History [for patients seen three (3) or more times] – Past 
Dental history is easily identified including serious accidents, operations, 
and illnesses.  For children, past Dental history relates to prenatal care 
and birth and preventive services; 


For patients 18 and older, past medical history is easily identified and includes 
serious accidents, operations and illnesses. For children and adolescents under 
18 years, past medical history relates to prenatal care, and birth and preventive 
services. 
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5. Diagnostic information; 


Treatment plans are consistent with diagnoses. 


6. Medication information; 


Medication information is present, including prescribed medications, dosages, 
dates of initial prescriptions and refill prescriptions. 


7. Identification of Current Problems – Significant illnesses, Dental 
conditions and health maintenance concerns are identified in the Dental 
record; 


Significant illnesses and health conditions are indicated on the problem list, 
including current updates. 


8. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, 
alcohol and substance abuse is present for patients twelve (12) years and 
over and seen three (3) or more times; 


For patients 12 and older there is appropriate notation assessing the use of 
cigarettes, alcohol or other substances; if affirmative, there is also evidence of 
education. 


9. Consultations, Referrals, and Specialist Reports – Notes from any 
consultations are in the record.  Consultation, lab, and x-ray reports filed 
in the chart have the ordering dentist/physician’s initials or other 
documentation signifying review. Consultation and significantly abnormal 
lab and imaging study results have an explicit notation in the record of 
follow-up plans;  


Reports presented electronically, or by some other method, also require 
representation of review by the ordering practitioner. Consultation, laboratory 
and imaging reports filed in the chart are initialed by the practitioner to signify 
review. Consultation and abnormal laboratory and imaging study results have 
an explicit notation in the record of follow-up plans. 


10. Emergency care; and 


Documentation evidencing continuity and coordination of care is present for all 
aspects of care including emergency care documentation. 


11. Patient Visit Data – Documentation of individual encounters must provide 
at a minimum adequate evidence of: 


All patient visit data includes at a minimum adequate evidence of all 
parameters listed in a-g.  


 Encounter forms or notes have a notation regarding follow-up care, calls 
or visits 


 Unresolved problems from previous office visits are addressed in 
subsequent visits 


 The history and physical examination identifies appropriate subjective 
and objective information pertinent to a patient’s presenting complaints 
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 There is evidence preventive screening and services are offered in 
accordance with our preventive health guidelines 


 There is evidence of appropriate referral to consultants, as indicated 


 Laboratory and other studies are ordered, as appropriate 


 Working diagnoses are consistent with findings 


 Documentation of patient education regarding diagnoses, treatment and 
medications, including risk factors 


 There is no evidence the patient is placed at inappropriate risk by a 
diagnostic or therapeutic procedure (e.g., unnecessary procedures, 
inappropriate procedures) 


 The specific time of return is noted in weeks, months or as needed 


a. History and Physical Examination – Comprehensive subjective and 
objective information obtained for the presenting complaints; 


Confirmed. 


b. Plan of treatment; 


Confirmed. 


c. Diagnostic tests; 


Confirmed. 


d. Therapies and other prescribed regimens; 


Confirmed. 


e. Follow-up – Encounter forms or notes have a notation, when 
indicated, concerning follow-up care, call or visit.  A specific time to 
return is noted in weeks, months, or as needed.  Unresolved 
problems from previous visits are addressed in subsequent visits; 


Confirmed. 


f. Referrals and results thereof;  


Confirmed. 


g. All other aspects of patient care, including ancillary services; 


Confirmed. 


12. Entry Date – All entries must have date and time noted;  


All entries are dated. 


13. Provider Identification – All entries are identified as to author; and 


All entries in the dental record contain author identification, which may be a 
legible handwritten signature, unique electronic identifier or initials. 
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14. Legibility – The record is legible to someone other than the writer.  A 
second reviewer should evaluate any record judged illegible by one 
physician reviewer.  


The record is legible to someone other than the writer; if the dental record is 
illegible, the medical director reviews a copy of the record for determination. A 
second physician reviewer will be engaged to further judge records, as 
necessary. 


3.9.18.3 Record Review Process 


A.  The vendor must have a system (record review process) to assess the 
content of Dental records for legibility, organization, completion and 
conformance to its standards; and 


UnitedHealthcare maintains policies regarding Dental Records requirements, such 
as required and recommended information to be contained in proper dental records. 
This includes appropriate treatment plans, timeliness of treatment, and continuity 
and coordination of care. We may perform dental record audits if concerns exist 
about quality or if the State has concerns about dental recordkeeping. In addition, 
chart review may be involved in anti-fraud investigation. 


B.  The record assessment system must address documentation of the items 
listed in Dental Records requirements above. 


Our documented record assessment system assess the conformity with good 
professional medical practice and appropriate health management. As part of our 
record review process, a clinical professional conducts the dental record reviews in 
regards to legibility, organization, completion, conformance and documentation of 
the items listed in the Medical Records requirements above. This reviewer works 
closely with our vice president of health care quality and education to make 
recommendations to the Credentialing Committee and to oversee corrective action 
plans of individual practitioners. 


3.9.19 Utilization Review  


UnitedHealthcare maintains a comprehensive Utilization Management (UM) Program with 
supporting policies and procedures. Utilization data may be analyzed to ensure that 
recipients receive quality oral health services.   UM activities identify aberrant utilization 
patterns, and provide source data for outcomes studies, allowing analysis of client 
performance which can suggest targeted QI interventions aimed at improving member 
oral health outcomes. UM is an additional source of quality indicators, which can be used 
to evaluate quality in the following four areas: clinical results or treatment choices, over 
and under-utilization compared to network base lines, accuracy of coding procedures, and 
cost of care. 
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3.9.19.1 Written Program Description 


The vendor must have a written utilization review management program 
description, which includes, at a minimum, policies and procedures to evaluate 
medical necessity, criteria used, information sources and the process used to 
review and approve the provision of Dental services.  


We have been providing medically necessary dental services Medicaid and CHIP 
recipients for over 20 years, resulting in significant improvements in utilization, while 
promoting recipient oral health and ensuring that providers deliver services that are 
appropriate to recipients’ needs. We will use the same utilization management (UM) 
guidelines and processes for the Nevada Medicaid Dental Program. 


UM GUIDELINES & PROCESS TO DEVELOP AND REVISE CRITERIA 
UnitedHealthcare uses our proprietary Appropriate Care Criteria to ensure appropriate 
utilization and quality of services for recipients participating in the Nevada Medicaid Dental 
Program. Our guidelines are consistent with the requirements in the Nevada Dental 
Practice Act’s requirements, Nevada State Board of Dental Examiners rules, and national 
guidelines from the American Dental Association (ADA) and the American Academy of 
Pediatric Dentistry (AAPD). 


Our authorization guidelines are algorithms programmed into the Enterprise System our 
software platform, which ensures consistent medical necessity authorization 
determinations and can be customized for different providers as an incentive for good 
utilization patterns. The algorithms present the clinical criteria in a decision tree format 
that is clear, easy to understand and transparent to the providers and review staff. 


To ensure that providers understand our determinations, we make the Appropriate Care 
Criteria and Authorization Guidelines available to providers online through the 
UnitedHealthcare Provider Web portal and in hard copy, upon request. 


The Appropriate Care Criteria and Authorization Guidelines were developed using 
principles of evidence based dentistry and our extensive experience in managing dental 
services for Medicaid and CHIP programs. 


Guideline sources include the ADA; specialty organizations, such as the American 
Academy of Periodontology; the American Academy of Pediatric Dentistry and the 
American Association of Oral and Maxillofacial Surgeons; evidence based 
clearinghouses, such as the Cochrane Oral Health Group and National Guideline 
Clearinghouse; American and international governmental agencies, such as the National 
Institutes of Health, the Centers for Disease Control and Britain's National Health Service; 
evidence based journals, such as the Journal of Evidence Based Dental Practice; and 
reputable public health recommendations, such as Healthy People 2020.  


The initial criteria were reviewed and accepted by the corporate Clinical Policy and 
Technology Committee (CPTC), which includes clinical staff, dental consultants and 
participating providers. The approved criteria were then reviewed and endorsed by the 
corporate Clinical Affairs Committee, which oversees the work of the CPTC. Our UM 
Program description documents the UM guidelines we are using to determine medical 
necessity and the methods for periodic review and updates.  


The CPTC reviews the Appropriate Care Criteria and Authorization Guidelines annually, 
although changes can be made at any time if the state changes the program design, or if 
other overarching utilization patterns emerge that require a program change. Additionally, 
the CPTC meets quarterly to consider new developments in evidence-based care, 
improvements and changes in dental materials and new technology. 
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Based upon these reviews the CPTC will propose additions or changes to the Appropriate 
Care Criteria and Authorization Guidelines to the clinical affairs committee. We document 
the process in written policies and procedures that are reviewed annually by the CPTC 
and updated as necessary. We will review guidelines and have them accepted at the 
Nevada level by our peer review committee. We will submit any changes to Nevada’s 
Department of Health for review and approval prior to implementation. 


APPLICATION OF UM GUIDELINES TO AUTHORIZE MEDICALLY 
NECESSARY COVERED DENTAL SERVICES 
UnitedHealthcare maintains a written utilization management (UM) program description 
that documents the program’s objectives, the UM organizational structure and 
qualifications of review staff, procedures to review medical necessity and notification 
procedures, UM guidelines used and the methods for reviewing and updating as needed. 


The manager of the utilization management program supervises the day-to-day operation 
of the authorization program. Providers are instructed to submit a standard ADA claim 
form and supporting documentation, either by hard-copy, electronic claim submission or 
via the Web portal, to request authorization for procedures requiring medical necessity 
review. Dental review specialists are available 8 a.m. to 5 p.m. CT Monday through Friday 
to assist with any authorization requests. Callers may also leave a message, which will be 
responded to within one business day. 


To facilitate the review, all documents and radiographs are converted to electronic 
images, if not already in electronic form, and the pertinent information is entered into the 
authorization module of the Enterprise System. 


The authorization request is available to the reviewers either through the internal 
computer network or over a secure internet connection, protecting the privacy of the 
recipient and enabling a rapid review to be performed. We maintain the electronic 
radiographs indefinitely in the event that any future follow-up is required. In the event that 
additional information is required, UnitedHealthcare will request such information in written 
correspondence within three business days of receipt of the authorization request, or 
contact the provider by phone. The Authorization System is completely automated and the 
reviewers have access to all submitted documentation in electronic form.  


UnitedHealthcare uses the following three levels of authorization review: 


■ Level 1 - Automatic system reviews 


■ Level 2 - Dental review specialist reviews 


■ Level 3 - Dental consultant reviews  


The Level 1 review is performed automatically by the Enterprise System by applying 
hundreds of business rules via coded algorithms against the services to be authorized. 
The system rules automatically deny services for administrative reasons where 
appropriate, such as “member ineligible” or “service not covered.” 


The Level 2 review is performed by dental review specialists, who have extensive clinical 
backgrounds, and a minimum of 3 years’ experience as a dental assistant. The dental 
review specialist reviews each authorization request that has passed the Level 1 review to 
determine whether it meets criteria for medical necessity. 
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The reviewer has a number of system tools available to ensure consistent and sound 
clinical determinations including: scanned documentation available for electronic review, 
complete tooth, authorization and claim history for each recipient, all Level 1 results - 
including authorizations with business rule edits flagged for further consideration and over 
100 proprietary dental clinical algorithms.  


Please see the screen shot below from our clinical review module: 


 


The dental review specialist approves requests that meet criteria.  


If the request does not meet criteria, the dental review specialist flags it for dental 
consultant clinical review and determination. The dental review specialist may also deny 
the authorization request for administrative reasons. 


The Level 3 reviews of authorization requests that could not be determined appropriate 
during Level 2 reviews are completed by consultants or internal dentist staff that are 
appropriately licensed and credentialed and report to the Nevada dental director. The 
Level 3 reviewer will make a final determination of either “approved” or “denied.” 


The Level 3 reviewers call the requesting provider to resolve any questions on the request 
and use the Enterprise System to make automated requests for additional documentation. 
The dental review specialists and dental consultants each have separate, defined work 
queues in the Enterprise System to direct them only to those authorizations that require 
their attention. 


UnitedHealthcare maintains written policies and procedures to govern all aspects of our 
UM program, including, but not limited to, policies and procedures to: 


■ Ensure operations refrains from any activities to influence clinical decision-making 
by any kind of financial or other incentives and that medical necessity determination 
decisions are based solely upon each recipient’s specific needs, the Appropriate 
Care Criteria and the Authorization Guidelines 


■ Monitor the efficiency and results of each dental reviewer by review of the 
turnaround times, number of approvals, number of denials and reviews by code 
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■ Ensure consistency of decisions through semi-annual inter-rater reliability reviews 
of authorizations determinations made by our dental review specialists and dental 
consultants. The goal is to maintain a score of 80 percent. In 2016, 
UnitedHealthcare’s 20 consultants achieved inter-rater scores of 100 percent. 


■ Refer suspected cases of provider or member fraud, abuse, or waste to the Office 
of Inspector General 


■ Monitor the effectiveness of our UM program by assessing over and underutilization 
and compliance with all requirements, generating provider profiles that monitor 
provider utilization patterns, and comparing outcomes to benchmarks for 
comparable populations 


■ Target areas of inappropriate service utilization for medical necessity review. 


It is always our intent to ensure that we provide quality services while controlling costs. 
Based on ongoing data analysis, we have determined these services are the most likely to 
be subject to inappropriate utilization. Our analysis is substantiated by requirements to 
review the same codes in most Medicaid and CHIP programs. The review and 
authorization of these codes prior to service delivery ensures that recipients are receiving 
care appropriate to their needs and minimize overtreatment and unnecessary services. 
We can also modify those codes based upon your specific needs, upon request. 


Authorization Notification - The Enterprise System generates determination letters daily 
to recipients and providers and includes the specific clinical reason and/or contractual 
basis for the determination, and information on submitting an appeal. If necessary, a 
verbal notification can be made to the provider. 


Reconsideration - UnitedHealthcare makes authorization determinations based on 
medical necessity and appropriateness, the recipient’s presenting oral condition and 
individual needs and applicable benefits and exclusions. We will reconsider denials of 
authorization when the network provider submits additional information including, but not 
limited to: dental records from the treating dentist, orthodontic records and treatment plan, 
radiographs, or photographs of study models and/or photographs of intraoral tissue 
lacerations, hospital readiness form and/or orthodontic readiness form, and medical 
records from the primary care physician. 


We require pediatrics growth data for orthodontic appeals related to nutritional deficiency 
and speech/language records are required for orthodontic appeals related to speech 
pathology. If the denial is upheld after reconsideration, we notify the provider of the appeal 
procedures. 


Urgent Care – We define urgent or emergent authorizations as those requests for 
services to treat situations that involve pain, swelling, infection, uncontrolled hemorrhage, 
or traumatic injury. We immediately grant emergent and urgent requests for authorization 
and the dental provider is encouraged to treat the recipient, then send the completed 
claim and any necessary documentation on a claim form marked “Retrospective Review.” 


The chief dental officer or one of the dental consultants evaluates all retrospective reviews 
to determine coverage and also certify the services were emergent or urgent in nature. 


If we note a pattern of abuse for any one practice, UnitedHealthcare will create a 
corrective action plan (CAP) and counsel the provider, which will include a discussion of 
the definition for urgent and emergent care. 
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The Quality Improvement Manager will be focused on the clinical aspects of Nevada’s 
dental program. This role will include providing support for clinical initiatives and best 
practice guidelines.  Our company, through its Clinical Policy and Technology Committee 
is committed to researching and developing practice guidelines in a broad spectrum of 
clinical areas, including caries prevention and oral health.  These guidelines and 
algorithms, based on principles of evidence-based dentistry, include areas such as caries 
management; recall interval, patient selection for dental x-rays and caries risk 
assessment. Guidelines are shared with dentists through Newsflash, and incorporated 
into the Provider summary guide that is distributed to dentists. 


All of UnitedHealthcare’s programs are supported by clinical guidelines and evidence 
based practices. The Clinical Policy & Technology Committee, which consists of internal 
clinicians and participating dentists, makes clinical recommendations on practice 
guidelines and new technologies, based on principles of evidence based dentistry. Much 
of the Committee’s work is in reviewing existing industry guidelines developed and 
disseminated by organized dentistry and specialty societies such as the American 
Academy of Pediatric Dentistry. Examples of guidelines adopted include the ADA 
Evidence Based Guidelines on Topical Fluoride and Pit & Fissure Sealants, the AAPD 
guidelines on Periodicity and Caries Risk Assessment Tools.  


Clinical guidelines are available to network dentists and are shared in our dentist 
newsletter and Provider summary guide. They are also shared internally and form the 
basis of our claims criteria, UM/UR review criteria, underwriting guidelines (including 
adoption of new CDT codes), marketing materials and new products. 


3.9.19.2 Scope 


The program has mechanisms to detect under-utilization as well as over-utilization.   


Our quality management program includes assessing dental procedures per claimant.  
This measure is an indicator of recipient access and appropriateness of treatment. We will 
use the results to monitor appropriate treatment, specifically over- and underutilization. 
This measure is the number of procedures received by a recipient who received at least 
one procedure. By utilizing industry leading data technology, innovative clinical models, 
enhanced provider recruitment and education and creative outreach and case 
management UnitedHealthcare is committed to increasing the number of children who 
have access to dental services before the age of 21. 


3.9.19.3 Pre-Authorization Review Requirements 


A.  Pre-authorization decisions must be supervised by qualified Dental 
professionals; 


All Level 2 reviews are performed by dental review specialists, who have extensive 
clinical backgrounds, and a minimum of 3 years’ experience as a dental assistant. 
The dental review specialist reviews each authorization request that has passed the 
Level 1 review to determine whether it meets criteria for medical necessity. 


The Level 3 reviews of authorization requests that could not be determined 
appropriate during Level 2 reviews are completed by consultants or internal dentist 
staff that are appropriately licensed and credentialed and report to the Nevada 
dental director. The Level 3 reviewer will make a final determination of either 
“approved” or “denied.” 
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B.  Efforts must be made to obtain all necessary information, including pertinent 
clinical information, and consult with the treating dentist, as necessary; 


We have written procedures to address the failure or inability of a provider or 
recipient to provide all of the necessary information for review. If the provider or 
recipient did not submit the necessary clinical information for review, our intake staff 
makes, at a minimum, one phone and one fax attempt to contact the provider or 
recipient and obtain the clinical information. If we receive the clinical information, we 
conduct a prior authorization review. 


UnitedHealthcare makes authorization determinations based on medical necessity 
and appropriateness, the recipient’s presenting oral condition and individual needs 
and applicable benefits and exclusions. We will reconsider denials of authorization 
when the network provider submits additional information including, but not limited 
to: dental records from the treating dentist, orthodontic records and treatment plan, 
radiographs, or photographs of study models and/or photographs of intraoral tissue 
lacerations, hospital readiness form and/or orthodontic readiness form, and medical 
records from the primary care physician. 


We require pediatrics growth data for orthodontic appeals related to nutritional 
deficiency and speech/language records are required for orthodontic appeals 
related to speech pathology. If the denial is upheld after reconsideration, we notify 
the provider of the appeal procedures. 


C.  The reasons for decisions must be clearly documented and available to the 
recipient; 


We maintain written policies and procedures for the filing, receipt, prompt 
resolution, and documentation of any and all prior authorization requests. We 
routinely create customized versions of policies and procedures to meet specific 
State requirements. Our software platform generates customized determination 
letters that include state-defined determination reasons for both recipients and 
providers. 


 


When we deny a service authorization request, we make every effort to document 
the reasons for UM decisions in a clear and understandable way for the recipient. 
The Enterprise System generates determination letters daily to recipients and 
providers and includes the specific clinical reason and/or contractual basis for the 
determination, and information on submitting an appeal. If necessary, a verbal 
notification can be made to the provider. 


The reasons for decisions clearly describe why the recipient’s condition fails to 
meet criteria for approval and includes references to the benefit provision, 
guideline, protocol or other criterion on which the denial was based. Making sure 
each recipient has enough information about the reason for the denial allows the 
recipient to make an informed decision about whether to appeal the denial. 
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D.  The vendor’s prior authorization policies and procedures must be consistent 
with provision of covered medically necessary dental care in accordance 
with community standards of practice; 


Our prior authorization policies and procedures are consistent with the provision of 
covered medically necessary medical, dental and behavioral care according to 
community standards of practice. We follow a UM decision-making hierarchy when 
making UM decisions based upon clinical criteria. This hierarchy outlines the criteria 
consistent with evidence-based medicine, community standards of practice and 
state Medicaid benefits. 


E.  There must be well-publicized and readily available mechanisms for recipient 
appeals and grievances as well as provider disputes.  Providers may pursue 
an appeal on the recipient’s behalf with the recipient’s written authorization.  
The Notice of Action must include a description of how to file an appeal; 


Upon enrollment, recipients receive oral and written information regarding our 
grievance and appeal system, including pertinent policies and procedures, and 
details on filing grievances, appeals and state fair hearings. This includes the right 
to file grievances, appeals and claim disputes, the requirements and time frames for 
filing them, the toll-free number to file oral grievances and appeals, and the time 
frames for filing. In addition, we send our recipients an annual reminder about 
grievance and appeal system processes and their right to use these processes. 


We provide this information in our member’s welcome packet, in our member 
handbook and our secure member website. For detailed instructions for filing a 
grievance or appeal, the recipient may call our toll-free number for access to 
member services. In compliance with the RFP guidelines, we communicate the 
information regarding member grievance, appeal and State Fair Hearing 
procedures and time frames to our recipients at enrollment. 


PROVIDERS APPEALS 
We do not prohibit or otherwise restrict a health care professional acting within the 
lawful scope of practice, from advising or advocating on behalf of a recipient in 
compliance with 42 CFR 438.102. Any recipient, his/her authorized representative 
or a provider acting on behalf of the recipient, with written permission from the 
recipient, may file an appeal with us. Providers who represent recipients do so free 
of any retribution. We do not take punitive action against a provider who requests or 
supports an expedited appeal on behalf of a recipient. 


We communicate this information to providers in our provider summary guide at the 
time they enter into a contract with us and annually through our biannual newsletter, 
and on our website. 


We strive to avoid grievances and appeals by delivering high quality, responsive 
and culturally competent services and communications to our recipients. We know it 
is important for recipients to have a process to express dissatisfaction and for us to 
receive information toward continuous improvement. We have significant 
experience processing a member grievance, appeals and State Fair Hearing 
program that assures the appropriate and timely processing and resolution of 
member grievances or appeals when a recipient does not agree with a decision we 
have made. We give this information to subcontractors at the time they enter into a 
contract with us. 
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NOTICE OF ACTION 
Recipient authorization notices include recipient and provider information, 
authorization number, services requested, the disposition and date of the decision, 
reason for an adverse decision if applicable, and all recipient appeal rights including 
how to file an appeal using the State-approved appeal process. Using recipient 
eligibility information, the benefits management software can distinguish those 
recipients not eligible for appeal rights at the time of an adverse notice and exclude 
appeal rights from any and all notices to the recipient.  


We notify recipients via mail with State-approved letter templates and/or telephone 
calls, if applicable.  


Both recipient and provider notices are permanently attached to the authorization 
record. Designated State staff will have 24 hours a day, seven days a week online 
secure access to all authorization records and related documentation through the 
client web portal. 


Recipient authorization notices include all recipient appeal rights including how to 
file an appeal using the MLTC appeal process. 


Confirmation of receipt of a prior authorization request can be received by the 
provider in one of three ways: 1) EDI requests have built-in response files that 
indicate what was accepted; 2) web portal requests give the providers a screen 
message with the ability to print the document; 3) paper requests will have an 
automated written response. All acknowledgment of receipt occurs within one 
business day of receipt. 


If a dental covered service that a recipient is already receiving is denied, modified, 
or terminated, we will information the recipient of the availability of an intervention 
specialist who can help coordinate any necessary aid during the appeal process. 


As described above, our benefits management software uses recipient eligibility 
data to identify recipients not eligible for appeal rights at the time of an adverse 
notice and exclude appeal rights from any and all notices to the recipient. 


F.  Appeal and grievance decisions are made in a timely manner as warranted by 
the health of the enrolled recipient; 


If the recipient’s life or health is at risk, the recipient may file an expedited appeal. 
To handle emergency clinical situations, the appeals specialist follows department 
protocol to expedite the resolution, which includes immediately notifying an on-call 
dental consultant. For expedited appeals, the Nevada Dental Director or Dental 
Consultant will make the expedited appeal determination within one business day 
from the receipt of the appeal and the complaints and appeals specialist will 
verbally notify the recipient. Written notification will follow verbal notification within 
two business days of the decision. All other steps are the same as the standard 
appeal process. For all inquiries that are clinical in nature, the appeals specialist 
gathers clinical documentation and routes it to a licensed dental consultant for 
review and determination. 
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G.  There are mechanisms to evaluate the effects of the program using data on 
recipient satisfaction, provider satisfaction or other measures; 


The Quality Improvement Committee (QIC) receives regular written reports from 
Provider Relations, Quality Management and Marketing. It provides information on 
member and provider satisfaction survey results, member complaints, grievances, 
telephone access, disenrollment, credentialing and preventive health services—all 
of which are used for developing service improvement projects. The QIC and CAC 
analyze the information and make recommendations for improvement. 


The Quality Improvement Program (QIP) encompasses both clinical care and 
service activities, involving multiple committees (Quality Improvement Committee 
(QIC), Clinical Policy and Technology, Clinical Affairs Committee (CAC), Peer 
Review, and Credentialing) in the improvement process. 


The annual QIP incorporates findings from the program evaluation; for example, 
needed improvements, changes in process or structure and follow-up studies, in 
addition to activities mandated by state and federal regulations and customer 
expectations. The board of directors reviews and approves the QIP evaluation and 
annual QIP. 


The national dental director for quality management and chief dental officer are 
responsible for monitoring follow-through when clinical and service improvements 
are identified. We maintain documentation about implementing recommendations of 
system changes, corrective actions, educational endeavors and overall 
effectiveness.  


H.  Consistent with 42 CFR 438.210, vendors must ensure that compensation to 
individuals or entities that conduct utilization management activities is not 
structured so as to provide incentives for the individual or entity to deny, 
limit, or discontinue medically necessary dental services to any recipient; 
and 


We  are compliant with compliant with 42 CFR 438.210 to make sure compensation 
to individuals or entities that conduct UM activities is not structured to provide 
incentives for the individual or entity to deny, limit or discontinue medically 
necessary services to any recipient. 


We distribute a statement on an annual basis to recipients and to practitioners, 
providers and employees that make UM decisions affirming: 


■ Utilization Management decision making is based only on appropriateness of 
care and service and existence of coverage 


■ We do not reward practitioners or other individuals for issuing denials of 
coverage or services 


■ Financial incentives for UM decision makers do not encourage decisions 
resulting in underutilization 


■ We do not use incentives to encourage barriers to care and services 


The affirmative statement is found in the following areas: 


■ Included in member materials (e.g., Member handbook) 


■ Posted on our website 
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■ Distributed annually through email to UM staff including: 


■ Medical directors dental care decisions 


■ Licensed UM clinical directors, managers, supervisors; licensed clinical 
reviewers and non-clinical reviewers 


■ Delegated entities that make UM decisions on our behalf 


■ Included within the Provider summary guide for our network providers 


■ Published as an annual member newsletter article 


I.  If the vendor delegates responsibility for utilization management, it has 
mechanisms to ensure that the delegate meets these standards.   


We have mechanisms in place to ensure delegated entities that support our 
utilization management program meets all state and federal requirements. Before 
we agree to delegate any UM functions to a delegated entity, we clearly define the 
delegate’s scope of responsibility (e.g., the delegated entity does not have the 
authority to issue service denials) and conduct an on-site audit of the delegate’s UM 
policies, programs, procedures and oversight mechanisms. Through this pre-
delegation audit, we determine that the delegate has implemented a UM Program 
that complies to plan UM standards as well as those authorized by the State, 
federal authorities and NCQA. 


In addition to the pre-delegation audit, we provide continuous oversight of the 
delegate’s UM Program through mechanisms such as periodic, routine, on-site 
chart audits or monthly audits of pertinent UM tasks. We conduct a full annual audit 
that reviews the entire scope of the delegate’s UM Program, including reviewing its 
UM policies, programs, procedures and oversight mechanisms.  


3.9.20 Continuity of Care System  


The vendor has put a basic system in place, which promotes continuity of care.  
The vendor must take a comprehensive and collaborative approach to coordinate 
care for the eligible population and conditions as specified by DHCFP through an 
effective care coordination program, partnerships with primary care general 
dentists or pediatric dentists and specialists, other service providers and recipient 
participation, recipient/family outreach and education, and the ability to holistically 
address recipient’s health care needs. Care coordination must include not only the 
specific diagnosis, but also the complexities of multiple co-morbid conditions.  


UnitedHealthcare will work to improve access by ensuring continuity of care between 
primary health care physicians and dentists – we have touched on some of these 
strategies elsewhere: 


■ UnitedHealthcare will provide information on various dental health topics to 
physicians including information on the importance of following up at a dental home. 
This will include specific focus on FQHC’s and hospital programs 
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■ As appropriate, UnitedHealthcare will work with the State and the program MCOs to 
identify children seen in medical settings who may not have received dental follow 
up. We will then provide those families with communication on the importance of 
dental follow up.  Those families will also be selected to receive appropriate 
outreach in the form of postcards and similar communications in an effort to further 
encourage dental engagement 


■ Specific to an at-risk condition, such as early childhood caries, parents whose 
children have been seen by a PDP for screening and varnish application will 
receive a letter from UnitedHealthcare reminding them of the importance of follow 
up with a dental home 


■ UnitedHealthcare will engage with community based efforts key provider groups 
that provide health services to the children of Nevada 


3.9.20.1 Information Technology System for Care Coordination: 


The vendor’s information technology system for its care coordination program 
must maximize the opportunity for communication between the vendor, PDP, the 
patient, other service providers and care coordinators.  The vendor must have an 
integrated database that allows vendor staff that may be contacted by a recipient to 
have immediate access to and review of the most recent information within the 
vendor’s information systems relevant to the case.  The integrated database may 
include the following: administrative data, call center communications, service 
authorizations, and case notes. For example, vendor recipient services staff must 
have access to a recipient’s case notes and recent utilization if contacted by that 
recipient. The information technology system must also have the capability to share 
relevant information (i.e. utilization reports, etc.) with the recipient, the PDP, and 
other service providers. 


We will be utilizing the industry leading Enterprise System platform to administer the 
Nevada dental Medicaid program.  Using the integrated Enterprise System platform 
maximizes the opportunity for communication between us, the PDP, the recipient, other 
service providers and care managers. The system integrates recipient assessments, case 
management notes and person-centered care treatment plans with the basic 
administrative data, claims, encounters, service authorizations and call center 
communications with our recipients. The Enterprise System tracks information about 
recipient health in the Enrollment Module. Diagnosis and treatment are captured as part of 
claim submission and stored with the claim record, which is automatically linked to the 
recipient enrollment record. Historical diagnosis and treatment data is never purged and 
can be extracted from the system for many different reporting purposes, including paid 
claim analysis, financial liability reporting, provider profiling, etc. Our technology is web-
based, fully integrated 3-tier architecture. Data sources for populating the system include 
EDI data loads, electronic submission through Provider Web Portal, and data entry 
through the Enterprise System user interface.  


The Enterprise System includes several custom-built, integrated application modules 
which provides the integrated database where all information on recipients is maintained 
and accessible to all authorized staff, including recipient case-management data and all 
utilization data. The system includes all required database information, such as: 


■ Administrative and demographic data 


■ Claim and encounter data 


■ Prior authorization and provider referral data 
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■ Communication history (e.g., correspondence and explanations of benefits) 


■ Member services call center contact data 


■ Grievances and appeals  


This member-related information is available to our service staff that interacts with 
recipients and with the providers serving our recipients.  


3.9.21 IQAP Documentation  


UnitedHealthcare oversees the effectiveness of program quality management, quality 
improvement, and preventive health education activities. Quarterly status reports are 
made available to the Plan's management, clients (as required) for review and evaluation 
of effectiveness. 


The Dental Director has overall responsibility for the quality management program. The 
Dental Director and the Director of Quality Management are responsible for monitoring 
follow-through when clinical and service opportunities for improvement are identified.  


An annual critical evaluation of the QAPI is completed to ascertain that the goals are met 
and improvement initiatives are effective. Such review focuses on evaluation of defined 
goals and objectives, review of completed QI activities, program scope and organization. 
Highlights include trending of key clinical and service indicators, documentation of 
quantitative improvements in care and service attributable to QI initiatives, evaluation of 
QI resources, and recommendations for the coming year in the work plan. Any barriers to 
the QI process are analyzed and identified to create actions to overcome any and all 
barriers to the improvement process.  


Formulation of the annual Quality Improvement Program incorporates findings from the 
program evaluation in addition to activities mandated state and federal programs, and 
client contractual agreements. 


3.9.21.1 Scope 


The vendor must document that it is monitoring the quality of care across all 
services and all treatment modalities, according to its written IQAP.  


UnitedHealthcare has developed and maintains criteria and guidelines for care and 
service to ensure that Plan recipients receive all necessary, adequate and appropriate 
preventive, and restorative dental services which are consistent with generally accepted 
professionally recognized standards. We have various methods for monitoring quality of 
care to ensure recipients receive the necessary, adequate and appropriate preventive and 
restorative dental services which are consistent with generally accepted professionally 
recognized standards and within expected guidelines. These methods include, but are not 
limited to, On-Site Audits, Potential Quality Issue investigation, analysis of Grievances and 
Appeals, review of Credentialing issues, Utilization statistics, and Member Satisfaction 
surveys. 
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3.9.21.2 Maintenance and Availability of Documentation 


The vendor must maintain and make available to the DHCFP, and upon request to 
the Federal Secretary of Health and Human Services or any federal or state 
regulatory entities, studies, reports, protocols, standards, worksheets, minutes, or 
such other documentation as requested concerning its quality assurance activities 
and corrective actions.   


Nationwide, our Dental Medicaid plans fully engage with our state partners, Federal 
Secretary of Health and Human Services or any federal or state regulatory entities. We 
maintain and make available all studies, reports, protocols, standards, worksheets, 
minutes or other documentation as requested and establish proactive and efficient ways 
for the state to receive  and access requested information such as electronically with look-
up functions. Our goal is always full compliance with all contractual requirements. 


3.9.22 Coordination of Quality Assurance (QA) Activity with Other Management Activity  


The QIC structure supports the QAPI Program through routine reporting, analysis, and 
identification of opportunities for improvement and implementation of interventions to 
improve the quality of care and service to recipients. Information from the Dental Clinical 
Policy & Technology Committee (DCPTC), the Credentialing Committee and the Peer 
Review Committee (PRC) report to the QIC, through the Clinical Affairs Committee (CAC) 
at least quarterly.  The QIC presents reports to the Board of Directors.  


3.9.22.1 The findings, conclusions, recommendations, actions taken and results of the 
actions taken as a result of QA activity, are documented and reported within the 
vendor’s organization and through the established QA channels.  


Annually, we formally document our quality assurance program through a trilogy of 
documents that help us establish goals and objectives to drive continuous quality 
improvement (CQI). These documents include the Quality Program Description, the QI 
Work Plan and the Quality Program Evaluation. Annually, we conduct a comprehensive 
evaluation of the effectiveness of our Quality Program, and the evaluation from the prior 
year informs the development of the Quality Program Description and QI Work Plan for 
the upcoming year. Our board of directors and QIC approves all three documents as 
documented in the meeting minutes and submits them to applicable regulators as 
required. The QIC is the decision-making body that is accountable for the implementation, 
coordination and integration of all QI and management activities specific to quality 
improvement in Nevada. Our QIC includes dental clinical staff, operational leaders and 
network providers. The QIC analyzes and evaluates the result of quality management and 
improvement activities, recommend policy decisions, confirm that providers are involved in 
the quality program, institute needed action and verify that appropriate follow-up occurs. 


A.  Quality assurance information is used in credentialing, recredentialing, 
and/or annual performance evaluations.  


We conduct ongoing monitoring of providers, which includes collection and review 
of sanctions; limitations on licensure; member complaints; and quality issues. If an 
issue or violation of our credentialing requirements is uncovered during this time, 
appropriate action is taken in accordance with our provider participation 
agreements, the credentialing plan, and regulatory and accreditation requirements. 


While provider utilization is continuously tracked and promptly acted upon if an 
issue arises, we also provide our Credentialing Committee with provider utilization 
data at the time of recredentialing. These committees review the reported list of 
providers and their data to identify providers with utilization issues and factor their 
performance into our network recredentialing decision and processes. 
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B.  Quality assurance activities are coordinated with other performance 
monitoring activities, including utilization management, risk management 
and resolution and monitoring of recipient grievances and appeals.   


Nationwide, we coordinate quality assurance activities with UM, risk management, 
our members’ grievances and appeals through our staffing models, committees and 
our robust and systematic performance monitoring that links these dimensions and 
the routine sets of reports and dashboards, which are part of the suite of 
performance monitoring tools. 


Our QIC monitors UM, risk management and our members’ grievance and appeals 
processes and outcomes for continuous quality improvement, with the intent of 
promoting overall quality in the delivery of services to our recipients. 


Ultimately, the UM Program, annual Evaluation and QI Work Plan are reviewed by 
the board of directors, independently from the Quality Program key documents. 


D. There is a linkage between quality assurance and the other management 
functions of the vendor such as: 


Quality assurance (QA) is a large part of all other management functions and our 
dedicated on-site quality staff helps to facilitate this coordination. Network changes 
or updates, benefits redesign, medical management systems, feedback to 
practitioners, patient education and recipient services are all supplemented by QA 
activities including feedback about the quality of services delivered by our 
contracted practitioners. 


1. Network changes; 


As provider network changes are made, we analyze the impact of these 
changes on the provider network. Access and availability reports are also 
routinely reviewed to verify that the standards for geographic access for 
PDPs and high-volume specialists, open panels, and appointment access, 
among others, are maintained during any changes and transitions. In 
addition, as new providers are needed in certain specialties or geographic 
areas, Provider Services outreaches to new providers to create letters of 
agreement or new contracts to bring those providers into our network. 
Changes in network or access and availability are discussed routinely during 
the QIC or related task force meetings to evaluate the impact of any changes 
on the membership. Any actions and potential barriers in health care are 
reviewed to confirm limited effect. 


2. Benefits redesign; 


As benefits are redesigned, we complete an evaluation to determine how the 
benefit redesign impacts recipients and providers. Senior management at the 
health plan review available utilization and other related information to make 
consistent and educated decisions on the best way to redesign benefits. As 
appropriate, benefits redesigns are discussed throughout the QIC structure. 
Any discussions focus on how benefit redesigns may affect recipients or 
providers through any changes to related UM processes or any impact that 
could be seen on services and member satisfaction. 
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3. Medical management systems (e.g., pre-certification); 


Minimizing the disruptions for recipients and providers is vital to maintaining 
a cohesive and collaborative relationship at all points of care. Our UM 
Committee is responsible for reviewing ongoing reports to determine 
utilization trends and the impact on pre-service determinations, amongst 
others. In addition, the QIC and related task forces evaluate reports related 
to grievances and appeals to review trends. If trends for appeals are noted, 
consideration is given to that decision making protocol to see if it needs to be 
updated or staff need retraining on their interpretation. All dental 
management protocols are reviewed by the CAC (that includes quality 
leadership) to verify that the protocols are evaluated and approved before 
final adoption. Our UM Committee reviews reports such as the prior 
authorization turnaround times to determine if there are potential 
opportunities for improvement or challenges to address. 


4. Practice feedback to practitioners; 


We have developed an innovative, proprietary provider report card that 
profiles each provider’s utilization, compares them to their peers and 
identifies outliers in terms of utilization and quality metrics. The provider 
report card was developed with MicroStrategy, which provides online, 
interactive access to individual provider report cards, provides lists of 
recipients who received treatment from each provider, and displays the 
chronological treatment history for each recipient. The report card reports 
each provider’s utilization in each clinical treatment category (amount paid, 
number of services, recipient count), showing the statistical variation from 
his/her peers by state. The provider’s percentile ranking in each category is 
reported, in addition to the ratio of that provider’s performance to the peer 
average. For example, if a provider ranks at the 15th percentile for preventive 
services that means that 85 percent of the peer group score higher than this 
provider in terms of preventive services per recipient. A ratio of 4.5 in surgical 
extractions indicates that this provider submits surgical extraction codes at a 
rate per recipient 4.5 times the network average. In addition each provider’s 
overall costliness is reported and compares him/her to their peers. A provider 
with a cost index of 300 percent generates a claims cost per recipient three 
times the network average. 


Several Dental Quality Alliance (DQA) preventive measures are included in 
the report card: 


■ Percentage of children who accessed care who received an periodic 
evaluation 


■ Percentage of children who accessed care who received topical 
fluoride 


■ Percentage of children who accessed care who received sealants 


■ Percentage of children aged 6-9 who received a sealant on a first 
permanent molar tooth 


■ Percentage of children aged 10-14 who received a sealant on a 
permanent second molar tooth 


Each provider’s metric for each DQA measure is reported and compared to 
the state average. 
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The report card enables us to identify providers who demonstrate 
unwarranted variation. Generally we are concerned with providers who 
under-deliver preventive and diagnostic services or over-deliver other 
services. We can examine recipient treatment histories, visit by visit, to 
assess the sequencing and types/quantity of services rendered. If aberrant 
patterns are suspected we can retrieve recipient radiographs from the prior 
authorization module. Armed with detailed treatment histories, supporting 
radiographs and the report card, a UnitedHealthcare dentist can make a 
preliminary determination of whether there are potential quality of care and/or 
claim submission concerns. 


The report card is supported by our comprehensive data warehouse, which is 
available online and in real time to all analysts and clinicians involved in 
profiling. The Nevada Dental Director, a licensed Nevada dentist, will review 
the profile results of all flagged Providers with aberrant claims/utilization 
patterns and determine if further investigation and/or remedial action is 
warranted. 


5. Patient education; and 


We use several methods and communication channels to educate members 
and families about the preventive care linked to our HEDIS measures and 
our quality activities including, but not limited to: 


Welcome Kit and Member handbook: The Member handbook is a valuable 
resource providing information on EPSDT, well-child checkups, emergency 
and urgent care, covered/non-covered services, and a summary of benefits, 
language and cultural help and information about our quality activities. New 
recipients also receive welcome calls within 30 days of enrollment to enable 
our staff to personally provide information and education to recipients on how 
to access services, and allow recipients to ask any questions they may have 
about obtaining services. The Provider Directory, also included in the new 
member welcome kit, encourages regular checkups, screenings and to 
provides recipients and their families with a list of participating network 
providers. 


Educational Mailings: We provide education through routine educational 
mailings using a set of targeted, age and gender-appropriate member health 
education and prevention reminder mailers. 


Member Website: Our website is an additional resource for recipients and 
their families, providing assistance in accessing services by providing 
benefits information, online provider directories, our member handbook and 
information on quality assurance. All of our member materials, including 
those posted online are designed to meet the unique needs and challenges 
of our recipients, including appropriate reading levels, multiple language 
offerings and culturally appropriate materials. 
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6.  Recipient services. 


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


3.9.23 Data Collection  


The vendor must provide the DHCFP with uniform utilization, cost, quality 
assurance, and recipient satisfaction/complaint data on a regular basis, in 
accordance with Quality Assurance Standards. The vendor will submit information 
to DHCFP in accordance with the contract, performance measures and reports.  
Data for measures of quality, utilization, recipient satisfaction and access will be 
reported for the contract population. 


3.9.23.1 Specific areas of study required will be stated in the contract or the DHCFP’s 
Quality Assessment and Performance Improvement Strategy.  


3.9.23.2 Data or studies must be submitted by the required due date, and be accurate and 
complete. 


We provide our state partners with complete and accurate reporting related to uniform 
utilization, cost, quality assurance and recipient satisfaction/complaint data; in addition to 
quality of care internal monitoring, evaluation and action planning activities including the 
provision of all required reporting in the format, frequency and timing specified. Our 
reporting and analytics staff is responsible for the state agency’s reporting deliverables 
and facilitate any data validation activities requested by the state agency. 


We also will provide all ad hoc, management and standard reporting, and automated 
tracking and processing systems necessary to perform the responsibilities of the Nevada 
contract. Our customer web portal will provide the State with access to real-time data that 
can be organized in several easy-to-use formats including: executive dashboards, 
provider profiling reports, and Enterprise Business Intelligence System (eBIS) reports. The 
portal also will provide your staff with full oversight of our authorization processing and call 
center performance. 


3.9.23.3 Monitoring and tracking of grievance/appeal information are required by due date.  


We monitor and track grievances and appeals information on an annual basis.  Those 
reports will be submitted to the State at least annually.  
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3.9.24 Dispute Resolution 


The vendor must adequately staff a provider services unit to handle provider 
questions and disputes. 


We maintain a provider services unit to handle provider questions and disputes. The 
provider services unit includes employees dedicated to contract management, 
development of the provider directory, provider advocates, provider credentialing and 
network contract management. While the appeals and grievances department handles 
provider disputes for us, the provider services department is available to monitor and help 
facilitate resolution to provider disputes when necessary. 


3.9.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal 
contacts within ninety (90) calendar days of the date of receipt with appropriate 
follow up to provider.   


Participating UnitedHealthcare Dentists or formerly contracted Dentists, who believe they 
have been adversely impacted by the policies, procedures, decisions, or actions of the 
Plan may have a right to file a dispute with the Plan as provided by state regulation or 
provider contract. The Plan will acknowledge receipt of the dispute within fifteen (15) 
business days and resolve the dispute within forty-five (45) business days of receipt of all 
information necessary to make a resolution unless otherwise required by individual state 
requirements. Following notification of the Plan resolution, if unsatisfactory, the Provider 
may appeal this decision as provided in their Provider Contract. 


3.9.24.2 A written record in the form of a file or log is to be maintained by the vendor for 
each provider dispute to include the nature of it, the date filed, dates and nature of 
actions taken, and final resolution. 


Our appeals and grievances department received and processes grievances and appeals. 
It tracks all grievances and appeals to resolution, including the nature of the dispute, the 
date received and the final resolution. We submit quarterly reports and provide monthly 
reports as requested that document the grievance and appeals activity, including member 
and provider inquiries and disputes. 


3 . 1 0  S T AT E  Q U AL I T Y  AS S E S SM EN T  AN D  
P E R FO RM AN C E  I M PRO VEM EN T  S T R AT E G Y  


3.10.1 The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality 
Assessment and Performance Improvement Strategy (henceforth, referred to as the 
Strategy), pursuant to 42 CFR 438. Section E.  The State’s Strategy has two basic 
purposes: 


In compliance with Section 3.10.1, we agree to collaborate with the State to support the 
Strategy and perform in alignment with all federal and state statutory and regulatory 
quality requirements. As an organization, we are committed to continuous quality 
improvement. UnitedHealthcare is committed to quality improvement activities to identify 
systemic quality of care and quality of service issues, and to create initiatives to improve 
identified quality parameters and hence to improve care and service. 
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3.10.1.1 To ensure compliance with federal and state statutory and regulatory requirements 
on quality, and 


Our approach to each state’s local and state public health needs is based upon our ability 
to leverage the support and resources of the larger organization, including identifying and 
expanding health promotion programs and “best practices” to address local priorities, such 
as those identified by the Nevada Strategy. Our belief is that quality strategy must begin 
locally, taking into account each state’s unique patterns of care, provider community and 
patient populations. Through our quality management program, we address the regulatory 
requirements of the State and federal requirements as outlined in 42 CFR §438, and strive 
to achieve the highest standards of care. 


3.10.1.2 To go beyond compliance with the minimum statutory and regulatory requirements 
by implementing multiple methods for “continuous quality improvement” in order 
to raise the quality of care provided to, and received by, Medicaid recipients in the 
state.  


The Nevada Medicaid and Nevada Check Up quality management program is structured 
and staffed to enable us to systematically monitor and evaluate the quality and 
appropriateness of care and continually improve health outcomes for recipients in 
Nevada. 


We use a comprehensive array of monitoring approaches and mechanisms as 
components of our quality management program infrastructure to identify and prioritize 
areas for improvement, set quantifiable goals and metrics, and communicate clear 
expectations. We accomplish this through the formal structure of our Quality Improvement 
Committee (QIC). 


The QIC is an integrated and cross-functional committee that provides Strategy 
oversight—incorporating clinical and non-clinical program review to holistically address 
member care and service rendered in Nevada. Our QIC structure delineates clear 
accountability and inclusive participation by leaders from all functional areas that are 
empowered to act to address opportunities to improve care and service. 


Our monitoring and evaluation strategies for our quality management program include the 
following activities: 


■ Implementation of interventions as indicated for continued quality improvement 


■ Measurement of various indicators regarding our performance on preventive health, 
including, but not limited to, HEDIS measures for children and adults  


■ Leveraging our nationwide data and experience to internally benchmark our 
performance and to expand best practices for the benefit of Nevada recipients 


We agree to submit all state required documentation and fully engage with the annual 
independent assessment conducted by the external quality review organization as 
designated by our regulators. We welcome the feedback we receive because of these 
submissions and independent assessments on the quality of care delivered to our 
recipients and we appreciate the chance to resolve identified opportunities in the interest 
of continuously improving our programs. Our goal is always full compliance with all 
contractual requirements while working innovatively to exceed the expectations of 
DHCFP. 
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3.10.2 The purpose of this quality strategy is to: 


3.10.2.1 CFR 438.Section E – State Responsibilities 


A.  Have a written strategy for assessing and improving the quality of PAHP 
services offered by the DBA (vendors);  


We have a written strategy for assessing and improving the quality of services we 
provide. On an annual basis, we formally document our quality management and 
improvement processes through a trilogy of documents: the Quality Management 
Program Evaluation for the prior year, which in turn informs the development of the 
Quality Management Program Description and the QI Work Plan for the upcoming 
year, which we review and submit to DHCFP. 


A WRITTEN STRATEGY FOR QUALITY MANAGEMENT AND 
IMPROVEMENT 
The trilogy documents serve as the cornerstone for our quality management 
program, including methods, timelines and individuals responsible for completing 
each task. The QIC and board of directors approve all three documents. They are 
then submitted to DHCFP for review and are available for review by the DHCFP 
designated external quality review organization (EQRO) as requested. 


QUALITY MANAGEMENT PROGRAM DESCRIPTION 
The Quality Management Program Description provides details regarding the goals, 
objectives, structure, oversight, leadership participation, resources, methodologies 
used and key components of the quality management program. Goals and 
objectives are set based upon the findings of the previous year’s evaluation and 
through direction from the board and our executive team to confirm alignment with 
the strategic plan. 


Both the board and the QIC approve the Quality Management Program Description 
annually and direct its revision as appropriate to the changing needs or strategy. 
Both the board and QIC also confirm that the Quality Management Program 
Description includes monitoring and evaluation of both care and service and 
subsequently all critical components for a comprehensive quality management 
program. The Quality Management Program Description also describes the 
subcommittees of the QIC, including their scope, membership and frequency of 
meetings. 
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QUALITY IMPROVEMENT WORK PLAN 
The QI Work Plan is a living document, updated annually or as needed. The Work 
Plan directs the routine activities under the quality management program and is the 
basis for our committee activities. Through updates and subsequent review and 
approval by the QIC, we verify that the Work Plan encompasses all aspects of 
clinical care, service and operations, and member and provider satisfaction; 
designates responsible leaders and staff for each identified improvement activity; 
and includes a time frame for completion and reporting of each activity to the 
appropriate committee. We assign critical quality indicators, including process and 
outcomes measures, performance goals and benchmarks to each activity. Each 
item in the Work Plan aligns to a key component of the quality management 
program as outlined in the Quality Management Program Description. We not only 
focus on those measures identified by our state partners, our Work Plan also 
addresses a broad range of program activities of importance to the health of the 
populations we serve, to include EPSDT services, preventive health and screening, 
and member/provider satisfaction. 


QUALITY PROGRAM EVALUATION 
The Quality Program Evaluation is the annual assessment of the effectiveness of 
our quality management program. The quality management team reviews in detail 
the effectiveness of each activity on the Work Plan for the prior year, as they align 
with the critical components in the Quality Management Program Description and 
evaluates our performance on our critical quality indicators against the established, 
approved performance goals and benchmarks. 


Incorporating qualitative and quantitative data; clinical service and satisfaction data; 
and committee actions, the Evaluation assesses whether we have met our goals 
and objectives as set forth in the Quality Program Description. The QI Work Plan for 
the next year includes the barriers, opportunities and interventions identified in the 
Evaluation, providing the mechanism by which the established, documented quality 
management program drives ongoing quality improvement for QI Program 
Evaluation This evaluation includes: 


■ Monitoring and reviewing all QI Program activities performed 


■ Reviewing successes and program effectiveness 


■ Addressing barriers and challenges 


■ Identifying potential opportunities for improvement 


■ Responding to additional actions based upon the program review 


■ Demonstrating key successes in QI 
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B.  Obtain the input of recipients and other stakeholders in the development of 
the strategy and make the strategy available for public comment before 
adopting it to final; 


We agree to participate in and assist with collecting input from Nevada recipients 
and other stakeholders in the development of the Strategy. As we partner with 
states, our ultimate accountability is to demonstrate that we are an effective 
steward of state and federal Medicaid dollars. The effective use of these health care 
resources helps to change health behaviors and improve the health of the 
individuals who make up the populations we serve. We welcome the opportunity to 
collaborate with recipients, providers, other State agencies and other MCOs to 
support the state agency in achieving their managed care quality improvement 
goals. We also collect and share recipient feedback with DHCFP as described in 
the following paragraphs. 


To assess our QI Program from our recipients’ perspective, we conduct ongoing 
activities to monitor recipient satisfaction. On an annual basis, we collaborate with 
an external survey conduct the member satisfaction survey. We review the results 
of this survey with the QIC for identification of additional actions to improve the 
recipient experience and eliminate barriers that may affect their experience. 


In addition to survey results, on an ongoing basis, we monitor complaints and 
grievances received from our recipients and providers. We have well-defined 
policies and processes for responding to issues and tracking and trending the types 
of issues we receive and their outcomes. We track and trend complaints and 
grievances data from recipients and providers on a monthly, quarterly and annual 
basis as an additional mechanism to assess and improve customer satisfaction with 
our dental plan. 


We identify, document, and immediately respond to our recipients’ problems and 
issues including, but not limited to service gaps and complaints or grievances 
regarding the quality of care rendered by our providers. 


On a quarterly basis, the QIC reviews complaints and grievances inventories to 
enable monitoring for trends and analysis of opportunities for improvement. In 
addition, the trended data are further analyzed in the annual program evaluation, 
which drives quality improvement recommendations made to various operational 
areas based upon the year-over-year data. 


C.  Ensure that the vendors comply with standards established by the DHCFP;  


We have an ongoing quality assessment and performance program in place to 
monitor our execution of the services we provide to DHCFP. Our internal quality 
assurance program—referred to as the quality improvement (QI) program—consists 
of systematic activities to monitor the health care and services delivered to 
recipients using predetermined and objective standards such as number/types of 
grievances, number of providers and member satisfaction.  


We identify opportunities for improvement, quality barriers for each standard and 
we design initiatives to address specific areas of focus. Our annual QI Program 
evaluation is another opportunity to review and assess effective improvement with 
input from DHCFP. 
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COMPLIANCE WITH DHCFP STANDARDS 
To make sure we comply with DHCFP standards, we provide access to all 
information required for the external quality review. We provide all materials in the 
time frame and format requested, for the designated EQRO. This provides 
verification that we: 


■ Maintain fiscally sound contracts 


■ Have policies and procedures that adequately address quality issues and 
requirements 


■ Provide technical validation of our performance improvement projects 


■ Provide technical validation of our HEDIS data collection and measures 


■ Review our adoption, dissemination and adherence to standards and clinical 
practice guidelines 


■ Comply with various quality assessment/improvement standards such as: 


■ Internal Quality Assurance Program (IQAP) 


■ Credentialing and Recredentialing 


■ Recipient Rights and Responsibilities 


■ Recipient Information 


■ Availability and Accessibility of Services 


■ Continuity and Coordination of Care 


■ Grievance and Appeals 


■ Subcontracts and Delegation 


■ Cultural Competency Program 


■ Coverage and Authorization of Services 


■ Provider Dispute Resolution 


■ Confidentiality and Recordkeeping 


■ Provider Information 


■ Enrollment and Disenrollment 


We provide access to documentation, medical records, premises and staff as 
deemed necessary by the state agency or its evaluators. We immediately respond 
to and implement any recommendations made by the EQR within the time frame 
established by the EQRO, state agency or its designee. 
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E. Conduct periodic reviews to evaluate the effectiveness of the strategy, and 
update the strategy at a minimum of every three years or, as needed;  


Our quality improvement program strategy relies upon consistent, evidence-based 
practices that positively affect the health care status of Nevada recipients. Our goal 
is to be responsive to the overarching health care needs of recipients and our 
approach to quality management is designed to be flexible, innovative and ever-
changing, based upon recipient and provider feedback, community assessment 
and performance measures related to gaps in care. 


Our QIC, as a formal committee, comprises senior leaders empowered to make 
policy decisions and to leverage resources in support of quality improvement, 
conduct oversight to verify adherence to regulatory and NCQA standards and to 
monitor key quality indicators, and supervising the ongoing continuous quality 
improvement process. Quality adherence activities include approving the Quality 
Program Description and Quality Program Evaluation, reporting biannually to the 
board of directors and monitoring of EQRO and NCQA review progress and 
findings. From a quality improvement perspective, based upon the QI Work Plan, 
the QIC monitors the key quality indicators for outcomes, satisfaction and 
operations and further evaluates the impact and effectiveness of continuous quality 
improvement projects, including PIPs. 


E.  Submit to CMS one (1) copy of the initial strategy, and a copy of the revised 
strategy whenever significant changes are made, and two (2) regular reports 
on the implementation and effectiveness of the strategy; and 


We agree to submit one copy of the initial strategy (e.g., Quality Management 
Program Description) and a copy of the revised strategy when significant changes 
are made. This includes two regular reports on the implementation and 
effectiveness of the quality strategy (e.g., Quality Program Evaluation). 


The quality-management program documents, which include the Quality Program 
Description, the QI Work Plan and the Quality Program Evaluation, establish the 
basis for CQI in improving recipient health outcomes and continuously evaluating 
program effectiveness. The evaluation of the effectiveness of our quality 
management program, and the Quality Program Evaluation from the prior year 
informs the development of the Quality Program Description and QI Work Plan for 
the upcoming year. 


The QIC, the decision-making body that is ultimately responsible for the 
implementation, coordination and integration of quality management activities, 
policies and procedures, periodically analyzes and evaluates the impact, 
effectiveness and the degree to which they support our goals of CQI every quarter 
through the QIC meeting. 
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F.  The DHCFP will approve the Strategy and maintain ultimate authority for 
overseeing its management and direction. The vendor is also required to 
participate in quality initiatives that align with the goals and objectives 
identified in the DHCFP’s Performance Measures, as defined in the DHCFP 
budget. The Strategy is in two parts: an overriding conceptual program and 
an annual Work Plan.  


We work with DHCFP to align the Quality Program Description with the State’s 
Strategy and to create exceptional opportunities for integrated, coordinated and 
continuous quality improvement (CQI) in compliance with state and federal 
requirements. We employ a knowledgeable, multidisciplinary quality management 
team and proven processes that emulate national benchmarks, standards and best 
practices. We compare these performance metrics to the State’s minimum 
performance standards, goals and benchmarks and to national and regional data, 
with the objective of achieving sustained improvement year after year and meeting 
benchmarks as quickly as possible. 


The formal, documented, quality management program that we design in 
collaboration with the DHCFP addresses the particular focus areas identified by 
DHCFP and the Strategy. It stresses health outcomes and provides for the 
collection, analysis and reporting of data that support outcome measurement and 
other indices of quality health care. 


As part of CQI, we incorporate all DHCFP standards and any EQR findings into our 
current QI Work Plan and the annual evaluation, which further informs the 
development of the quality management program and subsequent year’s Quality 
Work Plan. This approach provides the structure to not only address any findings 
immediately as documented in our current Work Plan but also to reflect the findings 
and monitor for sustained improvement and compliance with EQR 
recommendations in upcoming years. 


3.10.2.2 CFR 438.330– Elements of State Quality Strategies 


Quality of care activities will be monitored through information obtained in a 
quarterly DBA Care Coordination Report.  These activities may include monitoring 
and technical assistance through site visits to the vendor, Chart audits, phone 
calls, etc. The DHCFP may validate the DBA Care Coordination report and may 
conduct a more in-depth review and/or request additional information.  


Quality of care activities are monitored through information obtained in a quarterly MCO 
Care Coordination Report. These activities may include monitoring and technical 
assistance through site visits to the vendor, chart audits, phone calls, etc. The DHCFP 
may validate the MCO Care Coordination report and may conduct a more in-depth review 
and/or request additional information. 
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A.  The Strategy incorporates procedures that: 


1. Assess the quality and appropriateness of care and services furnished 
to all of the DHCFP dental program recipients enrolled with the vendor; 


We assess the quality and appropriateness of care and services furnished to 
recipients through the strength and scope of our quality management 
program. Through the quality management program, we objectively and 
systematically monitor and evaluate the quality and appropriateness of care 
and services rendered by providers using encounter data, process measures 
and other administrative activities that lead to favorable recipient outcomes. 
Our quality management program promotes quality of care and service 
across our health plan clinical programs and operations, and results in 
improved patient outcomes using the following approach: 


Data-Driven Continuous Quality Improvement: At the core of our quality 
management program is the use and analysis of data to monitor and improve 
the quality of care delivered over a wide range of clinical and health service-
delivery areas, including subcontractors, health services, operations, network 
management, credentialing, compliance, member services, appeals and 
grievances and claims. For our recipients, we place emphasis on the clinical 
areas related to management of disease, recipients with special needs and 
access to services for recipients. By routinely analyzing key indicators that 
measure the processes and outcomes of care rendered to our recipients, we 
are able to identify where we should focus improvement efforts. 


A High-Quality Member Experience: We design the quality management 
program to improve the recipient’s experience of care including 
measurement of consumer satisfaction with the services he/she receives 
through formal and informal (e.g., member surveys, appeals and grievances, 
community feedback) initiatives. To improve the health of populations and to 
reduce the per capita costs of health care, we objectively monitor, 
systematically evaluate and effectively improve the quality and safety of 
clinical care and quality of services provided to our recipients. 


An Integrated, Coordinated Person-centered Approach: Our quality 
management program provides an integrated, coordinated and continuous 
approach to improving the quality of health care and support services across 
the continuum of care. By improving quality, we strive to affect the health 
outcomes of our recipients in a positive way. The quality management 
program is the foundation of our consumer promise to recipients, simplifying, 
personalizing and leading the way to better care for them and their families.  


Driving Program and Cost Efficiencies: Comprising efforts designed to 
drive program and cost efficiencies across our health plan operations, our 
quality management program serves as the roadmap for achieving 
measurable and sustainable improvements by delivering the right care, at the 
right time, in the right setting. Throughout the quality management process, 
we seek input from recipients, providers, state partners and key community 
stakeholders to help us develop programs designed to address the specific 
needs of recipients in Nevada. We leverage our assets, capabilities and 
employees to provide our recipients, providers and state agency with cost-
effective, high-value and high-quality services. 
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SUPPORT FOR RECIPIENTS WITH SPECIAL HEALTH 
CARE NEEDS 
For individuals with special health care needs, we have developed a strategic 
approach that incorporates system of care values to provide integrated 
delivery of care and interventions that are relevant to all populations including 
special needs populations. Our approach stresses the importance of 
assessing the behavioral, emotional, social, educational and physical needs 
of the recipient, including considerations for nuances that are important to the 
recipient, such as incorporating traditional and nontraditional services. Care 
coordination should be recipient driven and holistic in nature, using the 
assessment process and incorporation of care team activities to enhance the 
capabilities of the recipient and his/her support system. 


Grounded in and guided by person-centered care principles, we embrace 
each recipient’s unique and holistic needs, preferences, goals, background 
and culture and, through the coordination of services and supports, enhance 
the recipient’s well-being, independence and integration in the community. 
We incorporate data, operations and services to coordinate a full range of 
services to meet each recipient’s needs through a seamless, holistic 
experience of care that improves recipient outcomes and enhances quality of 
life.  
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2. Require the vendor to develop a cultural competency plan that will 
include methods to encourage culturally-competent contact between 
recipients and providers, staff recruitment, staff training, translation 
services, and the development of appropriate health education 
materials. The vendor is responsible for promoting the delivery of 
services in a culturally competent manner, solely determined by the 
DHCFP, to all recipients including those with limited English 
proficiency (LEP) and diverse cultural and ethnic background. The 
vendor will develop methods to collect report and identify the race, 
ethnicity and primary language spoken of each enrolled recipient. The 
vendor will track primary language information in the health plans’ 
customer services systems.  The DHCFP will provide race and ethnicity 
and primary language spoken data for the Medicaid population to the 
vendor(s) through a monthly interface. The vendors may alert the 
DHCFP, as part of the demographic update interface with DWSS 
NOMADS system, of any known discrepancies in the race and ethnicity 
or primary language data they receive from the DHCFP. This data will 
be utilized to gather baseline data and will lead to the development of a 
Performance Improvement Projects (PIP) or quality improvement 
project. Such a project will incorporate data from the State enrollment 
file according to the race and ethnicity categories as defined by CMS.  
The data will be used to generate stratified reports as recommended by 
the Centers for Medicare and Medicaid Services (CMS) and compliant 
with the Health Insurance Portability and Accountability Act (HIPAA) for 
race and ethnicity categories to identify disparities.  The vendor’s will 
organize interventions specifically designed to reduce or eliminate 
disparities in health care; 


We understand the value the importance of having a cultural competency 
plan in place. We incorporate cultural awareness into the delivery of care to 
recipients in many ways, using personal high-touch care and appropriate 
technological supports, understanding the impact culturally competent care 
has on improving health outcomes. We integrate recipient age, gender, 
address, race/ethnicity and language data with clinical data to identify and 
address any disparities in care that are associated with the aforementioned 
recipient demographics. We provide clinical and non-clinical cultural 
competency training to staff to create an awareness of the unique needs of 
recipients from various cultures, resulting in the delivery of more 
personalized service. 


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


CULTURAL COMPETENCY PLAN 
Our Cultural Competency Plan (CCP) is one of the most important elements 
in our ability to incorporate cultural awareness into the delivery of care to our 
Nevada recipients.  
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We have prepared an extensive CCP to comply with the State’s 
requirements related to promoting the delivery of culturally competent 
services to its recipients. We maintain a comprehensive, written cultural 
competency plan customized for the State, maintained by the local health 
plan leadership and is available for State review. 


Our CCP includes recommendations and methods to encourage culturally 
competent contact between recipients and providers, staff recruitment, staff 
training, translation services, and the development of appropriate health 
education materials. The CCP facilitates the provision of timely and 
appropriate health care and services for plan recipients that continues to be a 
critical priority for our diverse population. Our plan also includes methods for 
collecting data that identify race, ethnicity and primary language. We 
evaluate these data metrics to determine if a health disparity is present. 
Using common HEDIS measures, we compare the state defined racial 
groups using statistical significance testing and focused interventions are 
designed when necessary. We track and document primary language in our 
Enterprise system so that our internal recipient communications remain 
sensitive to recipients’ preferences. The plan is able to receive a monthly 
data file and evaluate the accuracy of the data, reconciling discrepancies 
with the state as needed. 


Every year, our CCP and associated monitoring and evaluations remains 
essential to understanding the needs of different populations who are 
enrolled in the health plan. Since these needs may change over time, we 
update the CCP throughout the year with results of recipient and provider 
feedback, quality improvement initiatives (e.g., PIPs) and other population 
profile information that provides a timely foundation for culturally competent 
care of our recipients.  


ENCOURAGING CULTURAL COMPETENCY FOR 
MEMBERS 
MEMBER COMMUNICATION AND TRANSLATION RESOURCES 
To provide the best service for our recipients with whom we may have 
communication challenges, we determine the need for changes or additions 
to verbal and written recipient tools by collecting data on race, ethnicity and 
preferred written and spoken languages and conduct analyses of this data to 
perform a cultural and linguistic assessment. We track the number of 
incoming calls to the member services center requesting the use of an 
interpreter via our interpretation services, and the number of requests for 
materials written in languages other than English or in alternative formats, to 
meet the needs of recipients. 


HELPING OUR NON-ENGLISH-SPEAKING MEMBERS 
Delivering a consistent member experience as part of our “one-stop” service 
model includes focusing on the quality of the interaction with our recipients 
and providing personalized service, including speaking to the recipient in 
his/her first language. Accessible and appropriate linguistic services are the 
foundation of culturally proficient health care and upon enrollment into our 
health plans, the recipient’s need for linguistic and translation services is 
determined and noted in the recipient’s record. Our interpretation services 
are always available to provide our recipients with access to more than 200 
languages to meet their communication needs. 
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HELPING OUR HEARING-IMPAIRED MEMBERS 
We use the 711 TTY line to facilitate communication with hearing-impaired 
recipients, and print the telephone contact information on all recipient 
mailings and marketing materials. Member advocates are trained on handling 
calls from TTY operators who are assisting our hearing-impaired recipients.  


ASSISTANCE FOR MEMBERS WITH COGNITIVE IMPAIRMENT 
For our members with cognitive deficits related to either disease states (e.g., 
Alzheimer’s) or mental illness (e.g., depression, schizophrenia), our member 
advocates are trained to assist the member using empathetic listening and if 
necessary, engage the assistance of a care coordinator, as necessary, for in-
person member assistance. 


PROVIDER CULTURAL COMPETENCY 
The provider network manager will ensure that we maintain a network 
sufficient to provide all recipients with access to the full range of covered 
services, as well a choice of dentist or specialist as required under the 
contract. The provider network will be responsive to the medical, linguistic, 
cultural, and other unique needs of any minority or disabled individuals, or 
other special population in the Nevada Medicaid program. We will also 
ensure that providers meet all current and future state and federal eligibility 
criteria, reporting requirements, and any other applicable rules and/or 
regulations related to the contract through our comprehensive provider 
training program, ongoing provider outreach, and the use of social media 
outlets to connect with providers. Our network will also be developed in 
accordance with the geographic requirements of the Medicaid enrollees in 
order to adequately address the distance and travel time to appointments as 
well as the physical access and means of transportation. 


Our network management practices ensure that our contracted provider 
network includes culturally competent practitioners of diverse backgrounds 
who speak the threshold languages and who can readily access needed 
interpreter services for all languages spoken by their recipients. We will 
monitor the demographics of our member population and actively attempt to 
recruit providers of specific ethnicity in areas, where membership is reflective 
of a specific cultural group to allow ease of communication and comfort on 
behalf of the recipient. 


We will require all of our providers to complete at least one web-based or live 
training session in cultural competence. We track compliance in our web-
based training sessions through automated webinar attendance logs. Our 
contracts include a sensitivity provision and require our providers to follow 
the Americans with Disabilities Act for translation for speech, hearing, or 
visually impaired recipients. Additionally, a copy of our cultural competency 
guidelines will be included in the Provider summary guide, and we will 
publish articles on cultural sensitivity in our provider newsletters. 
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We place a priority on the recruitment of culturally and linguistically 
appropriate providers. We will ensure that our provider recruitment process 
includes the collection of provider demographic data to facilitate the matching 
of recipients to appropriate providers whenever possible. We recognize that 
the lack of sufficient numbers of bilingual, culturally diverse professionals is a 
global challenge in the larger delivery system. On an ongoing basis, our 
manager of provider outreach will work closely with providers to reinforce the 
importance of reducing disparities in the delivery of dental services to diverse 
populations. Both our complaints and appeals analyst and our recipient 
advocates will be instructed to immediately notify the provider network 
development manager if they receive a complaint related to a provider's lack 
of cultural sensitivity. The provider network development manager will 
contact the provider to discuss the complaint and will discuss with the 
provider the premise of culturally competent service delivery. Repeated 
complaints of insensitivity may cause a provider to be terminated from the 
network. 


As part of broader initiatives relating to integrated health care, there are 
concerted efforts to collaborate with medical and other ancillary specialty 
benefit functional areas in the development and implementation of various 
cultural awareness programs.  Such programs include the development of 
cultural coursework and access to the coursework via a web portal, 
expanded partnership with the U.S. Department of Health & Human Services' 
Office of Minority Health to disseminate cultural competency educational 
information for health care professionals, inclusion of web portal links to the 
Office of Minority Health which provides self-directed education modules, and 
establishment of tip sheets referencing cultural norms of some ethnic groups 
who may have a propensity for certain conditions and increased receptivity to 
certain treatment plans. There are also plans to develop and offer accredited 
online coursework for continuing education credit and supplementary tools to 
cultivate respectful, effective interactions with an increasingly diverse patient 
base to promote healthier lifestyles. 


STAFF TRAINING 
Cultural sensitivity training for our staff includes topics such as types of 
disabilities and myths and misconceptions of people with disabilities; 
stresses the importance of using people-first language to emphasize abilities 
not disabilities; and provides general etiquette tips in interacting with people 
with disabilities to promote understanding, respect, dignity and positive 
outlooks. 


MEMBER COMMUNICATION AND WRITTEN MATERIALS 
As we communicate with recipients, one thing is clear—we must provide 
information that is easy to understand:  


Assistance for Non-English-Speaking Members: For those recipients who 
speak a language other than English, Spanish or other language prevalent in 
Nevada, we offer free interpretation services for more than 200 languages. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 242 


 


Alternative Printed Formats and Services: Language translation services 
are available for those recipients who are blind or deaf, hard-of-hearing or 
speech-impaired. To accommodate recipients with different communication 
needs, we offer interpretive services and can provide information in Braille, 
large print and voice-recorded CD formats. If a recipient has any questions, 
he/she can call the member services number (listed in the member handbook 
under “Important Phone Numbers”) for assistance. 


Assistance for Members with Cognitive Impairment: For those recipients 
with cognitive deficits related to either disease states (e.g., Alzheimer’s) or 
mental illness (e.g., depression, schizophrenia), our member advocates are 
trained to assist the member using empathetic listening and if necessary, 
engage the assistance of a care coordinator (for in-person member 
assistance). 


3. Monitor and evaluate the contracted vendors’ compliance with the 
standards. It will include a description of how the DHCFP will complete 
this monitoring in line with the Strategy; 


We monitor and evaluate our internal performance using the program data 
from a variety of established sources to inform our QI Work Plan. This 
includes current performance goals and prospective goals, exclusive to 
Nevada, continuously monitored and updated no less than quarterly, to 
reflect new priorities and needs. The process includes the creation of critical 
quality indicators to measure the structure, process and outcomes of care 
and service rendered. Monitoring of this data is outlined in our Work Plan, 
which dictates frequency and responsible party, and performance goals and 
benchmarks to support analysis of our performance. Our QI Work Plan, 
expanded to reflect the population, addresses the following: 


■ Quality improvement program scope 


■ Specific annual objectives and progress toward goals 


■ Quality of clinical care and associated measures, to include wellness, 
prevention, chronic conditions, the needs of specialty populations 


■ Quality of service and associated measures 


■ Safety of clinical care and associated measures 


■ Member and provider satisfaction 


■ Outlines time frames, responsible leaders and staff, and identification 
of previously identified issues for each activity 
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4. Arrange for external quality reviews including a description of the 
annual independent external quality review of the timeliness, outcomes, 
and accessibility of the services covered under each vendor contract. 
This section should include but is not limited to a broad description of 
calculating measures or designing performance improvement projects; 


We provide all information required for the external quality review in the time 
frame and format requested by the EQRO designated by the DHCFP. We 
incorporate any findings from the review into our current Work Plan and the 
annual evaluation, which further informs the development of the quality 
management program and subsequent year’s Work Plan and any DHCFP 
approved PIPs. This approach provides the structure to not only address any 
findings immediately as documented in our current Work Plan, but also to 
reflect the finding and monitor for sustained improvement and compliance 
with EQRO recommendations in upcoming years. 


We eagerly anticipate the opportunity to collaborate with the EQRO and 
other stakeholders to develop studies, surveys and other analytic activities to 
improve the quality of care and services provided to our recipients 
specifically and Nevadans overall. Our collaboration continues to encompass 
partnership with the DHCFP and the EQRO to annually measure identified 
performance measures to assure quality and accessibility of health care in 
the appropriate setting to our recipients. This includes validation of our PIPs 
and corresponding measures. We immediately respond to and implement 
any recommendations made by the EQRO within the time frame established 
by the EQRO, the Agency or its designee. 


We welcome the feedback we receive because of the independent 
assessment of the quality of care delivered to our recipients and appreciate 
the chance to resolve identified opportunities in the interest of continuously 
improving our programs. 


5. That designates the performance measures and levels developed by 
CMS in consultation with States and other relevant stakeholders; 


We have extensive national experience tracking, reporting and improving 
HEDIS measures. We report to DHCFP and/or the EQRO all HEDIS 
measures identified in Nevada’s Quality Strategy on an annual basis, using 
the most current version of HEDIS specifications. 


HEDIS serves as our standard set of indicators to continuously measure plan 
performance. 


Results are used to identify current gaps in care or service and are integrated 
into our QI projects. HEDIS measures allow us to track and benchmark 
performance across the following areas: 


HEDIS* Measure:  Annual dental visit: This measure is a basic indicator of 
members’ access to care. Results will be used to identify opportunities to 
increase member access. The measure is the percentage of enrolled 
recipients who had at least one dental visit during the measurement year and 
were eligible for coverage in each month of the measurement year. 
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Dental Utilization by Service Category Role-up:  This measure is an 
indicator of our company’s overall performance. We will use the results to 
identify opportunities to focus on provider and member oral health education, 
dependent on the percentage of service categories. This measure is the 
percentage of members enrolled for 11 or 12 months of the measurement 
year who received a covered dental service that is captured by one or more 
of the Service Category Role-up buckets during the measurement year. 
Service Category Role-up Buckets include: (a) Preventive; (b) Diagnostic; (c) 
Restorative; and (d) Other. We will break out utilization by age bracket and 
compare results to those of the previous measurement period to determine 
improvement. 


Dental Procedures per 1,000 Member Months: This measure is an 
indicator of recipient access and delivery of services. We will use the results 
to identify over- and under-utilization of services. The measure will be 
calculated for each period within our examination period, which we define as 
the months captured by two full calendar years and any months in the current 
year that fall within the last 36 months of the measurement month. If the 
measurement month is December, the examination period would be all 36 
months. The period can by a month, quarter, calendar year or year-to-date. 
We will break the results out by age bracket and service category role-up. 


Dental Procedures per Claimant:  This measure is an indicator of recipient 
access and appropriateness of treatment. We will use the results to monitor 
appropriate treatment, specifically over- and underutilization. This measure is 
the number of procedures received by a recipient who received at least one 
procedure. By utilizing industry leading data technology, innovative clinical 
models, enhanced provider recruitment and education and creative outreach 
and case management UnitedHealthcare is committed to increasing the 
number of children who have access to dental services before the age of 21. 


Average Wait times for Appointments: This measure is an indicator of 
recipient access. The Nevada Medicaid program has an accessibility 
standard which requires that a recipient must have an appointment 
scheduled within 24 hours for treatment of an urgent dental condition, or an 
appointment within six weeks for a non-urgent dental visit. We are currently 
exceeding the State’s requirements.We expect our network dentists to 
provide initial, follow-up and hygiene appointments within 14 business days. 
Dentists must provide emergency appointments within 24 hours. Network 
dentists must follow these access standards and we monitor their 
compliance. 


6. Designates an information system that supports the initial and ongoing 
operation and review of the DHCFP’s quality strategy; 


We use powerful analytic systems to design, collect, document and 
implement data to evaluate the effectiveness of the programs that serves our 
recipients. Our experience and knowledge of the program enables us to 
leverage the existing system configurations, including exchanges and 
interfaces already in place and provide efficiencies, expend fewer resources, 
and avoid interruptions to the continuum of care for our recipients. 
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USE OF DATA IN THE DESIGN OF QUALITY 
IMPROVEMENT PROGRAMS 
When we identify a situation in which we are not meeting our performance 
goals, we use data to design our quality improvement initiatives. With 
consultative support from our local quality improvement team, this process 
takes place anywhere in the health plan. This includes from our integrated 
teams who receive scorecards and consultative support from our national 
quality management team to interpret the data specific to their areas of 
focus, to our Quality Improvement Committee (QIC), which is charged with 
monitoring of all critical aspects of care and service delivery. We primarily 
use data through two mechanisms: benchmarking and root cause analysis. 


To understand our performance in the context of the health care systems in-
state, regionally or nationally, we obtain data that allows us to determine if 
our performance is indicative of an opportunity unique to our health plan or 
our performance reflects a larger scale pattern. For example, when 
benchmarking against other health plans’ results, we may discover that all 
health plans in a state declined in performance, indicating external causal 
factors. Conversely, if our performance is well below other similar health 
plans, we look internally for causes of that performance and we seek 
best practices to enable improvement in our metrics. Benchmarking data 
helps us understand the context of our performance and focus our quality 
improvement efforts. 
 
Once we have a general focus, we convene a team of internal staff from 
quality management, dental management, customer service and provider 
relations and conduct an in-depth root cause analysis, with the objective of 
understanding the barriers and opportunities to improve performance. Data 
incorporated into a root cause analysis can be qualitative or quantitative, and 
might include: 
■ Feedback from member or provider surveys 


■ Utilization management data such as authorizations 


■ Claims and encounters data 


■ Member and provider satisfaction survey data 


■ Complaints grievances and appeals data 


■ Access and availability results 


■ Published literature 


■ Staff feedback, often from our clinical practice consultants and member 
advocates 


Once we have this data, we establish causal factors to identify the areas 
where we can best implement actions to remove barriers to achieving our 
performance goals. The result of this process is a set of recommendations 
for member-focused, provider-focused and system focused actions that we 
can implement through a formal Performance Improvement Project. Because 
these action steps were identified based upon data analysis, we are able to 
make the best use of our resources to implement the strategy. 
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7. Designates a description of how the DHCFP uses intermediate 
sanctions in support of its quality strategy.  These sanctions meet the 
requirements specified in 42 CFR 438 Subpart I. The DHCFP’s 
description specifies its methodology for using sanctions as a vehicle 
for addressing identified quality of care problems; and 


We are dedicated to the highest standards of integrity and strive to meet and 
exceed the explicit expectations of DHCFP and the recipients who rely on us 
for their health care services and agree to cooperate with all state and 
federal monitoring of our performance.  
 
Regarding the quality penalty fee outlined in this RFP, overall, we monitor a 
process and outcomes indicators, HEDIS and non-HEDIS alike, for the 
overall population and for sub-populations within the membership. If DHCFP 
or we identify an area that is not performing as expected in comparison to 
external and internal benchmarks and performance goals, we perform a 
barrier analysis to identify ways to improve performance. 
 
We use the resulting root cause data to design clinical improvement 
programs and conduct targeted quality improvement initiatives. We establish 
these data driven programs and interventions to improve performance across 
identified critical areas, and once implemented, we monitor outcomes and 
progress toward established clinical performance measures. 
 
Related to sanctions for non-compliance with the provision of covered 
medically necessary benefits and services, the benefits package provided to 
our recipients is no less in amount, duration and scope than those covered 
services specified in the Nevada Medicaid Service Manual. 
 
We have numerous controls and processes to validate benefit plans are 
configured correctly and reflect the same benefit package as outlined in this 
RFP. Our workflows provide for accurate automation of benefit plans and 
verify all medically necessary services are in the same amount, duration and 
scope as services furnished to recipients under FFS programs. 


8. Identifies standards, at least as stringent as those in 42 CFR Parts 438 
for access to care, structure and operations, and quality measurement 
and improvement. 


As an organization, we are committed to market leadership in quality and 
regulatory compliance and we have made this commitment to the recipients 
we serve in our Medicaid, Medicare and commercial plans. We adhere to 42 
CFR Part 438 standards set by CMS. However, should there be a conflict in 
standards or requirements, we will apply whichever guidelines are more 
stringent. 


3 . 1 1  F I SC AL  R E Q UI R EM E N TS 
3.11.1 Vendor Fiscal Standards 


The State of Nevada Division of Insurance (DOI) regulates the financial stability of 
all certified vendors. The vendor must comply with all DOI standards in addition to 
the PAHP standards described in this section.   


We comply with all DOI fiscal standards in addition to the managed care program 
standards described in Section 3.11. 
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3.11.2 Performance Security Deposit  


The vendor must provide a performance security deposit in the form of a bond 
furnished by a surety company authorized to do business in the State of Nevada to 
the DHCFP in order to guarantee payment of the vendor’s obligations under this 
contract.  The performance security deposit may be utilized by the DHCFP to 
remedy any breach of contract or sanctions imposed on the vendor.  


We will provide a performance security deposit in the form of a bond furnished by a surety 
company that is authorized to do business in the State of Nevada to the DHCFP that will 
guarantee payment of the vendor’s obligations under the contract. 


3.11.2.1 An initial deposit of $4,000,000 must be deposited within ten (10) business days 
following award of the contract to the vendor, as stated in the Attachment E ~ 
Insurance Schedule.  This amount must be reviewed at the end of the first quarter 
of the contract period and may need to be increased or decreased to equal the 
actual required security deposit amount.  


We will meet the requirements of Section 3.12.2, including the initial deposit of $4,000,000 
within 10 days of the award of the contract. We also will review the deposit at the end of 
the first quarter of the contract period to ascertain whether the deposit needs to be 
increased or decreased. 


The amount of the performance security deposit shall be equal to one hundred and 
ten percent (110%) of the highest month’s total capitation amount in the first 
quarter or four million dollars ($4,000,000), whichever is greater. This must be 
deposited with the State Treasurer within fifteen (15) calendar days after the end of 
the first quarter of the contract. The total capitation amount is the sum of all 
capitation payments for all recipients for the month.  


The security deposit shall be equal to 110 percent of the highest month’s total capitation 
amount in the first quarter or $4,000,000, whichever is greater. It will be deposited with the 
State Treasurer within 15 calendar days after the end of the first quarter of the contract. 


3.11.2.2 After the initial year of the contract the DHCFP will require the vendor to increase 
the performance security deposit amount to reflect an amount equal to one hundred 
and ten percent (110%) of the preceding year’s highest month’s total capitation 
payment or four million dollars ($4,000,000), whichever is greater. 


After the initial year of the contract, we will increase our security deposit amount to reflect 
an amount equal to 110 percent of the preceding year’s highest month’s total capitation or 
$4,000,000, whichever is greater. 


3.11.2.3 Vendors submitting performance security to the State of Nevada in the form a 
surety bond must utilize a company that meets the following listed requirements: 


When submitting performance security to the State of Nevada in the form of a surety 
bond, we will use a company that meets the following listed requirements: 


■ A.M. Best A-VII rated insurance company 


■ Certified by the Department of Treasury, Financial Management Services for 
Nevada 


■ Licensed by the Nevada Department of Business and Industry, Division of 
Insurance 
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A.  A.M. Best A-VII rated insurance company; 


Please see Question Response 3.11.2.3. 


B.  Certified by the Department of Treasury, Financial Management Services for 
Nevada; and 


Please see Question Response 3.11.2.3. 


C.  Licensed by the Nevada Department of Business and Industry, Division of 
Insurance. 


Please see Question Response 3.11.2.3. 


3.11.2.4 The vendor must maintain the performance security deposit after the contract term 
for a length of time to be determined by the DHCFP in order to cover all outstanding 
liabilities. 


We agree to maintain the performance security deposit after the contract term for the 
length of time to be determined by DHCFP to cover all outstanding liabilities. 


3.11.3 Vendor Liability 


The requirements set forth below shall be included in all subcontracts.  


All requirements set forth below in 3.11.3 A-D are included in our provider contracts. 


3.11.3.1 The vendor must ensure that its recipients are not held liable for any of the 
following: 


A.  The vendor’s debts, in the event of the vendor’s insolvency; 


Our subcontractor contracts include language to ensure that our recipients are not 
held liable for our debts, in the event of our insolvency. 


B.  For services provided to the recipient in the event of the organization failing 
to receive payment from the State for such services; 


We ensure that our recipients are not held liable for any services provided to 
recipients in the event we fail to receive payment from the state. We also ensure 
that recipients continue to receive services without disruption. 


C.  For services provided to a recipient in the event a health care provider with a 
contractual, referral, or other arrangement with the vendor fails to receive 
payment from the state or the organization for such services; or 


We ensure that our recipients are not held liable for services provided to recipients 
in the event a health care provider fails to receive payment from the state or the 
organization. We honor our financial responsibilities and continue to pay claims for 
these recipients despite the delay in capitation payment from State agencies. 
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D.  Payments to a provider who furnishes covered services under a contractual, 
referral, or other arrangement with the vendor in excess of the amount that 
would be owed by the recipient if the vendor had directly provided the 
services. 


We ensure our recipients are not held liable for payments to a provider who 
furnishes covered services under an agreement with us through language in our 
provider agreements. We also communicate this provision to recipients via the 
member handbook. 


3.11.3.2 To ensure continuation of services to recipients during insolvency pursuant to the 
Center for Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


We ensure our recipients are not held liable for continuation of services to recipients 
during insolvency pursuant to State Medicaid Manual 2086.6.B. Recipients will continue to 
receive services should we become insolvent. 


3.11.4 Payment of Claims 


3.11.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if 
necessary, authorized covered services provided to enrolled recipients on dates of 
service when they were eligible for coverage unless the services are excluded 
under the DHCFP PAHP contract or the Nevada Medicaid State Plan. The vendor will 
adjudicate and pay all claims in accordance with state and federal statutes and 
regulations. Not meeting all federal requirements, including those for timely claims 
payment, may be considered a breach. 


We meet state and federal requirements for processing claims for eligible recipients for 
eligible services in a timely manner. We have robust IT systems that will allow claim 
processors to evaluate recipient and benefit eligibility in a timely manner. 


3.11.4.2 In cases where third party liability is known, the vendor must ensure that third party 
liability has been billed and processed prior to paying the claim. 


We are a committed partner to confirming that Medicaid is the payer of last resort and has 
strong electronic screening for third party liability (TPL). We have established 
comprehensive TPL procedures in place to comply with this requirement. We have 
sophisticated IT systems that allow us to stop payment of a claim prospectively based 
upon known TPL. Once claims with TPL are identified and verified directly with the other 
payer, we coordinate activities to ensure costs for services are either avoided or 
recovered from the liable party. 


3.11.4.3 The vendor must have a claims processing system and Management Information 
System (MIS) sufficient to support the provider payment and data reporting 
requirements specified in the contract. In addition, the vendor shall have the 
capability to electronically accept and adjudicate claims. 


Information technology is a key factor in our ability to effectively manage health benefit 
programs for DHCFP and deliver quality, cost-effective health care to its recipients. Our 
integrated platform is able to process electronic enrollment and premium processing, 
provider network management, electronic claims processing, automated utilization 
management, person-centered case management, sophisticated electronic encounter 
reporting, auditing and management processes. 
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The Enterprise platform integrates recipient demographics, eligibility, benefits, case 
management, prior authorization, provider demographics and automated contractual rates 
for accurate claims processing. As a claims management tool, it provides a high degree of 
automation and data capture. During the various stages of the adjudication process, it 
provides accurate and highly automated adjudication of claim submissions through 
interaction with membership eligibility, product benefit parameters, provider pricing 
agreements, medical management requirements and the clinical editing system 
comprising CMS-developed edits under the National Correct Coding Initiative (NCCI). 


3.11.4.4 The vendor must allow network and non-network providers to submit an initial 
claim for covered services.  The vendor must allow all in-state network providers to 
submit claims for reimbursement up to one hundred eighty (180) days from the last 
date of service and out of state providers three hundred sixty-five (365) days from 
the last date of service unless a shorter time period is negotiated. The vendor’s 
claims payment system must use standard claim forms.   


We accept claims from both network and non-network providers for covered services in 
accordance with the current contractual time frames: 


■ Network providers will be able to submit claims for up to 180 days 


■ Non-network providers will be able to submit up to 365 days from the last date of 
service 


To confirm compliance, we programmed our industry-leading and award-winning claims 
processing platform, with edits that allow provider submission according to DHCFP-
mandated timelines. 


3.11.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 
447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6). 
The vendor must pay ninety-five percent (95%) of all clean claims from 
practitioners, who are in individual or group practice or who practice in shared 
health facilities, within thirty (30) calendar days of the date of receipt. The vendor 
must pay ninety-nine percent (99%) of all clean claims from practitioners, who are 
in individual or group practice or who practice in shared health facilities, within 
ninety (90) calendar days of the date of receipt. 


The date of receipt is the date the vendor receives the claim as indicated by the 
date stamp on the claim and the date of payment is the date of the check or other 
form of payment.   


We fully comply with 42 CFR 447.45d (2) and (d) (3) and the specifications of 447.45(d) 
(5) and (d) (6). We further agree for valuable consideration that NRS §695C.185 and 
NRS§695C.128 will apply to the terms of any contract we may enter into because of this 
RFP. We work collaboratively with our provider network on many issues, including 
establishing and documenting in our network contracts an alternative payment schedule. 
We have consistent practices if date of receipt is the date the vendor receives the claim as 
indicated by the date stamp on the claim and the date of payment is the date of the check 
or other form of payment. We have passed audits to confirm that we use these dates 
consistently. 


3.11.4.6 The vendor must have written policies and procedures for processing claims 
submitted for payment from any source and shall monitor its compliance with these 
procedures. 


We maintain policies and procedures to receive and process claims and encounters that 
are submitted for payment from any source for services provided to recipients. 
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RECEIPT OF CLAIMS 
We accept claims electronically and on DHCFP-mandated paper claim forms from both 
network and non-network providers. 


■ Paper claims are received through the mail. 


■ Providers submit claims and encounters directly to clearinghouses, which then 
transmit the claims and encounters to us in an HIPAA-compliant format. Files are 
received via a secure file transfer protocol (SFTP) directory. Submitting via EDI is 
the  preferred method for claims submission, as it allows for much faster entry of 
claims into our system for providers and less risk of claims getting lost in the mail. 


All claims and attachments—whether on paper or electronic—are processed by our 
leading edge claims platform, with the same system edits being applied concurrently to 
both paper and electronic claims. 


Our software platform was originally designed and built to be a web-based dental benefits 
management system. Our system design and electronic capabilities are unique to driving 
what we do best: giving our clients, government agencies, and dental providers 
unmatched claims processing services, including claims adjudication, service limitations, 
and accurate pricing, as well as transparency into program operations.  


Our technology tools allow us to automate and customize claims processing tasks, ensure 
accurate and timely payments, and lessen administrative burdens for high-quality 
providers—leaving our professional staff free to focus their attention on those providers 
and members who need it most.  


Because of the many benefits associated with the submission of electronic claims, we 
prefer to receive claims electronically. Our dedicated Electronic Outreach team and on-
site Field Provider Relations Representatives work closely with providers to encourage 
and support electronic claim submission (whether through a claims clearinghouse, a 
secure direct claim data file submission from the provider, or claim data entered via the 
provider web portal). For those providers who have not yet adopted technology, we also 
accept and process paper claims submitted on the current approved ADA Dental claim 
forms.  


Our advanced reimbursement features built into our benefits management software give 
complete flexibility to set up any payment methodology, fee schedule, or reimbursement 
schedule required by the State.  


Our benefits administration software system verifies recipient eligibility based on the 
recipient’s unique Member Identification number (MID) and recipient matching attributes at 
numerous points during both the data entry/file import process as well as during claims 
processing. During the claim processing edit cycle, the system checks each recipient’s 
eligibility information to verify that the patient has coverage under the appropriate benefit 
package as of the specified date of service. 


Our benefits administration software automatically determines whether a service is 
submitted within the 90-day timely filing from date of service limit. The system determines 
if a claim should be paid or denied based on both the benefit plan rules and the patient’s 
service history. For timely filed claims that were originally denied and subsequently 
resubmitted, we will meet the State’s requirement. We have an established and effective 
corrected claims process to support reprocessing of previously denied claims as timely 
and reevaluating for payment reconsideration. 
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Our benefits management software has the capacity for fully automated, continuous, real-
time claims processing. In 2014, we implemented a continuous claim processing initiative 
to improve our overall speed of processing claims payments and to improve the efficiency 
of the check run process by reducing human intervention.  


Successful implementation of this initiative has had impressive results—some providers 
are finding their claims are moving from electronic submission to electronic payment in a 
single day. With client approval, we have implemented daily provider electronic fund 
transfer (EFT) claims payments for those providers who transact 100percent of their 
claims through electronic submission and receive electronic payment and remittance 
advices. We will work with the State to determine the feasibility and timing of 
implementing a real-time dental claims adjudication and daily payment process for the 
plan’s providers. 


We agree to provide the State with testing and approval processes as part of any update 
or replacement to our benefits management software system that could impact claim 
payment or interface with the State’s systems, at least as it affects the State. A 
cornerstone of our benefit administration platform is to provide our clients with seamless 
technology services without interruption. This includes, but is not limited to appropriately 
loading your member eligibility information, adjudicating claims according to State rules 
and policies, forwarding claims and claim reversals accurately to MMIS, accepting MMIS 
data loads into our system, and sending prior authorization data to the State’s data 
warehouse. 


INFORMATION MANAGEMENT TO SUPPORT CLAIMS PROCESSING 
We operate as a paperless company. This means that 100 percent of incoming 
documents, such as claims, authorizations, X-rays, and provider contracts, are scanned 
as electronic documents and available for online retrieval through our processing system. 
Data such as historical dental claim and authorization data, third-party liability (TPL), 
dental providers, provider rates and fee-for-service information, covered procedure codes, 
payment information and Remittance Advices, as well as MMIS system edit codes and 
recipient data, are held in our software system and retained indefinitely and never purged.  


Our system can also make all historical data available 24/7/365 for reference during 
processing edits, for detailed analysis reporting, for authorized users for immediate online 
access, and for ensuring continuity of claims administration and processing. 


We understand the State’s requirements for information management, and can maintain 
the following in our system: 


■ All dental claims data as well as all claims data with service limitations, including 
lifetime service limitations, to ensure the continuity of claims administration and 
processing;   


■ All recipient information it receives for recipients with dental coverage, and for 
individuals for whom dental services are payable; 


■ All dental provider information it receives for the State’s dental providers; 


■ All MMIS system edit codes and criteria in effect on or after the “Go-Live” date, to 
ensure proper adjudication of claims with dates of service on or after the “Go-Live” 
date, in accordance with dental program regulations;  


■ All prior authorization information;   







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 253 


 


■ All TPL carrier information;   


■ All provider rates information;   


■ Fee-for-service information;   


■ Covered procedure codes in effect on and after the “Go-Live” date, to ensure 
proper adjudication of claims in accordance with program regulations;   


■ Payment information as determined necessary for customer support; and  


■ Payment remittance advices for distribution to dental providers. 


DATA EXCHANGE TO SUPPORT CLAIMS PROCESSING – OPERATIONS  
We have performed data connectivity with each of our 65 clients in the past six years.  
Because our team is so strong in this area, there have been no operational or connectivity 
issues since our inception. We comply fully with all HIPAA standard transactions. Working 
in collaboration with the State, we will gather and analyze the specific business 
requirements and technical specifications for mutual data exchanges with the State to 
support claims process, and then recommend an appropriate approach. As required by 
the RFP, our approach will include the following: 


1. Our automated enrollment system has built-in flexibility that allows us to easily 
accommodate the preferred schedule for eligibility and TPL data updates, including 
nightly new recipient and recipient change files, nightly new provider and provider 
change files, and a full file load of TPL carrier information as required by the RFP. 
Business rules can be applied against the imported data to ensure it matches the 
original file data, and customized data edits can be applied to meet the States 
requirements. 


2. We will receive and process nightly a file of dental provider data from the State. 


3. We will receive and process monthly, or when requested, a file of TPL carrier 
information. 


4. We will update our claims history as determined necessary for dental provider support 
using financial information data files received weekly from the State’s systems.  


5. As necessary, we will update our system using fee-for-service information received 
from the State. 


6. Our dental benefits management software is designed to accept data loads of data 
files determined by the State as necessary for the administration and processing of 
dental claims. 


7. We will submit paid claims files weekly in the Claim File and Claim Reversal File 
formats as specified by the State to facilitate payroll processing in MMIS, payment 
processing by the Nevada State accounting/reporting system and the Treasury and 
storage in MMIS claims history and the State’s data warehouse. These files will be 
delivered no later than 7:00 a.m. Central Time each Thursday, using secure 
transmission methods. All claims files that we generate undergo a series of edits to 
ensure complete, accurate data before they are transmitted. We use HIPAA 
compliance software to ensure that electronic file data complies with HIPAA 
standards. We transmit outbound encounter files using encrypted secure FTP (SFTP) 
protocol for all data exchanges. 
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8. Our technical processing abilities support member linking. We will work with the State 
on business and technical requirements concerning the unlinking of members. On a 
weekly production basis, no later than 8:00 a.m. Eastern time each Thursday, we will 
transfer to State systems those administrative adjustments created by our system due 
to member linking and unlinking for processing in MMIS. This data transfer will meet 
the administrative adjustment format specified by the State. 


9. On a weekly basis, we will receive from the State claim status files that we will use to 
verify the successful transfer of claims and claim reversal data to MMIS. We will take 
appropriate actions to resolve and issues associated with reject claims or claim 
reversals that are our responsibility. We will work collaboratively with the State and 
your MMIS vendor to successfully resolve rejection discrepancies. 


10. We will receive on a weekly production basis from your administrative adjustment 
status files. We will use these files to confirm the successful transfer of administrative 
adjustment data to MMIS and to correct any issues associated with rejected 
administrative adjustments that are our responsibility. We will work in partnership with 
the State and the State’s MMIS vendor to resolve any rejection issues. 


Remittance advice files, representing all providers who had at least one dental claim 
in the weekly claim cycle, will be received on a weekly production basis by us from the 
State. We will post these remittance advice files timely to the provider web portal for 
provider access, view, and retention. 


REMITTANCE INFORMATION  
We will respond to all dental provider requests for original and duplicate remittance 
advices following your protocols. In our standard process, we produce a detailed 
remittance advice for the provider that lists every dental service submitted and processed 
to resolution.  


These reports explain the processing decisions made related to every procedure/service 
submitted for payment consideration, including all known reasons for denial, as 
applicable. After the payment cycle is confirmed, payment reports are made available as 
PDF documents for online retrieval through web portals. In our experience, this procedure 
offers providers the flexibility and convenience of self-service and reduces administrative 
cost. We will upload remittance advices into our system when received from the vendor. 


Our benefits management software retains and never purges historical claims payment 
documents, including remittance advices. Providers can access these documents online 
at any time, through the provider web portal. For providers without Internet access, we will 
make remittance advices available, as directed by the State. 


Our benefits management software retains and never purges historical claim data files, 
including EDI 835 transaction files and complete transaction history. This data can be 
accessed online at any time. 


As described above, we retain and never purge historical claims data, including provider 
remittance advices. Historical claims data and electronic documents are always available 
online, any time, to users with appropriate security permissions. 


For claims submitted and processed prior to our administration of the Nevada program, 
we have the capability to access the State’s Support Console EDI 835 content for 
customer encounter support. We are also open to exploring the option of importing claim 
history into our software system. 
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PROCESSING OF PAPER ATTACHMENTS ON ELECTRONIC CLAIMS 
Because of the many benefits associated with the submission of electronic claims, we 
prefer to receive claims electronically and works closely with providers to encourage and 
support electronic claim submission (whether through a claims clearinghouse, a secure 
direct claim data file submission from the provider, or claim data entered via our provider 
web portal).  


Our technology includes the ability to receive paper attachments with electronic 
submissions and includes imaging software that attaches each item to the claim file in our 
system. All documents received are imaged with a unique encounter ID that reflects the 
actual receipt date received by us. In addition, our system will automatically generate and 
store a unique ICN that meets the State’s format requirements with each claim record. 


Through our well-developed and time-tested secure permissions, our clients have full, 
view-only access to recipient and provider information along with all documents related to 
each claim. All received attachments are viewable within the claim document and each 
claim is identified by encounter ID and State-defined ICN. 


Our benefits management software is designed to be HIPAA and (ARRA) HITECH 
security compliant. We ensure that appropriate security measures are in place to 
safeguard Protected Health Information (PHI) and electronic Protected Health Information 
(ePHI) received on original documents and subsequent received attachments. We use 
HTTPS protocol for all Internet-based transactions to encrypt the data connection across 
the Internet, and our benefits management software also encrypts certain data elements 
within our servers (user logins, passwords, etc.)  


Our employees have restricted system access based on their assigned roles and 
responsibilities. Newly hired staff members attend orientation sessions that include review 
of the company’s privacy, email, Internet, and confidentiality practices. In addition, all 
employees are required to attend annual HIPAA training sessions, which include guidance 
on how to properly send and receive ePHI data.  


We are skilled in receiving additional documentation that is received after the claim has 
been processed. The additional attachments are reviewed and upon determination, 
images are scanned and attached to original documentation within our benefits 
management software to complete the adjudication process. 


ELECTRONIC CLAIMS ATTACHMENT PROCESSES 
Our experienced implementation team will work with you to ensure that all required 
services are put in place prior to go live production. Our team approach ensures that all 
areas are informed and prepared for any new business implementation. We will support 
all of the requirements including but not limited to: 


■ Implementation of new business and technical processes; 


■ Pre-production testing for trading partners; 


■ Trading partner education; 


■ Attachment review requirements; and  


■ Privacy and security protections 
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Our benefits management software already accepts and manages electronic attachments. 
Our system supports attachment references submitted within 837D electronic files that 
allow attachments to be referenced and retrieved from either an external website or our 
own document management system. Electronic attachments can be imported into our 
internal document management system and linked to the appropriate claim record via the 
attachment reference number submitted in the 837D file.  


Our benefits management software already accepts and manages electronic attachments. 
Documents are instantly available online, any time. 


PAPER CLAIMS WITH ATTACHMENTS 
We scan all paper claims and attachments upon receipt. If a claim has X-rays or other 
medical document attached, the system automatically creates a post-treatment review for 
clinical consideration, if no matching prior authorization is found and one is required. All 
claims with attachments can be routed to work queues for manual review and either 
approval or denial. 


We will process all claims with non-TPL attachments in accordance with the State’s 
requirements. As described above, any claims with attachments can be automatically 
routed to work queues for consideration and either approval or denial.  


When paper claims with attachments are scanned, the ADA claim form and all related 
attachments are assigned the same Encounter ID but coded with different Document 
Types. Attachments, including X-rays, are automatically associated with the claim record 
via the assignment of unique barcode labels. The unique barcode label allows the system 
to electronically link claims with their related attachments. The Document Type can be 
used to help route claims with attachments to appropriate work queues. 


We process all paper claims submitted with TPL attachments as follows: 


1. We thoroughly review the claim and its attachments to ensure correct adjudication. 
For claims submitted with an explanation of benefits (EOB), (TPL information), we 
review the EOB and enter all pertinent information (paid amount, collected amount, 
allowed amount, deductible, copay, etc.) to ensure each line item is paid correctly and 
coordination of benefits occurs. If a recipient carries an additional source of coverage 
for dental services and a claim is submitted without an EOB from that carrier, the 
claims are denied. The provider’s Remittance Advice identifies the reason for the 
denial. 


2. We will accurately capture TPL-related information as required by the claim file.  


3. Our quality control processes are in place, including auditor review and system edit 
checks, to ensure appropriate screening and capture of all claims submitted with TPL 
information. We will follow Nevada-approved protocols to further ensure accuracy of 
TPL screening. 


4. Our quality control processes will identify dental providers and billing intermediaries 
who incorrectly submit dental TPL information and those who develop a history of 
denied claims. Our provider relations representative will collaborate with our electronic 
outreach team for personalized education and training for these providers and 
intermediaries to provide effective education and training. 


5. When paper claims are entered, other insurance information can be indicated during 
data entry. This information can be used to immediately identify discrepancies 
between other insurance information submitted on the claim and State insurance 
carrier codes. 
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6. We will forward other insurance information to the State or its designee for updating. 


7. Our practice is to continually pursue process improvements and workflow 
enhancements to improve the quality and efficiencies within data entry processes. We 
will recommend solutions to the State to improve the paper claim handling processes 
(with or without attachments) to streamline workflows and improve efficiencies, 
including collaborating with providers to adopt electronic claims submission practices. 


CLAIM VOIDS 
Our benefits management software fully supports all paper and electronic claim voids 
requested by our clients, dental providers, or internal departments. Void requests will be 
processed within 12 business days of receipt of the request and will be in effect with dates 
of service on or after the State’s contract effective date. 


Our benefits management claims processing software was designed and built as a dental 
benefits management software platform. Dental-specific program edits and correction 
mechanisms are integrated throughout the system and business rules to deny all paper 
and electronic claim voids with dates of service prior to the implementation date are easily 
established within the system. We will work closely with the State to meet all exception 
edits regarding these voids as well as the message that will appear on the dental 
provider’s remittance advice. 


We have created client-specific policies and procedures and claim audit protocols which 
are used to monitor and evaluate the accuracy of, and improve the quality of, our dental 
claims processing. A comprehensive quality control process will be designed specifically 
for the State to ensure all voiding of claims is completed accurately and in compliance 
with State-approved protocols.  


Our dental reimbursement department has established process and procedures for the 
voiding of claims to include the recording of the reason for the void within the void claim 
record itself. Reporting for the purpose of identifying trends and patterns will be in place 
for the State. 


As noted above, all reasons for claim voids are recorded on the voided claim record by 
our reimbursement analysts, making it easily available for reporting and analysis of dental 
provider claim void requests. We will coordinate the completion of all required functions 
listed below and will communicate outreach results, report on reasons for void request 
and void request trends, and communicate process improvement recommendations to the 
State:  


■ Perform outreach to those dental providers to reduce their claim void rate;  


■ Recommend solutions to improve the claims voiding process and implement those 
solutions approved by the State; and 


■ Maintain an electronic record log of dental providers with large numbers of claim 
voids, listing the issue and the resolution, as well as the details of the outreach 
efforts. 


CLAIMS PRICING 
Our EDI analysts will work with the State to format, transmit, and load fee schedule data 
into our system databases. We have a proprietary file format already defined for fee 
schedules, and we will make our File Format Guide available to appropriate State 
personnel.  
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We take advantage of built-in efficiencies in our benefits administration software platform 
to import, process, and manage data file imports, including fee-for-service rate data. The 
system performs automated data import and processing tasks, based on either a fixed 
interval or a specific daily, weekly, or monthly schedule.  


Because our system supports fully automated data file import and processing, we can 
configure business rules to automatically update fee schedule data from the State on any 
schedule that meets your needs, including within three business days of receipt. 


Our benefits management software applies all claim pricing and application of TPL 
payments automatically in the adjudication cycle based on predefined business rules after 
claims are validated and edited within the claims adjudication process. When claims are 
adjudicated within our system, the adjudication process calculates payee reimbursement 
and patient responsibility amounts for claims that have successfully passed pre-
adjudication edits. In accordance with Nevada regulations, our benefits management 
software has existing built-in rules to never pay greater than the billed amount for any 
claim.  


Our system is designed to support and configure the requirements of various government-
sponsored dental programs. Business rules that are exclusive to this contract and claims 
payment will be established and executed to include all applicable state regulations and 
laws.  


Our experienced and skilled claims adjudication reimbursement analysts use established 
reimbursement policies and procedures to analyze claims in process at several points 
during the claims edit and adjudication processing cycles. All outlier exceptions are 
reviewed and responded to in real-time. If provider outreach is required, our 
reimbursement analysts and provider services teams coordinate to resolve provider claim 
issues. 


Real-time claims status information is available 24 hours a day, seven days a week, and 
365 days a year from the provider web portal. Providers can generate a real-time claim 
status report at any time through the portal, and can search for submitted claims by state, 
recipient, encounter ID, date of service range, entered date range, and other criteria. The 
real-time report returns a condensed claims status summary, with drill-down links to 
complete claim and service line details, automated references to matching authorizations, 
and live links to attached documents.  


3.11.4.7 The vendor’s claims processing system must ensure that duplicate claims are 
denied.  In addition, this system must include edits to not allow for unbundling and 
the ability to pay certain State or local government providers the federal share only. 


The claims processing system is the first line of defense for Medicaid program integrity. 
We stop payment of claims that are inappropriate by relying upon our industry-leading 
claims platform, which automatically identifies all claims and/or claim lines that may 
potentially be a duplicate or may have been bundled for appropriate payment. We 
immediately deny those that can be definitively identified as duplicate and pend those that 
require further research. Our integrated claims platform immediately applies appropriate 
clinical edits to avoid overpayment claims. 


Our processing platform and associated policies allow us to do the following: 


■ The detection and denial of incidental, and redundant services through a robust 
clinical editing system, with clinical editing software based upon CMS NCCI criteria 
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■ Duplicate claim detection, age and gender editing, eligibility verification and 
matching to required prior authorizations and referrals through a processing system 
built with a multitude of editing capabilities 


■ Detection of fraudulent billings through a dedicated Fraud Unit 


■ Identification of payment errors and correction prepayment through a rigorous 
prepayment audit program, further allowing management the opportunity for 
reeducating staff members based upon identified discrepancies 


3.11.4.8 The vendor agrees to the terms of any contract entered into as a result of this RFP 
to pay interest to a provider of dental services on a claim that is not paid within the 
time provided in the contract or agreement at a rate of interest equal to the prime 
rate at the largest bank in Nevada, as ascertained by the Commissioner of Financial 
Institutions, on January 1 or July 1, as the case may be, immediately preceding the 
date on which the payment was due, plus six percent (6%). The interest must be 
calculated from thirty (30) days after the date on which the claim is approved until 
the date on which the claim is paid. 


We agree to pay interest to a provider of dental services that is not paid within the time 
provided in the contract or agreement at a rate of interest equal to the prime rate at the 
largest bank in Nevada, as ascertained by the Commissioner of Financial Institutions.  As 
required, the interest will be calculated 30 days after the date on which the claim is 
approved until the date on which the claim was paid. 


3.11.4.9 The vendor and its providers may, by mutual agreement, establish an alternative 
payment schedule but such a schedule must be stipulated in the provider’s network 
contract. If the vendor does not pay claims in accordance with 42 CFR 447.45d, the 
DHCFP may assess a financial penalty for each day the vendor is out of 
compliance.  


We work collaboratively with our provider network on many issues, including establishing 
and documenting in our network contracts an alternative payment schedule. We comply 
with the requirement 42 CFR 447.45d. 


3.11.4.10 The vendor shall accurately pay claims with ninety-five percent (95 %) of claims 
paid accurately upon initial submission. 


We confirm that will maintain 95 percent claims accuracy. 


3.11.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled 
recipients by providers and subcontractors. 


We believe that combating fraud, waste and abuse is something in which all employees 
participate. We train everyone from claims analysts to call center representatives to watch 
for abnormal situations and refer such cases to our Program Integrity Unit (PIU). The PIU 
performs fraud and abuse investigations with a particular focus on allegations of health 
care fraud. We have staff that is specially trained to verify the provisioning of reimbursed 
services through our Claims department’s well-established fraud, waste and abuse 
processes, including: 


■ Specially trained staff are assigned to analyze utilization reports and conduct 
random and target audits on high-volume providers and on providers for whom a 
recipient complaint was received regarding rendered and/or billed services. 
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■ We have implemented customized reporting to scrutinize claim submission and 
utilization patterns for inconsistencies or deviations from any established patterns, 
including billing, utilization and demographics. 


In alignment with the requirements of this RFP, we will implement a Verification of 
Services process to validate that reimbursed services were provided to the enrolled 
recipient. 


3.11.4.12 The vendor shall provide the DHCFP with information prior to implementation of 
any changes to the software system to be used to support the claims processing 
function as described in the vendor’s proposal and incorporated by reference in the 
contract. 


Our commitment to communication with all of our long-standing state partners is a top 
priority and that communication includes notification of any changes affecting our claims 
processing system. 


3.11.4.13 A medical review of claims will be conducted when the appropriateness of service, 
procedure, or payment is in question. Medical reviews must be conducted by a 
licensed dental clinician(s). 


In compliance with the requirements of this RFP, we conduct a medical review of claims 
whenever the appropriateness of service, procedure or payment is in question. Coding 
issues are addressed by our internal clinical review staff, which reviews claims to 
determine accurate coding levels for processing. 


All reviews are conducted by licensed dental clinicians. 


3.11.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions 
(PPCs) – Payment Policy. The vendor shall deny or recover payments to healthcare 
professionals and inpatient hospitals for care related to the treatment of the 
consequences of PPCs and Other Provider Preventable Conditions (OPPC) that 
meet the following criteria: 


The claims and utilization management teams collaborate to ensure all services-related 
provider preventable conditions (PPCs) are reviewed and denied per Medicaid 
requirements as outlined in A-G. If claims have already been paid for such services, these 
payments are retrieved. The claims and utilization management data is saved in the same 
claims adjudication system. 


All services related to PPCs will be classified as denials in the claims adjudication system. 
Each case has notes outlining why the service is denied. Since a PPC is considered a 
type of denial, a medical director would make the decision as to whether a condition 
should be classified as such based upon evidence-based guidelines. The dental director 
would evaluate the recipient’s condition to determine if the recipient experiences negative 
consequence related to the provider’s lack of adherence to standards of care. The intake, 
clinical review, and claims denials for PPCs can be audited retrospectively. 


All service requests are reviewed according to evidence-based criteria. We thoroughly 
review all available clinical information and request additional information from all 
stakeholders as needed to ensure accurate decision-making. If the health plan determines 
the request is the result of a PPC, we collaborate with provider services and claims to 
ensure these services are not covered by us. We process the claim as it was authorized. 
If utilization management denies, we deny the claim payment. 
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A. Is identified in the Medicaid State plan; 


Please see Question Response 3.11.4.14. 


B.  Has been found by the DHCFP, based upon a review of medical literature by 
qualified professionals, to be reasonably preventable through the application 
of procedures supported by evidence-based guidelines; 


Please see Question Response 3.11.4.14. 


C.  Has a negative consequence for the recipient; 


Please see Question Response 3.11.4.14. 


D.  Is auditable; 


Please see Question Response 3.11.4.14. 


E.  Includes, at minimum, wrong surgical or other invasive procedure performed 
on a patient;  


Please see Question Response 3.11.4.14. 


F.  Surgical or other invasive procedure performed on the wrong body part; and 


Please see Question Response 3.11.4.14. 


F. Surgical or other invasive procedure performed on the wrong patient. 


Please see Question Response 3.11.4.14. 


3.11.5 Financial Solvency  


The vendor must demonstrate that it has adequate financial reserves and 
administrative ability to carry out its contractual obligations.  The vendor must 
maintain financial records and provide the DHCFP with various financial statements 
and documentation upon request and as outlined in the contract and Attachment T, 
Forms and Reporting Guide, including any revisions or additions to the document. 


Our financial strength is virtually unmatched in our industry. We consistently maintain 
higher comparative margins than many of our competitors. We credit several things for 
this achievement, including our investment in technology which creates significant value. 
Our approach to long-term viability in an ever-changing marketplace remains a measured 
balance of innovation and consideration. 


Our investment program is administered on a centralized basis with both internal and 
external oversight. As of December 31, 2015, our cash and investment portfolio totaled 
$31.7 billion. On this date, the portfolio had an unrealized net capital gain position of $56 
million. We have had little or no exposure to troubled investment classes.  


Our capital structure complements our business strategy. We focus on having a strong 
financial position in any economic or market environment. We continue to monitor the 
economy, the financial markets, industry conditions of our businesses, including the 
expected impact from health care reform and our mix of businesses. As this evolves, so 
will our financial strategy as we strive to maintain a strong financial position. 


Our business is strategically diversified across the Health Benefits and Health Services 
sectors driving revenues, operating earnings, and cash flows from many sources. 
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3.11.5.1 The vendor will submit a copy of its annual Independent Audit Report to the 
DHCFP, as submitted to the Division of Insurance. 


We can submit a copy of our annual Independent Audit Report to DHCFP. 


3.11.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP. 


We will submit our quarterly and annual financial reports to the DHCFP. 


3.11.6 Third-Party Liability (TPL)  


3.11.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) 
or program (e.g., Medicare), including group health plans, as defined in Section 
607(1) of the Employee Retirement Income Security Act of 1974 [29 USC and 1167 
(1)] service benefits plans and Section 6035 of the Deficit Reduction Act of 2005. 
TPL activities included in this contract are the Coordination of Benefits (COB) cost 
avoidance of Medicaid claims. Under Section 1902(a) (25) of the Social Security Act, 
DHCFP and its providers are required to take all reasonable measures to identify 
legally liable third parties and treat verified TPL as a resource of the Medicaid and 
CHIP recipient.  


The benefits management system captures other coverage for dental services at the 
enrollee level, for example, submitted in an 834 eligibility file, and this information is taken 
into consideration during claims processing. We also capture other insurance information 
on the claim itself, including prior amounts paid, any patient responsibility amounts, 
related CARC and RARC codes, etc. 


When other insurance information is stored with an enrollment record, the system 
evaluates the other insurance during claim processing and applies client-defined business 
rules, and then either calculates a COB payment amount, automatically denies claims if 
no payment is due, or routes claims to work queues for special handling. 


We validate TPL whenever we receive a first-time claim with a COB indicator, when an 
Explanation of Benefits (EOB) is attached, or when we receive an adjustment for other 
insurance request from the provider.  


■ If other insurance is indicated when a claim is submitted and COB information is 
missing, the system triggers an exception and a Dental Reimbursement Analyst 
(DRA) handles the claim.  


■ When we receive a paper claim with EOB or COB documentation attached, both 
the claim and its related documentation are scanned, and the documentation is 
attached to the electronic claim record. When the claim data is entered into the 
system through the data entry interface, the information included on the EOB is also 
entered directly into the claim record, including specific procedure codes, dollar 
amounts, and other insurance information. The system then uses this information to 
adjudicate and accurately pay or deny the claim. 


■ When a provider enters a claim through the Provider Web Portal, an Other 
Coverage section of the online form makes it quick and easy for providers to 
include coordination of benefits information that is then used in claims processing. 
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OTHER COVERAGE INFORMATION IN PROVIDER WEB PORTAL 


 
Images in this response are subject to change and show fictitious provider, location, and recipient 
information. 


If a claim is denied because required documentation is missing, the resulting remittance 
advice report notifies the provider that third-party EOB information must be submitted with 
the claim.  


Our benefits management software is designed specifically to automate functions such as 
TPL-related processing in order to increase both efficiency and claims payment accuracy 
for our clients. We’re able to capture COB/EOB documentation in paper or electronic 
formats, identify discrepancies, and work with each client’s business rule requirements for 
TPL information exchanges. With our technology and extensive industry experience, we 
are well-equipped to support TPL recoveries and ensure our client is the payer of last 
resort. 


Cost-Avoiding Claims. Our benefits management software can accept, load, and 
capture third-party insurance information for an enrollee at any time and at any frequency, 
in 834 Enrollment file format, except for those claims that have an EOB attached from 
another insurance carrier which shows that the information from DHHS is inaccurate. Our 
Client Support Services staff is highly experienced in managing and loading data files. 


TPL Information for Members. The benefits management software currently captures all 
third-party insurance information at the enrollee level, as an example, through a HIPAA-
compliant 834 eligibility file. When claims are processed through the edit cycle of our 
software, they are evaluated for other insurance coverage components and the 
appropriate client business rules applied to the claim.  


Based on these client-defined business rules, the system calculates COB payment 
amounts, denies appropriately if there is no payment due, or routes the claims to a work 
queue to be reviewed by our Dental Reimbursement Analysts. Whenever there is TPL in 
the recipient’s record, our client will always be the insurer of last resort when confirming 
payments. 
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If paper or electronic claims are received and include COB and/or EOB documentation, all 
documents are imaged and automatically attached to the claim record. In our data entry 
area, both claim data and any applicable COB/EOB information are also entered directly 
onto the claim record, to include such items as specific service codes, dollar amounts, and 
other insurance carrier information. This information is then systematically reviewed in the 
adjudication cycle so that the claim pays or denies appropriately. 


3.11.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in 
accordance with Federal regulations.  The DHCFP contracted DBA, as the Division’s 
vendor, shall act as the State’s authorized agent for the limited purpose of TPL for 
cost avoiding claims, collection, within the limitation of the Fair Debt Collection 
Practices Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR § 
433.135 et seq and 42 CFR 433.154.  The vendor’s capitated payments include an 
offset in the rates for these collections. The contracted vendor shall vigorously 
pursue billing prior resources as these amounts are considered part of their risk 
based capitation payment. The vendor is required to secure signed 
acknowledgements from enrolled Medicaid recipients or their authorized 
representative confirming any prior resources (e.g., Medicare, worker’s 
compensation, private insurance, etc.) and share that information with the DHCFP. 
Third-party liability (TPL) is a self-reporting element.  Vendors are responsible for 
developing and distributing communication forms to enrolled Medicaid recipients. 


We have existing system logic within our benefits management software to prevent 
payment of dental services when we are notified of third-party insurance dental program 
coverage for a recipient if requisite information is not provided. Our system captures other 
coverage for dental services at the enrollee level, and this information is taken into 
consideration during claims processing.  


If a claim is submitted with no Explanation of Benefits (EOB) present and the recipient has 
third-party dental coverage, our system denies payment. The resulting Remittance Advice 
notifies the provider that third-party EOB information must be submitted with the claim. 
Likewise, if an incoming claim has third-party insurance indicated, the system applies the 
third-party payment information when adjudicating the claim and considers our client to be 
the secondary insurer. 


3.11.6.3 The vendor shall identify potential TPL, including Medicare, and deny the claim if it 
is for a service covered by other insurance based on recipient's type of TPL 
coverage and type of service. Allow for TPL overrides when the other insurance is 
exhausted or the service is not covered by the other liable party, making Medicaid 
the payer of last resort for the claim. 


Our sophisticated information technology infrastructure uses proprietary software to 
expedite identification of recipients with other forms of insurance and isolate any claims 
that must be submitted to other payers prior to payment. 


Once TPL is identified and verified directly with the other payer, we coordinate activities to 
make certain costs for services are either avoided or recovered from the liable party. If we 
cannot establish TPL timely, the claim is adjudicated and post-payment recovery is 
pursued, as appropriate. Our policies and procedures makes sure Medicaid is always the 
payer of last resort through thorough investigation of claims for potential third-party 
payers. Claims with suspected TPL are automatically forwarded to staff dedicated to TPL 
who contact recipients to solicit information on additional insurance. 
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3.11.6.4 The DBA PAHP is required to vigorously pursue billing prior resources.  Vendor is 
required to obtain TPL information independently of the DHCFP for the purpose of 
avoiding claim payments or recovering payments made from liable third parties. All 
information on the third party, including collections and collection attempts, are to 
be reported to the DHCFP (including circumstances under which the third party 
refuses to pay) on the Third Party Monthly Report located in the Forms and 
Reporting Guide. TPL collections should also be reported to the DHCFP through 
encounter data and other required reports. 


We will act as the State’s authorized agent for the limited purpose of TPL collection. We 
pursue vigorously billing prior resources. We comply with all DHCFP requirements 
regarding: 


■ All TPL and subrogation reporting requirements cited in Attachment T Forms and 
Reporting Guide 


■ Meeting or exceeding baseline target collections as determined by DHCFP and its 
actuaries, with baseline target amounts built into future rates 


■ Remediating a potential failure to meet or exceed baseline TPL and subrogation 
collection targets 


3.11.6.5 The vendor is responsible not only for pursuing third-party resources that it 
identifies but also for using third-party resources identified and communicated to 
the DBA PAHP by the DHCFP. 


We comply with these requirements and identify evidence of overlapping coverage 
through a variety of information resources including, but not limited to: 


■ TPL resources identified and communicated to us by DHCFP 


■ DHCFP’s EVS eligibility system 


■ Our internal units (e.g., prior authorization and member services) 


■ Provider claims 


■ Member COB questionnaires 


■ Signed member/authorized representative acknowledgements confirming any prior 
resources 


■ Any vendor of DHCFP 
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3.11.6.6 TPL recoveries made by either the vendor or the DHCFP will be incorporated into 
capitated rate development by the DHCFP and its actuary. The vendor has 365 days 
from claim paid date to recover TPL payment; after 365 days, vendor forfeits the 
right to recovery to the State unless vendor can provide evidence that the recovery 
effort is active and/or in dispute. The vendor will be responsible to pay for the cost 
incurred to complete the recovery of the TPL payment to the DHCFP. 


We use an auto-recoupment process for overpayments through our core claim 
adjudication system. When an overpayment to a provider has been identified post-claims 
payment, we send the provider a letter requesting 60 days. At the end of that time, if we 
have not received a payment, the affected claim is down adjusted and/or the overpayment 
is referred for outside collection. We continue to pursue recoveries. In accordance with ur 
established procedures, post-payments from third parties are recorded as offsets to 
claims payments. We report to DHCFP monthly any monies recovered from third party or 
primary payers via an encounter file and a COB subrogation report. 


3.11.6.7 The vendor will maintain the minimum historical TPL eligibility data online in 
accordance with State and Federal rules and regulations, currently established as 
seventy-two (72) months. 


We comply with this requirement as our data is maintained for a minimum of seventy-two 
(72) months. Coordination of Benefits is maintained in our claims adjudication system and 
subrogation reports are saved in an online format. 


3.11.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with 
Special Health Care Needs (CSHCN); and State Victims of Crime. 


We do not cover services provided by Indian Health Service (IHS) Facilities and Tribal 
Clinics. DHCFP directly pays IHS facilities for services rendered. On behalf of our Native 
American recipients who choose to seek care for covered services at Tribal Clinics, we 
agree to: 


■ Provide coordination of services with IHS 


■ Request medical records of treatment provided through IHS 


■ Provide covered services recommended by IHS, or indicate in writing to DHCFP 
why the recommended service is not medically necessary 


Member advocates will use a collaborative process of assessment, planning, facilitation, 
care coordination, evaluation, and provide options and services to meet an individual’s 
and family’s health needs through communication and available community resources to 
promote the child’s quality of life and health outcomes. 


We acknowledge that claims for state victims of crime are not subject to TPL and claims 
are adjudicated accordingly. 


3.11.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid 
Manual and other State and Federal rules and regulations are met by the TPL 
business function. 


Within the department dedicated to TPL, locally based specialists focus on areas of 
payment integrity initiatives, including analysis and investigation of FWA, TPL, 
coordination of benefits (COB), subrogation and recoveries. We confirm that our TPL 
business function complies with applicable rules of the MSM, CMS State Medicaid Manual 
and other State and federal rules and regulations. 
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3.11.7 Subrogation 


3.11.7.1 Subrogation in this section is the principle under which an insurer that has paid a 
loss under an insurance policy is entitled to all the rights and remedies belonging 
to the insured against a third party with respect to any loss covered by the policy. 


We evaluate claims to determine if they are connected to an illness or injury sustained by 
one of our recipients for which a third party may be responsible. 


Approach: We believe the most effective approach to TPL, including Subrogation, is cost 
avoidance, under which claims covered by other available resources are proactively 
prevented from processing. Once TPL is identified and verified directly with the payer, we 
coordinate activities to ensure costs for services are either avoided or recovered from the 
liable party. If we cannot establish TPL timely by us, the claim is adjudicated and post-
payment recovery is pursued, as appropriate, once TPL is validated. 


Subrogation-focused Staff: We have a unit specifically dedicated to Subrogation, in 
which the employees are well-trained and versed in Subrogation rights available to us as 
the carrier. The staff is embedded in the claim process. 


Identification of Potential Subrogation Cases: Our sophisticated IT infrastructure uses 
proprietary software to expedite identification of recipients with other forms of insurance 
and isolate any claims that must be submitted to other payers. 


Investigation: When a claim is suspected of having third party liability, it is forwarded 
immediately to our TPL/Subrogation department. Our subrogation unit uses all available 
resources to identify overlapping coverage and/or confirm third party liabilities. Our main 
resource used is our recipients directly. We contact our recipients directly to obtain 
information on additional insurance coverage and/or provide us with details for any 
accident-related injuries or diagnoses. We obtain information from other internal units 
(e.g., prior authorization and member services). We carefully review the information on 
claims and dental records for indications of a third party being liable. 


Follow Up: Our Subrogation Unit prepares the applicable paperwork and liens, then 
handles the necessary monitoring. We work to ensure collection of all potential recovery 
dollars available. 


3.11.7.2 The vendor must also determine if casualty claims are filed and recover costs 
through subrogation on behalf of both Medicaid and CHIP recipients. The DBA 
PAHP shall utilize the EVS eligibility system and TPL data provided to the vendor by 
the DHCFP to assist in accomplishing this objective.  


We use all available resources to identify potential casualty claims, including: 


■ Medicaid EVS eligibility 


■ TPL reports provided by state Medicaid programs 


■ Review of the information on claims and medical records from providers for 
indications of casualty injuries 


■ Information received from our membership directly via personal injury inquiry 
responses and telephone calls 


■ Information received by other internal processing units (e.g., prior authorization, 
member services, claims processing) 
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We apply our current processes and any additional data resources, which become 
available to us to file and recover costs through subrogation on behalf of both Medicaid 
and CHIP recipients to ensure Medicaid is the payer of last resort. 


3.11.7.3 The DHCFP will monitor and evaluate the vendor’s TPL and subrogation collection 
reports to validate collection activities and results. The vendor will then be 
expected to meet or exceed baseline target collections as determined by the DHCFP 
and its actuaries.  The baseline target amount will be built into future rates. If the 
vendor does not meet or exceed baseline TPL and subrogation collections, the 
DHCFP will conduct a review to determine if there is a legitimate reason.  If there is 
no legitimate reason as determined by the Division, the difference between baseline 
and actual collections will be deducted from the vendor’s costs before the data is 
used to set future rates.  The DHCFP will prospectively adjust capitation rates to 
account for expected TPL collections. 


We have tracking reports of all TPL which are maintained and updated on a regular basis. 
We have ability to extract data from our reports for any of our insured groups, which can 
be provided to DHCFP for monitoring and evaluation of our performance as it relates to 
TPL. We strive to meet or exceed target metrics. We understand that in the case of 
DHCFP, that our TPL collections will be monitored and used by the state in rate-setting 
processes. 


3.11.8 Reserving 


As part of its accounting and budgeting function, the vendor will be required to 
establish an actuarially sound process for estimating and tracking incurred but not 
reported (IBNRs) claims.  The vendor must provide documentation of the IBNRs 
review and certification by an actuary. The vendor must reserve funds to cover both 
IBNRs and reported but unpaid claims (RBUCs). As part of its reserving 
methodology, the vendor must conduct annual reviews to assess the actuarial 
validity of its reserving methodology, and make adjustments as necessary. 


To be in full compliance with the requirement of Section 3.12.8 of this RFP, we have 
established an actuarially sound process for estimating and tracking incurred but not 
reported claims (IBNRs) as part of our accounting and budgeting operational procedures. 
We provide DHCFP documentation of actuarial review and certification of IBNRs. 


The IBNR/RBUC reserves are estimated monthly based upon our actuarial reserving 
models, with appropriate adjustments for any particular aspects in the current month’s 
data (e.g.,variations in claims payment and reporting patterns, emerging claims cost 
trends) and any potential liabilities arising from claims disputes with providers. 


The reserves are also actuarially reviewed at the national business unit level before being 
finalized each month. We will conduct annual reviews to assess the actuarial validity of 
our reserving methodology. 


3.11.9 Prohibition on Payments to Institutions or Entities Located Outside of the United 
States. 


We meet the requirements of Section 6505 of the ACA in all states where we operate. We 
do not provide payments for items or services provided under the State Plan or under a 
waiver to any financial institution or entity located outside of the United States. 
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3.11.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social 
Security Act (the Act), the vendor shall not provide any payments for items or 
services provided under the Medicaid State Plan or under a waiver to any financial 
institution or entity located outside of the United States (U.S.). 


Confirmed. Please see Question Response 3.11.9. 


3.11.9.2 Payments for items or services provided under the Medicaid State Plan to financial 
institutions or entities such as provider bank accounts or business agents located 
outside of the U.  S. are prohibited by this provision. Further, this Section prohibits 
payments to telemedicine providers located outside of the U.S. Additionally; 
payments to pharmacies located outside of the U.S. are not permitted. 


Confirmed. Please see Question Response 3.11.9. 


3.11.9.3 Any payments for items or services provided under the Medicaid State Plan or 
under a waiver to any financial institution or entity located outside of the U.S. may 
be recovered by the State from the vendor. 


Confirmed. Please see Question Response 3.11.9. 


3.11.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines 
the term “United States” when used in a geographical sense, to mean the “States.” 
Section 1101(a)(1) of the Act defines the term “State” to include the District of 
Columbia, Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and 
American Samoa, when used under Title XIX. 


Confirmed. Please see Question Response 3.11.9. 


3.11.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a 
waiver” refers to medical assistance for which the State claims Federal funding 
under section 1903(a) of the Act. Tasks that support the administration of the 
Medicaid State Plan that may require payments to financial institutions or entities 
located outside of the U.S. are not prohibited under this statute. For example, 
payments for outsourcing information processing related to Plan administration or 
outsourcing call centers related to enrollment or claims adjudication are not 
prohibited under this statute.  


Confirmed. Please see Question Response 3.11.9. 


3 . 1 2  G RI EV AN C E S ,  AP P E AL S  AN D  F AI R  HE AR I N G S 
3.12.1 The vendor shall establish a system for recipients and providers, which includes a 


grievance process, an appeal process, and access to the State Fair Hearing system.  


We have created a system for all of our recipients enrolled in each of our dental Medicaid 
programs that ensures they have access to a grievance process, an appeal process and 
access to the State Fair Hearing system. 
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3.12.1.1 A grievance is an expression of dissatisfaction about any matter other than one of 
the actions listed below. Possible issues for grievances include, but are not limited 
to, access to care, quality of services, interpersonal relationships between vendor 
staff and recipients or providers, and failure to respect a recipient’s rights. 


We strive to avoid grievances and appeals by delivering high-quality, responsive and 
culturally competent services and communications to our recipients. We have significant 
experience implementing recipient grievances, appeals and State Fair Hearing programs 
that verify the appropriate and timely processing and resolution of recipient grievances or 
appeals when a recipient does not agree with a decision we made. 


We also know it is important for our recipients to have a process to express dissatisfaction 
and for us to receive information toward continuous improvement. While we know it is 
stressful for recipients to feel the need to file a grievance or appeal, we have designed our 
process to be easily accessed, responsive and effective. We watch each detail of the 
process including appeal overturn rate; compliance rate; and the acknowledgement letter 
rate to maintain high standards, reduce rework of appeals and improve customer service. 


3.12.1.2 An appeal is a specific request for review of one of the following actions: 


A. The denial or limited authorization of a requested service, including the type 
or level of service; 


B. The reduction, suspension or termination of a previously authorized service; 


C. The denial, in whole or in part, of payment for a service; 


D. The failure to provide services in a timely manner; or 


E. The failure of a vendor to process grievances, appeals or expedited appeals 
within required timeframes including resolution and notification.  


Please see Attachment 3A1_Grievances and Appeals Flowcharts. 


Recipient satisfaction is a key performance indicator and, we classify a complaint as any 
expression of concern about a component of covered dental services that is not an 
appeal. To ensure a thorough yet speedy resolution for every complaint, we’ve put in 
place a highly-trained appeals department staff supported by a vetted process and 
exclusive technology. We fully inform recipients of their rights related to grievances and 
appeals resolution, and we ensure they are treated with dignity and respect at all levels of 
the process. With our benefits management software, authorized users can monitor 
complaint activity in real-time for greater transparency and efficiency in resolving recipient 
complaints. 


The benefit brochure and member web portal both include an explanation for recipients on 
how complaints are received and resolved. They also outline clear and concise 
instructions for recipients on how to file complaints, including an online process. In 
addition, our dedicated appeals specialists take active roles in assisting recipients who 
have complaints. 
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All complaints received, either orally or written, are analyzed, logged, and categorized in 
our electronic tracking system and automatically routed to the Appeals department for 
review and resolution. Appeals specialists’ log, track, and assign case follow-ups to 
appropriate staff. When a case requiring follow up is created, the appeals specialist routes 
the case to the appropriate department, such as credentialing, client services, or claims, 
or to a specific provider relations representative or dental consultant. Each follow-up 
record includes due dates and hotlinks back to case details. When a note is entered on a 
follow-up assignment, the system automatically logs the date, time, and name/user ID of 
the person who entered the note. 


The appeals department monitors member-initiated complaints about providers, including 
clinical quality of care complaints. Each month, the appeals department delivers a 
trending and analysis report. If a clinical quality of care issue is identified, the local field 
provider relations representative personally visits the provider office for further 
investigation. 


The appeals department coordinates all clinical and non-clinical review of complaints. The 
entity with decision-making authority depends on whether the complaint is related to a 
non-clinical issue or a clinical issue. 


NON-CLINICAL 
Our specialists identify all components of a complaint received. Outreach is made to all 
parties and departments that have involvement in the complaint to gather statements and 
supporting data. The complaints specialist serves as the coordinator for reviewing the 
information collected during the “working” of the complaint. The data is reviewed against 
regulatory and NCQA standards for resolution determination. Written communication is 
sent to the recipient, and includes a description of the complaint, the basis for the 
decision, and identification of any documents reviewed and relied upon in the complaint 
decision. 


CLINICAL 
Clinical complaints are reviewed and determined by licensed dental consultants. Appeals 
specialists will investigate and coordinate review to resolve all complaints within the 
timeframes set forth. To handle emergency clinical situations, the appeals specialist 
follows department protocol to expedite the resolution, which includes immediately 
notifying an on-call dental consultant. Clinical documentation is routed for review and 
determination electronically through our web-based benefits management software. 


In addition, each month, and as needed, the quality improvement committee (QIC) 
analyzes the complaint volume and turnaround times from the month prior to identify 
trends. Committee review of dental providers includes: 


■ Recommendations for any providers providing poor quality of care, including 
sanctions and/or terminations 


■ Analysis of providers with questionable service provision 


■ Fraud or abuse cases 


■ Trend review of member complaints against providers 


The committee will determine the best approach to improve any negative trends identified.  
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The appeals department is fully staffed with an appeals and complaints coordinator who 
serves as the expert in the complaints process to coordinate appeal and complaint 
services for recipients, and ensures adequate tracking of complaint data. In addition, our 
trained appeals specialists are committed to excellent member-centered service and to 
meeting turnaround standards. The appeals department completes in-depth training on 
analyzing, investigating, and resolving complaints and appeals as outlined per regulatory 
standards. The specialists thoroughly analyze each complaint and work closely with 
recipients to ensure recipients are aware of the complaints process. They ensure that 
complaint resolution is thoroughly explained to each recipient and validate recipient 
satisfaction before closing a case. We will also provide recipients the ability to register a 
complaint via an online form.  


Our appeals department is fully staffed with team members who serve as experts in the 
complaint process. Each complaint is analyzed to determine whether it can be resolved 
quickly by the appeals team, needs review and follow-up by another department or entity, 
or requires handling through a formal written approved complaint process. 


Whenever possible, the appeals team resolves complaints quickly by discussing the issue 
and potential resolutions directly with the recipient and taking necessary steps to resolve 
the problem. All complaints, follow-up communications, and resolutions are documented 
and logged in our software system. 


Denial of Service or Authorization: Upon receipt of a recipient appeal for a denied 
service request, the complaints and appeals specialist will enter the appeal into CSM for 
tracking, within five business days of receipt of the appeal; the complaints and appeals 
specialist will send a letter of acknowledgement to the recipient, with a copy to the 
provider. CSM has a letter-generating feature that ensures that the appropriate letter is 
generated and that all language is consistent with State guidelines. The acknowledgement 
letter and any appeal documentation is scanned and attached to the recipient’s profile in 
the CSM. Once the case is documented in the system, it is assigned to either the Nevada 
Dental Director or a Nevada dental consultant not involved in the original determination. 


The Nevada Dental Director or Dental Consultant will review the original authorization in 
the Authorization Determination Module (ADM), and will render a determination based on 
the existing information, as well as any new information submitted by the recipient or the 
recipient’s representative. The Dental Reviewer will communicate the outcome to the 
Complaints & Appeals Specialist, via the Enterprise CSM, to ensure all documentation is 
tracked in a single source. The Complaints and Appeals Specialist will generate the letter 
of determination to be mailed to the caretaker of the recipient with a copy mailed to the 
provider within two business days of the decision. If the appeal is upheld in total or in part, 
the determination letter will contain information on the process for filing a fair hearing 
request. Finally, the determination letter is attached to the appeal case in CSM, and the 
case is closed. 


3.12.1.3 The vendor must provide information about these systems to recipients at the time 
of enrollment. The vendor must inform providers and subcontractors at the time 
they enter into a contract.  


A. This information must include:  


1. The recipient’s right to file grievances and appeals; the requirements and 
timeframes for filing; 


2. The availability of assistance with filing;  
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3. The recipient’s right to request continuation of benefits during an appeal 
or State Fair Hearing although the recipient may be liable for the cost of 
any continued benefits if the action is upheld;  


4. The toll free number to file oral grievances and appeals; and  


5. Any DHCFP determined provider’s appeal rights to challenge the failure 
of the organization to cover a service. 


We educate recipients about grievance and appeal processes in our Recipient Welcome 
Packet, Recipient Handbook, educational materials posted on the member Web Portal, 
and during telephone calls and personal interactions with recipients. In addition, 
authorization decision letters notify recipients of their appeal rights. The notification 
includes what to do if they disagree with a decision, along with a mailing address for 
submitting a written appeal and a toll-free telephone number for more information. Any 
recipient requiring assistance in filing a complaint will be referred to a member advocate. 
We also make information about grievances and appeals available to recipients in their 
primary language. 


In order to meet the needs of our various state customers, we have developed a diverse 
and effective portfolio of provider training topics, including grievance and appeal 
processes. 


3.12.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that 
document the grievance and appeal activities listed on the templates located in 
Attachment T, Forms and Reporting Guide. The report should be broken out by 
hearing issue, date requested and date resolved, program and outcome for 
tracking, trending and corrective action. 


We attest that all required management reports can be produced from data maintained by 
the Enterprise System. The relational databases ensure that data for all operational 
reports  including Complaints and Appeals can be derived natively. We design custom 
reports are from specifications, and generates them according to the State’s schedule. 
Apart from the many reports detailed in the Uniform Managed Care Manual, the 
Enterprise System contains a wealth of integrated, real-time monitoring and data analysis 
tools, including online operational activity dashboards, an integrated Executive 
Dashboard, and the Enterprise Business Intelligence System (eBIS) reporting tool. 


3.12.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and 
appeal procedures and shall direct all grievance and appeals, whether verbal or the 
recipient chooses to file in writing. Should a recipient choose to appeal in writing, 
the recipient shall be instructed to file via mail or fax to the designated P.O. Box or 
fax number for medical appeals. 


The appeals department is fully staffed with an appeals and complaints coordinator who 
serves as the expert in the complaints process to coordinate appeal and complaint 
services for recipients, and ensures adequate tracking of complaint data. In addition, our 
trained appeals specialists are committed to excellent member-centered service and to 
meeting turnaround standards. The appeals department completes in-depth training on 
analyzing, investigating, and resolving complaints and appeals as outlined per regulatory 
standards. The specialists thoroughly analyze each complaint and work closely with 
recipients to ensure recipients are aware of the complaints process. They ensure that 
complaint resolution is thoroughly explained to each recipient and validate recipient 
satisfaction before closing a case. We will also provide recipients the ability to register a 
complaint via an online form. 
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3.12.1.6 The vendor shall have sufficient support staff (clerical and professional) available 
to process grievance and appeals in accordance with the requirements. The vendor 
shall notify the DHCFP of the names of appointed staff recipients and their phone 
numbers.  Staff shall be knowledgeable about the applicable state and federal law, 
vendor's rules and regulations, and all court orders governing appeal procedures, 
as they become effective. 


Our appeals department is fully staffed with team members who serve as experts in the 
complaint process. Each complaint is analyzed to determine whether it can be resolved 
quickly by the appeals team, needs review and follow-up by another department or entity, 
or requires handling through a formal written approved complaint process. 


Whenever possible, the appeals team resolves complaints quickly by discussing the issue 
and potential resolutions directly with the recipient and taking necessary steps to resolve 
the problem. All complaints, follow-up communications, and resolutions are documented 
and logged in our software system. 


3.12.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain 
compliance with federal and state regulations as well as contractual compliance. 


We conduct annual audits of our appeals process to ensure compliance with federal and 
state regulations, as well as contractual requirements. 


3.12.2 Recipient Grievances and Appeals 


The authority for the following provisions concerning Recipient Grievances and 
Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional and 
cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and (d), 
431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 483.23(a) (5) 
(ii), and 438.404(c) (4).  


3.12.2.1 The vendor’s recipient grievance and appeal system must be in writing and 
submitted to the DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the vendor’s 
recipient grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The vendor 
may not implement any policies and procedures concerning its recipient grievance 
and appeal system without first obtaining the written approval of the DHCFP. 


We will submit our grievance and appeal process in writing to the DHCFP for review and 
approval as outlined above. 


3.12.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to 
file an appeal within a reasonable State-defined timeframe that cannot be less than 
twenty (20) calendar days or exceed ninety (90) calendar days from the date on the 
entity’s notice of action. 


We will continue the recipient’s benefits while an appeal is in process in accordance with 
the above conditions. 
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3.12.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if 
all of the following conditions are met: 


A. The appeal is filed on or before the later of the following: a) within ten (10) 
calendar days plus mailing time of the vendor mailing the Notice of Action; or 
b) the intended effective date of the vendor’s proposed action; 


B. The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment; 


C. The services were ordered by an authorized provider; 


D. The authorization period has not expired; and 


E. The recipient requests continuation of benefits. 


We will continue or reinstate the recipient’s benefits while an appeal ins in process in 
compliance with the above conditions. 


3.12.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is 
pending, and the benefits must be continued until one of the following occurs:  


A. The recipient withdraws the appeal; 


B. The recipient does not request a State Fair Hearing with continuation of 
benefits within 10 days from the date the Vendor mails an adverse appeal 
decision; 


C. A State Fair Hearing decision adverse to the recipient is made, or 


D. The service authorization expires or authorization limits are met. 


We will continue or reinstate the recipient’s benefits while an appeal ins in process in 
accordance with the above conditions. 


3.12.2.5 A recipient or a recipient’s representative (including a provider on behalf of a 
recipient) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the vendor for resolution. 
In the event a provider files an appeal on the recipient’s behalf, with the exception 
of an expedited appeal, the provider must first obtain the recipient’s written 
permission.  


Noted and agreed. 


3.12.2.6 In the case of appeals, the recipient, if after exhausting the vendor’s appeal 
process, is not satisfied with the outcome, may request a State Fair Hearing from 
the DHCFP. The vendor is required to provide access to and information about the 
State Fair Hearing process in the event a recipient’s appeal is not resolved in favor 
of the recipient. Grievances are not eligible for referral to the State Fair Hearing 
process. 


Noted and agreed. 
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3.12.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or 
grievance either orally or in writing. Unless the recipient has requested an 
expedited resolution, an oral appeal may be followed by a written, signed appeal. 
The vendor may not require a written signed appeal following an oral request for an 
expedited appeal. If a grievance or appeal is filed orally, the vendor is required to 
document the contact for tracking purposes and to establish the earliest date of 
receipt.  There is no requirement to track routine telephone inquiries. 


Noted and agreed. 


3.12.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry. 


Noted and agreed. 


3.12.3 Authorization and Notice Timeliness Requirements 


3.12.3.1 The vendor must provide standard authorization decisions as expeditiously as the 
recipient’s health requires and within the State’s established timelines that may not 
exceed fourteen (14) calendar days following receipt of the request for service, with 
a possible extension of up to fourteen (14) additional calendar days if the recipient 
or provider requests the extension; or, the vendor justifies (to the DHCFP upon 
request) a need for additional information and how the extension is in the 
recipient’s interests. The vendor must provide written notice of the reason for the 
extension and inform the recipient of their right to file a grievance. 


We provide standard authorization decisions within 14 calendar days, with a possible 
extension of up to 14 additional calendar days upon request of an extension or receipt of 
additional information. We provide written notice of the reason for the extension and 
inform the recipient of their right to file a grievance. 


3.12.3.2 For cases in which a provider indicates or the vendor determines that following the 
standard timeframe could seriously jeopardize the recipient’s life or health or ability 
to attain, maintain, or regain maximum function, the vendor must make an 
expedited authorization decision and provide a Notice of Action as expeditiously as 
the recipient’s health condition warrants and no later than seventy-two (72) hours 
after receipt of the request for service.  The vendor may extend the (72) hours’ time 
period by up to fourteen (14) calendar days if the recipient requests an extension or 
if the vendor justifies (to the DHCFP upon request) a need for additional information 
and how the extension is in the recipient’s best interest. The vendor must provide 
written notice of the reason for the extension and inform the recipient of their right 
to file a grievance. 


If the recipient’s life or health is at risk, the recipient may file an expedited appeal. To 
handle emergency clinical situations, the appeals specialist follows department protocol to 
expedite the resolution, which includes immediately notifying an on-call dental consultant. 
For expedited appeals, the Dental Director or Dental Consultant will make the expedited 
appeal determination within one business day from the receipt of the appeal and the 
complaints and appeals specialist will verbally notify the recipient. Written notification will 
follow verbal notification within two business days of the decision. All other steps are the 
same as the standard appeal process. For all inquiries that are clinical in nature, the 
appeals specialist gathers clinical documentation and routes it to a licensed dental 
consultant for review and determination. 
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3.12.4 Notice of Action 


3.12.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor 
takes action or makes an adverse determination affecting the recipient. If a provider 
has made a request on a recipient’s behalf and the vendor makes an adverse 
determination, the provider must be notified but this notification need not be in 
writing. 


The Complaints & Appeals Specialist will acknowledge the recipient’s complaint in writing 
within five business days of receipt. If necessary, the recipient will be re-contacted for 
clarification of his/her complaint. If the complaint involves a provider, the Complaints & 
Appeals Specialist will contact the provider to obtain any needed information. After 
obtaining all pertinent information, the Complaints & Appeals Specialist will make a 
determination and send a written resolution notice to the recipient within two days of the 
determination. 


3.12.4.2 The notice must meet all of the following requirements: 


A. Be available in the State-established prevalent non-English languages; 


B. Be available in alternative formats for persons with special needs (visually 
impaired recipients, or recipients with limited reading proficiency); and 


C. Use easily understood language and format requirements of 42 CFR 
438.404(c); 42 CFR 438.10(c) and (d).  


We provide all communications, including Notices of Action, in the State-established 
prevalent non-English languages, in alternate formats for persons with special needs, and 
using easily understood language and format requirements. 


3.12.4.3 A written Notice of Action to the recipient must meet the following requirements 
and must explain: 


A. The action the vendor or its subcontractor has taken or intends to take; 


Confirmed. 


B. The reasons for the action; 


Confirmed. 


C. The recipient’s or the provider’s right to file an appeal, if he/she disagrees 
with decision; 


Confirmed. 


D. The recipient’s right to request a State Fair Hearing after the recipient has 
exhausted the vendor’s internal appeal procedures; 


Confirmed. 


E. The procedures for exercising the recipient’s rights to appeal; 


Confirmed. 
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F. The circumstances under which expedited resolution is available and how to 
request it; 


Confirmed. 


G. The recipient’s rights to have benefits continue if the appeal is filed on or 
before the latter of the following: within ten (10) calendar days of the vendor 
mailing the Notice of Action or the intended effective date or the proposed 
action pending the resolution of the appeal, how to request that benefits be 
continued, and the circumstances under which the recipient may be required 
to pay the costs of these services; 


Confirmed. 


H. That the recipient may represent himself or use legal counsel, a relative, a 
friend, or other spokesman; 


Confirmed. 


I. The specific regulations that support, or the change in federal or State law 
that requires the action; and 


Confirmed. 


J. The recipient’s right to request an evidentiary hearing if one is available or a 
state agency hearing, or in cases of action based on change in law, the 
circumstances under which a hearing will be granted. 


Confirmed. 


3.12.4.4 The vendor must give notice at least ten (10) calendar days before the date of action 
when the action is a termination, suspension, or reduction of previously authorized 
covered services.  This timeframe may be shortened to five (5) days if probable 
recipient fraud has been verified.   


In cases of termination, suspension or reduction of covered services, we give notice at 
least 10 calendar days before the date of action, or five days if fraud is verified. 


3.12.4.5 The vendor must give notice by the date of the action for the following 
circumstances:   


A. In the death of the recipient;  


Noted and agreed. 


B. A signed written recipient statement requesting termination or giving 
information requiring termination or reduction of services (where the 
recipient understands that this must be the result of supplying that 
information); 


Noted and agreed. 


C. The recipient’s admission to an institution where he is ineligible for Medicaid 
services; 


Noted and agreed. 
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D. The recipient’s address is unknown and mail directed to him has no 
forwarding address; or 


Noted and agreed. 


E. The recipient has been accepted for Medicaid services by another local 
jurisdiction, state, territory, or commonwealth. 


 Noted and agreed. 


3.12.4.6 The vendor must give a Notice of Action on the date of action when the action is a 
denial of payment.  


Noted and agreed. 


3.12.4.7 The vendor must give notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or 
expedited service authorizations. Untimely service authorizations constitute a 
denial and are thus adverse actions. 


Noted and agreed. 


3.12.4.8 The recipient’s right to receive written resolution notice that includes the results of 
the process and the date it was completed. In addition, reasonable efforts shall be 
made to provide oral resolution notice. 


Noted and agreed. 


3.12.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include:  


A. The right to request a State Fair Hearing, and how to do so; 


Noted and agreed. 


B. The right to request to receive benefits while the hearing is pending, and how 
to make the request; and 


Noted and agreed. 


C. That the recipient may be held liable for the cost of those benefits if the 
hearing decision upholds the vendor's action.  


Noted and agreed. 
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3.12.5 Handling of Grievances and Appeals  


The vendor is required to dispose of each grievance and resolve each appeal and to 
provide notice as expeditiously as the recipient’s health condition requires within 
the State’s established time frames specified as follows: 


3.12.5.1 Standard disposition of grievances:  The vendor is allowed no more than ninety (90) 
calendar days from the date of receipt of the grievance. 


Noted and agreed. 


3.12.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) 
calendar days from the date of receipt of the appeal. 


Noted and agreed. 


3.12.5.3 Expedited resolution of appeals:  The vendor must resolve each expedited appeal 
and provide notice, as expeditiously as the recipient’s health condition requires, 
not to exceed three (3) business days after the vendor receives the expedited 
appeal request. The vendor is required to establish and maintain an expedited 
review process for appeals when the vendor determines or the provider indicates 
that taking the time for a standard resolution could seriously jeopardize the 
recipient’s life or health or ability to attain, maintain, or regain maximum function. 
The vendor must ensure that punitive action is not taken against a provider who 
requests an expedited resolution or supports an appeal.  If the vendor denies a 
request for an expedited resolution of an appeal, it must transfer the appeal to the 
standard timeframe of no longer than thirty (30) calendar days from the day the 
vendor receives the appeal (with a possible fourteen (14) calendar day extension) 
for resolution of appeal and give the recipient prompt oral notice of the denial and 
follow up within two (2) calendar days with a written notice. 


A. The vendor must inform the recipient of the limited time available to present 
evidence and allegations of fact or law, in person or in writing, in the case of 
the expedited resolution. 


B. These time frames may be extended up to fourteen (14) calendar days if the 
recipient requests such an extension or the vendor demonstrates to the 
satisfaction of the DHCFP that there is a need for additional information and 
how the extension is in the recipient’s interests. If the State grants the 
vendor’s request for an extension, the vendor must give the recipient written 
notice of the reason for the delay. 


We resolve all recipient and provider complaints/grievances and appeals within 30 
days of receipt. All appeals and complaints/grievances received from the State will 
be resolved within a timeframe specified by a Service Level Agreement, depending 
on the more restricted timeframe. 
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If the recipient’s life or health is at risk, the recipient may file an expedited appeal. 
To handle emergency clinical situations, the appeals specialist follows department 
protocol to expedite the resolution, which includes immediately notifying an on-call 
dental consultant. For expedited appeals, the Nevada dental director or a dental 
consultant will make the expedited appeal determination within one business day 
from the receipt of the appeal and the complaints and appeals specialist will 
verbally notify the recipient. Written notification will follow verbal notification within 
two business days of the decision. All other steps are the same as the standard 
appeal process. For all inquiries that are clinical in nature, the appeals specialist 
gathers clinical documentation and routes it to a licensed dental consultant for 
review and determination. 


3.12.5.4 In handling grievances and appeals, the vendor must meet the following 
requirements:  


A. The vendor must provide recipients any reasonable assistance in completing 
forms and taking other procedural steps, including assisting the recipient 
and/or the recipient’s representative to arrange for non-emergency 
transportation services to attend and be available to present evidence at the 
appeal hearing. This also includes, but is not limited to, providing interpreter 
services and toll-free numbers that have adequate teletypewriter (TTY)/ 
Telecommunications device for the deaf (TDD) and interpreter capability; 


B. Acknowledge receipt of each grievance and appeal; 


C. Ensure that the individuals, or their subordinates, who make decisions on 
grievances and appeals were not involved in any previous level of review or 
decision-making; and 


D. Ensure that the individuals who make decisions on grievances and appeals 
are health care professionals who have the appropriate clinical expertise in 
treating the recipient’s condition or disease if the grievance or appeal 
involves any of the following: 


1. An appeal of a denial that is based on medical necessity; 


2. A grievance regarding the denial of an expedited resolution of an appeal; 
or 


3. A grievance or appeal that involves clinical issues. 


We will adhere to all requirements outlined in 3.12.5.4 A –D. Any recipient requiring 
assistance in filing a complaint will be referred to a member advocate, who will 
provide guidance and support as required, including arranging for non-emergency 
transportation services to be present at the appeal hearing, and providing 
interpreter services. 


To ensure appropriate guidance and impartiality, the provider issuing the appeals 
determination will hold the same licensure or have the same specialty practice or 
knowledge as the appealing provider, and the Dental Consultant reviewing the 
appeal will not be the same consultant involved in making the initial determination. 


We also require the following attestation for each appeal which is saved and 
documented with the respective complaint/grievance or appeal record: 
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I, (insert name of reviewing consultant), attest that, to the best of my knowledge, I 
have a scope of licensure or certification that typically manages the medical 
condition, procedure, treatment, or issue under review, as well as current, relevant 
experience and/or knowledge to render a determination for the case under review. 
(Insert what is being appealed)  


3.12.5.5 The process for appeals also requires: 


A. That oral inquiries seeking to appeal an action are treated as appeals (in 
order to establish the earliest possible filing date for the appeal) and must be 
confirmed in writing unless the recipient requests expedited resolution; 


Noted and agreed. 


B. That the recipient is provided a reasonable opportunity to present evidence, 
and allegations of fact or law, in person as well as in writing, and that the 
recipient is informed by the Vendor of the limited time available for this in the 
case of expedited resolution; 


Noted and agreed. 


C. That the recipient and his/her representative is provided the opportunity, 
before and during the appeals process, to examine the recipient’s case file, 
including medical records, and any other document and records considered 
during the appeals process; and 


Noted and agreed. 


D. The vendor to include, as parties to the appeal, the recipient and his/her 
representative or the legal representative of a deceased recipient’s estate. 


Noted and agreed. 


3.12.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal 
in written format. The written notice must include the results of the resolution 
process and the date it was completed. For appeals that are not wholly resolved in 
favor of the recipient, the notice must also include:  


A. The right of the recipient to request a State Fair Hearing from the DHCFP and 
how to do so;  


Noted and agreed. 


B. The right to request to receive benefits while the hearing is pending and how 
to make this request; and 


Noted and agreed. 


C. That the recipient may be held liable for the cost of those benefits if the State 
Fair Hearing’s Officer upholds the vendor’s action. 


Noted and agreed. 


3.12.5.7 For expedited appeal resolution requests, the vendor is required to make a good 
faith effort to provide an oral notice of the disposition in addition to the required 
written notice. 


Noted and agreed. 
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3.12.5.8 The vendor is required to maintain records of grievances and appeals, which the 
DHCFP will review as part of the Division’s quality strategy. 


Noted and agreed. 


3.12.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / 
Quality Improvement committee meetings to the review of recipient complaints and 
appeals that have been received.  


The Quality improvement committee (QIC) receives regular written reports from Provider 
Relations, Quality Management and Marketing. It provides information on member and 
provider satisfaction survey results, recipient complaints, grievances, telephone access, 
disenrollment, credentialing and preventive health services—all of which are used for 
developing service improvement projects. The QIC and CAC analyze the information and 
make recommendations for improvement. 


The Quality Improvement Program (QIP) encompasses both clinical care and service 
activities, involving multiple committees (Quality Improvement Committee (QIC), Clinical 
Policy and Technology, Clinical Affairs Committee (CAC), Peer Review, and 
Credentialing) in the improvement process. 


The annual QIP incorporates findings from the program evaluation; for example, needed 
improvements, changes in process or structure and follow-up studies, in addition to 
activities mandated by state and federal regulations and customer expectations. The 
board of directors reviews and approves the QIP evaluation and annual QIP. 


The national dental director for quality management and chief dental officer are 
responsible for monitoring follow-through when clinical and service improvements are 
identified. We maintain documentation about implementing recommendations of system 
changes, corrective actions, educational endeavors and overall effectiveness.  


We use the QIP to make sure goals are met and improvements are effective. We evaluate 
the scope, activities, goals and objectives. We trend key clinical and service indicators 
and note quantitative improvements in care and service, based on the quality 
improvement initiatives. We evaluate our resources and make recommendations for the 
coming year. 


The QIC provides an annual written evaluation of our QIP to the board of directors. This 
evaluation focuses on strengths and weaknesses, trends/patterns, barriers to 
improvements and demonstrated accomplishments in improving care and services to 
recipients. 


The committee reviews and revises the QIP for the upcoming year to submit to the board 
of directors for approval. The work plan incorporates aspects of the annual evaluation, 
relevant state and federal requirements, indicator requirements and employer requests for 
monitoring and reporting. 


3.12.6 State Fair Hearing Process 


3.12.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, 
recipient’s representative or the representative of a deceased recipient’s estate has 
the right to request a State Fair Hearing from the DHCFP when they have exhausted 
the vendor’s appeal system without receiving a wholly favorable resolution 
decision. The request for a State Fair Hearing must be submitted in writing within 
ninety (90) calendar days from the date of the vendor’s notice of resolution.  


Noted and agreed. 
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3.12.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, 
how to obtain such a hearing, and representation rules must be explained and 
provided in writing to the recipient by the vendor pursuant to 42 CFR 431.200(b); 42 
CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).  


Noted and agreed. 


3.12.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s 
expense, in each circumstance in which a recipient for whom the vendor has made 
an adverse determination requests a State Fair Hearing. The vendor is bound by the 
decision of the Fair Hearing Officer.  (Please refer to the Chapter 3100 of the MSM 
for timeframes for standard and expedited State Fair Hearings.) 


Noted and agreed. 


3.12.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair 
Hearing are Pending. 


Noted and agreed. 


3.12.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal 
appeals process is pending and while the State Fair Hearing is pending if all of the 
following conditions exist: 


A. The appeal is submitted to the vendor on or before the later of the following:  
within ten (10) days plus mailing time, of the vendor mailing the Notice of 
Action; or, the intended effective date of the vendor’s proposed action; 


B. The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment; 


C. The services were ordered by an authorized provider; 


D. The original periods covered by the original authorization have not expired; 
and 


E. The recipient requests an extension of benefits. 


We will continue or reinstate the recipient’s benefits while an appeal is in process in 
compliance with the above conditions. 


3.12.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the 
appeal is pending, the benefits must be continued until one of the following occurs:  


A. The recipient withdraws the appeal; 


B. Ten (10) days pass after the vendor mails the notice of action, providing the 
resolution of the appeal against the recipient, unless the recipient, within the 
10-day timeframe has requested a State Fair Hearing with continuation of 
benefits until a State Fair Hearing decision is reached; 


C. A State Fair Hearing Officer issues a hearing decision adverse to the 
recipient; and 


D. The time period of service limits of a previously authorized service has been 
met. 


We will continue or reinstate the recipient’s benefits while an appeal is in process in 
accordance with the above conditions. 
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3.12.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may 
recover the cost of the services furnished to the recipient while the appeal was 
pending, to the extent that they were furnished solely because of the requirements 
of this section and in accordance with policy set forth in 42 CFR 431.230(b). 


Noted and agreed. 


3.12.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay 
services that were not furnished while the appeal was pending, the vendor must 
authorize or provide the disputed services promptly and as expeditiously as the 
recipient’s health condition requires.  If the vendor or State Fair Hearing Officer 
reverses a decision to deny authorization of services, and the recipient received the 
disputed services while the appeal was pending, the vendor must pay for those 
services. 


Noted and agreed. 


3.12.8 Provider Grievances and Appeals  


The vendor must establish a process to resolve any provider grievances and 
appeals that are separate from, and not a party to, grievances and appeals 
submitted by providers on behalf of recipients.  Written grievance and appeals 
procedures must be included, for review and approval, at the time the vendor 
policies and procedures are submitted to the DHCFP and at any time thereafter 
when the vendor’s provider grievance and appeals policies and procedures have 
been revised or updated. The vendor may not implement any policies and 
procedures concerning its provider grievance and appeal system without first 
obtaining the written approval of the DHCFP. 


The following provisions reflect minimum requirements and are not intended to 
limit the scope of the vendor’s grievance and appeals process for providers. 


Please see Attachment 3A1_Grievances and Appeals Flowcharts. 


3.12.8.1 General Requirements 


The vendor must accept written or oral grievances and appeals that are submitted 
directly by the provider as well as those that are submitted from other sources, 
including the DHCFP. An oral appeal must be followed by a written, signed appeal; 
however, the oral appeal must count as the initial date of appeal. The vendor must 
keep a written or electronic record of each provider grievance and appeal to include 
a description of the issue, the date filed, the dates and nature of actions taken, and 
the final resolution. The vendor must issue a final decision, in writing, no later than: 


A. Ninety (90) calendar days after a grievance is filed; and 


B. Thirty (30) calendar days after an appeal is filed. 


We accept written and oral grievances and appeals that are submitted directly by the 
provider as well as those that are submitted from other sources, including the DHCFP, as 
required above. 
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3.12.8.2 State Fair Hearings 


When a provider has exhausted the vendor’s internal appeals process, the provider 
has the right to submit a written request to the DHCFP for a State Fair Hearing. It is 
the vendor’s responsibility to notify the provider of this right at the time the 
provider enters into a contract with the vendor and when the outcome of an appeal 
is not wholly in favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 
431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). A State Fair Hearing decision 
will be made within ninety (90) calendar days from the date of request for direct 
access to a State Fair Hearing. Disputes eligible for the State Fair Hearing process 
include: 


A. Denial or limited authorization of a requested service; 


B. Reduction, suspension or termination of a previously authorized service; 


C. Denial, in whole or in part, of payment for a service; 


D. Demand for recoupment;  


E. Failure of the vendor to meet specified timeframes (e.g., authorization, claims 
processing, appeal resolution); and 


F. The denial for disenrollment for good cause. 


At the time of contracting we notify all providers of our appeals process, including the right 
to a fair hearing. We agree to the fair hearing timeframe and components as outlined 
above. 


3.12.9 Expedited State Fair Hearing 


3.12.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when 
the appeal was first heard through the Vendors appeal process is as expeditiously 
as the recipient’s health condition requires, but no later than three (3) working days 
from the State’s receipt of a hearing request for a denial of service that: 


A. Meets the criteria for an expedited appeal process but was not resolved 
within the vendor’s expedited appeal timeframes, or  


B. Was resolved wholly or partially adversely using the vendor’s expedited 
appeal timeframes. 


We acknowledge and agree to the State’s timeframe and requirements with regard to 
expedited fair hearings. 


3.12.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when 
the appeal was made directly to the State’s Fair Hearing process without accessing 
the vendor appeal Process is as expeditiously as the recipient’s health condition 
requires, but no later than 3 working days from the State’s receipt of a hearing 
request for a denial of service that meets the criteria for an expedited resolution. 


The DHCFP will not accept requests for State Fair Hearings that address provider 
enrollment, termination or other contract disputes between the vendor and its 
providers and/or subcontractors. Likewise, grievances are not eligible for State Fair 
Hearings.  


We acknowledge and agree to the State’s timeframe and requirements with regard to 
expedited fair hearings. 
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3.12.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply 
with any decision resulting from the Fair Hearing process.  


We acknowledge and agree that we will be bound by the decision of the Fair Hearing 
Officer and must comply with any decision resulting from the Fair Hearing process. 


3 . 1 3  M AN AG EM E N T  I N F ORM AT I O N  SY ST EM  (M IS )  
3.13.1 The vendor shall operate an MIS capable of maintaining, providing, documenting, 


and retaining information sufficient to substantiate and report vendor’s compliance 
with the contract requirements. 


The Enterprise System information technology (IT) team maintains a platform that 
provides processing solutions that include, but are not limited to: 


■ Eligibility, enrollment and disenrollment management and data exchange 


■ Provider network management, credentialing, enrollment and confirmation file 
exchange 


■ Member and provider information access through secure online portals 


■ Report generation and transmission to facilitate standard and ad hoc reporting 


■ Care coordination and case management for physical health and behavioral health 
with social components for whole-person care 


■ Claims processing, edits and adjustments 


■ Claims adjudication, payment and coordination of benefits (COB) for claims with 
third party liability (TPL) 


■ Financial management and accounting 


3.13.2 The vendor shall have an MIS capable of documenting administrative and clinical 
procedures while maintaining the privacy and confidentiality requirements pursuant 
to HIPAA. The vendor shall provide the DHCFP with aggregate performance and 
outcome data, as well as its policies for transmission of data from network 
providers as outlined in this RFP, Reporting Guide and Attachments. The vendor 
shall have internal procedures to ensure that data reported to the DHCFP are valid 
and to test validity and consistency on a regular basis.  


Our MIS is currently capable of documenting administrative and clinical procedures while 
upholding the HIPAA privacy and confidentiality requirements, including regulations and 
updates regarding administrative simplification, privacy and security. 


Our information systems are compliant with the privacy, security and administrative 
simplification requirements associated with the broad HIPAA of 1996, as amended or 
modified. We comply with HIPAA Electronic Data Interchange (EDI) requirements, 
including the HIPAA-compliant formats. Our systems are compliant with HIPAA 
transaction and code set standards. 
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We are committed to safeguarding the confidentiality of Nevada recipients’ personally 
identifiable information (PII) and protected health information (PHI) through compliance 
with HIPAA regulations, the Health Information Technology for Economic and Clinical 
Health (HITECH) Act, and Nevada privacy laws and regulations. We carefully monitor 
both federal and Nevada legislation and regulations, and take appropriate action when 
necessary to reinforce ongoing compliance. 


Our encounter data reporting system assures the provisioning of aggregated, 
unduplicated service counts across service categories, provider types and treatment 
facilities. Our standardized reporting methodology supports CMS reporting categories for 
collecting service event data and costs associated with each category of service. 


In further compliance with DHCFP reporting requirements as outlined in Attachment T- 
Forms and Reporting Guide, we also will provide all reports according to required time 
frames, as outlined in detail in our response to the requirements listed in Section 3.16. 


3.13.3 Eligibility Data 


3.13.3.1 The vendor enrollment system shall be capable of linking records for the same 
enrolled recipient that are associated with different Medicaid and/or Nevada Check 
Up identification numbers; e.g., recipients who are re-enrolled and assigned new 
numbers. 


The Enterprise System includes management of enrollment and recipient ID numbers, to 
link recipient records that may have been established under separate programs or 
separate recipient identification numbers. To minimize the occurrence of duplicate 
recipient records, our process does not rely solely on the unique identification numbers 
when electronically processing enrollment additions, terminations or changes. We 
evaluate several key attributes about an individual using a tiered matching logic to 
determine if the recipient exists under a different program identification number. 


Additionally, our enrollment system programmatically reconciles recipient enrollment-file 
discrepancies by looking at critical data elements, such as name, date of birth and Social 
Security number (SSN) to identify potential duplicates, which are resolved after 
confirmation from DHCFP. 


3.13.3.2 The vendor shall update its eligibility database whenever enrolled recipients 
change names, phone numbers, and/or addresses, and shall notify DHCFP of such 
changes. 


We update our eligibility data whenever recipients change names, phone numbers and/or 
addresses, and notify DHCFP of these changes. We monitor for changes through direct 
member interaction by our member services department and through daily/monthly (X12) 
834 transaction files provided by DHCFP. 


The eligibility system provides automatic error alerting that triggers error correction 
processes and procedures for manual correction by our eligibility team. Upon receipt of 
the monthly enrollment file from DHCFP, our eligibility team compares and reconciles the 
roster of recipients to verify that there are no discrepancies. We take the following steps to 
guarantee data integrity: 


■ Each month, the Enterprise System systemically compares the membership files 
received from DHCFP against our membership records and identifies changes in 
name, gender, group number, phone number, address, birth date, effective date 
and SSN 
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■ DHCFP membership record updates are then electronically loaded using a 
generated batch input file into the eligibility database 


■ An exception report is produced identifying recipient information not meeting 
electronic update criteria 


■ Our enrollment team manually reviews exception reports daily, verifies recipient 
eligibility as needed with the State’s enrollment system and makes corrections, as 
needed 


We make updates to our integrated eligibility database online in real time and we 
communicate updates to DHCFP daily through the Provider Supplied Data File 
transmission. 


3.13.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.   


We provide DHCFP with daily electronic notification of inaccurate recipient addresses 
through the required Provider Supplied Data File. 


3.13.4 Encounter and Claims Records  


We have a strong history of providing timely, accurate and complete data across the state 
Medicaid markets we serve and understand that continuing to do so has never been more 
important, especially given CMS’ final rule to modernize Medicaid managed care 
regulations. 


We are committed to meeting all standards of the new regulations, including new 
requirements related to encounter data submissions. We understand the final rule 
includes changes that implement provisions of the Affordable Care Act and strengthen 
encounter data submissions from managed care plans to states and from states to CMS. 
We will submit complete, timely and accurate encounter data submissions to the State in 
the level of detail and format required by CMS. This enables DHCFP to submit encounter 
data to CMS that meets the criteria for accuracy, completeness and timeliness. 


3.13.4.1 The encounter data reporting system must be designed to assure aggregated, 
unduplicated service counts provided across service categories, provider types, 
and treatment facilities. The vendor shall use a standardized methodology capable 
of supporting CMS reporting categories for collecting service event data and costs 
associated with each category of service.  


In compliance with the requirements of this RFP, our encounter data reporting system 
assures the provisioning of aggregated, unduplicated service counts across service 
categories, provider types and treatment facilities. Our standardized reporting 
methodology supports CMS reporting categories for collecting service event data and 
costs associated with each category of service. 


As required, the Enterprise System will generate and provide person-level records that 
describe the care received by that individual during his or her enrollment period. We will 
provide these records at intervals specified by the State. Currently the State requests 
these data files be sent at the completion of each of the Contractor’s financial cycles. The 
person-level record will include, at a minimum, those data elements listed in the State’s 
Approved Encounter 837 Companion Guide and other associated HIPAA companion 
guides including updates issued by the State's designated Medicaid management 
information system ("MMIS") contractor. 
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3.13.4.2 The vendor shall collect and submit service specific encounter data in the 
appropriate   American Dental Association (ADA) Claims Form format or an 
alternative format if prior approved by the DHCFP. The data submitted to the 
actuary must balance with the data submitted to the DHCFP. The data shall be 
submitted in accordance with the requirements set forth in the contract. The data 
shall include all services reimbursed by Medicaid.  


Our benefits platform includes several custom-built, integrated application modules, 
provides the integrated database that edits and collects data on recipients and providers 
along with the claims and encounters that document the services furnished to recipients.  


By using a common platform and database of claims and encounters, our quality 
assurance procedures safeguard that the data submitted to the actuary balances with the 
data submitted to the DHCFP and that the data includes all services reimbursed by 
Medicaid. By using our dedicated IT team, we have the capability to submit the data in 
accordance with the requirements set forth in the contract. We use a robust regulatory 
monitoring process to maintain compliance with state and federal law. Our system fully 
complies with the HIPAA-compliant standards for information exchange, including the 
5010 version. 


Our technical team has worked with many different trading partners, each with unique 
requirements. We are experienced at transforming, validating, importing, and reconciling 
complex data transactions. We also offer support for individual providers who prefer to 
submit EDI files directly to us in HIPAA 837D format.  


Our experienced EDI Analysts work closely with direct submitters to fully test HIPAA 
compliancy and data file quality in a test environment before accepting and processing 
electronic claims submissions in production. 


We maintain and update written documentation about all aspects of electronic claims 
processing. Technical documents, including transaction Companion Guides, are available 
to dental providers and billing intermediaries online as PDF documents and can be sent in 
hard copy format, upon request.  


■ Written documentation describing electronic claims processes is maintained and 
updated as part of a context-sensitive online help system, which is integrated into 
the benefits management software system. 


■ Documentation of electronic claims testing, submission, and production protocols is 
covered in client-specific policies and procedures. 


■ Data file specifications and transaction Companion Guides are maintained, 
updated, and delivered as PDF documents in an Online Books Library, available in 
our integrated online help system. 


We support all of the methods of electronic claim submission required by the State. We 
receive Third-Party Liability (TPL) claims in the same way as any other claims. 
Attachments submitted with TPL claims are automatically attached to and stored with the 
related claim records. 
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■ We accept electronic claim files through a secure FTP site (Customer Web Portal). 
The preferred method for receiving files is for the client to “push” their files to us 
through an SFTP connection. With our preferred “Push-Push” process, clients 
simply drop their data files on our secure FTP site, and a software package 
automatically moves files into the appropriate directory folders for processing. 
When processing is complete, we “push” the response files back to the client’s FTP 
site.  


■ This process for exchanging data files is convenient, efficient, and allows for 
automated scheduling and processing. For those clients without the technical 
capability to transfer files through an SFTP connection, we can access the client’s 
site instead and download the data files, or clients can send feed files via electronic 
hard media (CD-ROM, DVD, other media) through postal mail or secured email. 


■ As described in (a) above, we can accept and process claims files received via 
electronic hard media, including CD-ROM, DVD, and other media and methods that 
comply with industry standards and dental provider demand. 


■ As described throughout this response, we encourage providers to submit 
electronic claims via direct data entry through our Provider Web Portal. A built-in 
verification process evaluates claim submissions for TPL information and prompts 
users to enter coordination of benefits information and attach related Explanation of 
Benefits documentation before submitting the claim. 


Our integrated electronic transaction system automatically tracks all data import and 
processing activities, preserves a history of all files received, and logs details regarding 
rejected claim records and transactions.  


When 837D files are imported into our automated system, they are evaluated and 
validated using a series of Strategic National Implementation Process (SNIP) tests, 
validation edits, and user-defined edits at various points during the import and 
transformation stages. The system automatically generates 277CA and 999 
Implementation Acknowledgement files, which are sent back to the submitter and used to 
identify and resolve any issues.  


Our HIPAA-compliant software is configured with “hands-off” automation to automatically 
import, validate, load, and retain electronic data and send resulting electronic 
acknowledgements.  


3.13.5 Data Requirements and Certification 


We have extensive experience processing electronic data files. Because our system 
retains a complete history of all files received and processed, and we can easily report 
any transaction data back to the State, as required. 


3.13.5.1 All encounter data must be submitted to the DHCFP or designated contractor per 
EDI standards and federal regulations.  


We comply with HIPAA electronic data interchange requirements, including the HIPAA 
compliant format version. Our systems comply with HIPAA privacy and transaction and 
code set standards. We use standard HIPAA 820, 834, 835, 837D, 837I, 837P, 270/271U, 
NCPDP Post Adjudication History (PAH), 276/277 and 278 file formats for electronic 
transactions. 


Additionally, we comply with the x12 5010 EDI standards. 
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3.13.5.2 All encounter data must reflect all adjustments and voids. 


Our encounter data reflects all adjustments and voids, as required by DHCFP. Given the 
importance and complexity with processing accurate encounter claims across several 
entities, we have an established library of policies and procedures to support encounter 
data reporting. 


We are providing DHCFP accurate, timely and complete encounter data submissions. The 
data are used for evaluating performance and quality and determining premium payments 
in the future. We believe accurate encounter data begins with accurate claims. All new 
claims are subject to a series of reviews to confirm we have all the data we need to not 
only process the claim, but produce accurate encounters. The Enterprise System serves 
as the main data source for encounter data extracts. It performs automated edits and 
HIPAA validations on all claims to confirm the accuracy and completeness of encounter 
data (e.g., presence of provider IDs, national provider identifier [NPI], taxonomy and 
member Medicaid IDs). 


Our encounter data collection and submission process confirms all data provided to 
DHCFP is first tested for accuracy, completeness, logic and consistency. We submit 
encounter data in the HIPAA standard approved by DHCFP. 


3.13.5.3 Regardless of collection status, all improper payments must be adjusted or voided 
from the encounter data within timeframes specified by the DHCFP.  


All improper payments must be adjusted or voided from the encounter data within the time 
frame specified by DHCFP. Our encounter team verifies that encounter files contain 
settled claims, adjustments, denials or voids, including but not limited to, adjustments 
necessitated by payment errors, processed during that payment cycle as well as 
encounters processed during that payment cycle from providers with whom we have a 
capitated arrangement. 


We will make an adjustment to encounter claims when we discover the data are incorrect, 
no longer valid or some element of the claim not identified as part of the original claim 
needs to be changed except as noted otherwise. We will make these adjustments within 
the time frames specified by the DHCFP. 


3.13.5.4 The contract requires the vendor to certify enrollment information, encounter data, 
payment data, and other information submitted to the State for purposes of 
developing vendor payment. Data must comply with the applicable certification 
requirements for data and documents specified by DHCFP pursuant to 42 C.F.R. § 
438.604, 438.606 and 457.950.  A certification, which attests, based on best 
knowledge, information, and belief that the data are accurate, complete and truthful 
as required by the State for participation in the Medicaid program and constrained 
in contracts, proposals and related documents. 


The encounter management team works with internal information technology partners to 
schedule file submissions to meet State-specific timeliness requirements. As required, we 
will include a certification that attests to the truthfulness, accuracy and completeness of all 
enrollments, encounter, payment and other submitted data. 


3.13.5.5 The data submitted to the state by the vendor for purposes of determining vendor 
payments must be certified by one of the following: 


As required, data submitted to the State for the purposes of determining vendor payments 
will be certified by our chief executive officer, chief financial officer or an individual with 
delegated authority. 
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A. The vendor’s Chief Executive Officer; 


Please see Question Response 3.13.5.5. 


B. The vendor’s Chief Financial Officer; or 


Please see Question Response 3.13.5.5. 


C. An individual who has delegated authority to sign for, and who reports 
directly to the vendor’s Chief Executive Officer or the Chief Financial Officer. 


Please see Question Response 3.13.5.5. 


3.13.5.6 Compliance with the requirement of data certification in this agreement is a 
condition for payment by the government. The vendor must agree that he/she has 
read and understands the data certification requirement and agree to comply with 
all applicable laws and regulations. 


We will comply with the requirement of data certification as a condition for payment by the 
government. We will require the person responsible for data certification to read and 
understand the data certification requirements and agree to comply with all applicable 
laws and regulations. 


3.13.6 EPSDT Tracking System 


The vendor shall operate a system that tracks EPSDT activities for each enrolled 
Medicaid eligible child by name and Medicaid identification number. The system 
shall allow the vendor to report annually on the CMS reporting form.  This system 
shall be enhanced, if needed, to meet any other reporting requirements instituted 
by CMS or the DHCFP. 


We have an established tracking system that provides up-to-date information on 
compliance with EPSDT service provision requirements in the following areas: 


■ A clinical dental examination at the eruption of the first tooth and no later than 
twelve (12) month and 


■ Every six months thereafter, or as indicated by the child’s risk status/susceptibility 
to disease. 


■ Diagnosis and/or treatment, or other referrals in accordance with EPSDT screen 
results. 


Our benefits management software platform is extremely comprehensive and flexible 
when it comes to client reporting, and it can be customized to generate reports with real-
time data. The software system can extract data and repackage it into formats required by 
the State of Nevada without programming changes to the system. We have experience 
creating client-specific reports to monitor each recipient’s profile. We track when the 
recipient last received treatment, what services were performed, who performed those 
services, any authorizations received for referrals to specialists, and when the recipient is 
due for their next preventive service. 


We have sophisticated and customizable monitoring and reporting capabilities available to 
track recipient dental utilization. These include: 
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■ HEDIS reports providing a snapshot summary of the Medicaid dental program’s 
month-to-month performances by determining all recipients eligible for services, 
such as sealants, and those that have received preventive services, to provide a 
HEDIS score for each HEDIS eligible age group.  


■ Real-time dashboards to track the percentage of patients accessing care. Our 
reporting tools are integrated into our benefits management software system to 
analyze and compare the types of services being rendered, including preventative 
and restorative services. 


■ Detailed analytical reports that track by recipients by county, by zip code, and by 
age to analyze which counties outperformed others, and where targeted outreach 
could be best implemented.  


These report outcomes allow us to identify the opportunities to drive EPSDT rates and 
thereby allow us to create targeted, focused outreach programs to these targeted 
recipients. Our targeted outreach programs take into consideration factors that are likely 
barriers to service for recipients. This analysis allows us to adapt the outreach plan, as 
necessary, to address utilization and increase percentages of preventative and restorative 
services for recipients. 


The system enables us to report activities annually on the CMS reporting form, as 
required. This system can also be enhanced to meet any other reporting requirements 
instituted by CMS or the DHCFP. 


3 . 1 4  O PE R AT I O N AL  RE Q UI REM EN T S 
3.14.1 Dental Director's Office 


The vendor must designate a Dental Director to be responsible for the oversight of 
development, implementation and review of the vendor's Internal Quality Assurance 
Program, including implementation of and adherence to any Plan of Correction. The 
Dental Director need not serve full time or be a salaried employee of the vendor, but 
the vendor must be prepared to demonstrate it is capable of meeting all 
requirements using a part-time or contracted non-employee director. The vendor 
may also use assistant or associate Dental Directors to help perform the functions 
of this office. The Dental Director and the vendor's Utilization Management and 
Internal Quality Assurance Plan Committee are accountable to the vendor's 
governing body.  The Dental Director must be licensed to practice dentistry in the 
State of Nevada.   


To provide support for this contract we will designate a dental director who will be 
responsible for the oversight, development, implementation and review of our Internal 
QAP, including implementation and adherence to any POC. As required, the dental 
director and the Utilization Management and Internal Quality Assurance Plan Committee 
will be accountable to our Board of Directors. 


The assigned dental director will be licensed in Nevada as a Doctor of Dentistry with no 
restrictions or other licensure limitations. In this role he/she will be available during normal 
business hours for Utilization Review (UR) decisions and is authorized and empowered to 
represent our organization regarding clinical issues, UR and quality of care inquiries. In 
this role the dental director is responsible for the following functions and all activities 
included in 3.14.2 – 3.14.2.9.  
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■ Ensuring provider profiling reporting is completed and reviewed with providers 


■ Conducting provider counseling on quality of care complaints or failure to comply 
with any Nevada provider guidelines 


■ Completing outreach to providers who show aberrant reporting results to monitor 
fraud and abuse patterns 


■ Participating in the Fraud and Abuse Program 


■ Conducting on-site reviews of providers with suspect utilization under the Fraud and 
Abuse Program 


■ Making recommendations to the peer review committee 


■ Monitoring the work of the Nevada  based dental consultants and dental review 
specialists 


■ Making determinations on quality of care complaints 


■ Reviewing of credentialing files and recommendations on re-credentialing decisions 


■ Making determinations on all member appeals 


■ Monitoring the quality of the provider network 


■ Monitoring the work of Level 3 dental consultants 


■ Reporting to the dental director will be the quality improvement manager, quality 
management manager and benefit administration and utilization manager as it 
pertains to the contract.  


3.14.2 The responsibilities of the Dental Director include the following: 


3.14.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality 
Assurance Plan committee; 


As requested, the dental director serves as a co-chairman of the vendor’s Utilization 
Management and Quality Assurance Plan committee. 


3.14.2.2 Directs the development and implementation of the vendor's Internal Quality 
Assurance Plan (IQAP) and utilization management activities and monitoring the 
quality of care that vendor’ recipients receive; 


As requested, they will direct the development and implementation of the vendor’s IQAP 
and utilization management activities and monitoring the quality of care that vendor 
recipients receive. 


3.14.2.3 Oversees the development and revision of the vendor's clinical care standards and 
practice guidelines and protocols; 


The dental director oversees the development and revision of the vendor’s clinical care 
standards and practice guidelines and protocols. 
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3.14.2.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


The director reviews all potential quality of care problems and oversees the development 
and implementation of, as well as the adherence to the POC. 


3.14.2.5 Oversees the vendor's referral process for specialty and out-of-network services.  
All services prescribed by a PDP or requested by a recipient which are denied by 
the vendor must be reviewed by a dentist with the reason for the denial being 
documented and logged; 


The dental director will also oversee the vendor’s referral process for specialty and out-of-
network services.  All services prescribed but are denied will be reviewed a licensed 
dentist who will then document and log all information related to the claim. 


3.14.2.6 Oversees the vendor's provider recruitment and credentialing activities; 


The director will oversee all provider recruitment and credentialing activities. 


3.14.2.7 Serves as a liaison between the vendor and its providers, communicating regularly 
with the vendor's providers, including oversight of provider education, in-service 
training and orientation; 


As part of our commitment to provide exceptional provider access and services, the dental 
director will serve as a provider liaison and will provide oversight to the provider relations 
staff that provides direct support to the network. 


3.14.2.8 Serves as the vendor’s consultant to dental staff with regard to referrals, denials, 
grievances and problems; 


The dental director will serve as a consultant with regard to referrals, denials, grievances 
and problems. 


3.14.2.9 Ensures coordination of out-of-network services; and 


As required, the dental director will provide guidance to support the coordination of  out-of-
network services. 


3.14.2.10 The vendor must also identify a liaison, which can be the Dental Director, to work 
with DHCFP regarding utilization review and quality assurance issues. 


The dental director will be the liaison to DHCFP and will provide direct guidance to the 
manager of the utilization management program who will supervise the day-to-day 
operation of the authorization program. 


3.14.3 Vendor Operating Structure and Staffing 


The vendor must assure the DHCFP that the organization is adequately staffed with 
experienced, qualified personnel. The vendor shall provide such assurances as 
follows: 


We have a highly experienced management staff with many years of service with our 
organization and significant years of collective managed care industry experience. This 
broad, diverse management team possesses the knowledge, education and expertise 
necessary to direct program operations and they have been instrumental in making us the 
highly successful organization we are today. 
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3.14.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or 
whenever a significant change in the organization occurs.  The organizational chart 
must depict each functional unit of the organization, numbers and types of staff for 
each function identified, lines of authority governing the interaction of staff, and 
relationships with major subcontractors. The organizational chart must also identify 
key personnel and senior-level management staff and clearly delineate lines of 
authority over all functions of the Contract.  The names of key personnel must be 
shown on the organizational chart. The State must approve all awarded vendor key 
staff. The State reserves the right to require the removal of any member of the 
awarded vendor's staff from the project. 


We will provide DHCFP with an updated organizational chart every six months or 
whenever a significant change in the organization occurs that depicts each functional unit 
of the organization, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff and relationships with major subcontractors. 
The organizational chart will include all key personnel and senior level management staff 
and will clearly delineate lines of authority over all functions of the contract. 


3.14.3.2 The vendor must have in place the organizational, management and administrative 
systems capable of fulfilling all contract requirements. At a minimum, the vendor 
must have qualified staff in the following areas: 


A. Operations Manager; 


B. Accounting and budgeting;  


C. Dental Director's office;  


D. Dental Management, including quality assurance/utilization review;  


E. Recipient services;  


F. Provider services;  


G. Grievances, appeals, and fair hearings;  


H. Claims processing;  


I. Management information systems (MIS); and  


J. Program Integrity.  


We will put in place all requested organizational, management and administrative systems 
capable of fulfilling all contract requirements as outlined in A-J.   
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3.14.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not 
be assigned to any other responsibility and must be housed in the vendor’s Nevada 
administrative offices, key personnel may be responsible for more than one area. 
The vendor shall ensure that all staff has appropriate training, education, and 
experience to fulfill the requirements of their positions, including the Nevada 
Medicaid/CHIP Operations Manager.  The vendor shall inform DHCFP in writing 
within seven (7) calendar days of any changes in the following key positions: 


A. Administrator; 


B. Chief Financial Officer;  


C. Dental Director;  


D. Recipient Services Manager; 


E. Provider Services Manager; 


F. Grievance and Appeals Coordinator; 


G. Claims Administrator; and 


H. Nevada Operations Manager. 


As required, the Nevada Medicaid/CHIP Operations Manager will be housed in our 
Nevada administrative offices and will not be assigned to any other responsibility.  We will 
ensure that all staff has appropriate training, education and experience to fulfill all 
requirements related to the service and administration of this program. As requested, we 
will inform DHCFP of any changes in key positions within 7 calendar days. 


3.14.4 Subcontractors 


The vendor must comply with the requirements in 42 CFR 438.214 regarding 
contracts with health care professionals.  


We will comply with all federal requirements regarding contracts with health care 
professionals. 


The vendor shall comply with the following: 


3.14.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to 
the service or activity delegated under the subcontract; 


All subcontracts include the requirements of 42 CFR 438.6 that are appropriate to the 
services delegated under the subcontract. 


3.14.4.2 The vendor is responsible for oversight of all network subcontracts and is 
accountable for any responsibilities it delegates to any subcontracted provider 
(AKA, subcontractor).  The vendor must evaluate the prospective subcontractor’s 
ability to perform the activities to be delegated; 


We oversee our network subcontract and are accountable for any responsibilities we 
delegate to any subcontracted provider. We maintain an extensive oversight program for 
our subcontracts, which we will use for this contract. For over a decade at the national 
level, we have garnered a substantial amount of information on working with 
subcontractors and integrating their services into our programs—and we have learned 
how to do this successfully. 
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With each experience, we become more educated on what works and what does not. We 
have taken this knowledge and sought to improve our subcontractor processes continually 
to strengthen our programs and to offer seamless, well-integrated services for our 
recipients and providers. 


Oversight begins before we select a subcontractor. We select only subcontractors who 
support us in improving the effectiveness and efficiency of the delivery of services and 
have a strong reputation for administrative excellence. In accordance with HIPAA, we 
enter into business associate agreements with all subcontracted partners to verify 
compliance with privacy and security regulations. 


Upon selection of a vendor, a method for reporting and measuring performance, based 
upon state contractual requirements (including RFP responses) and internal standards is 
agreed upon with the vendor. In addition, if the vendor handles recipient data or has direct 
connectivity to our systems, we conduct a thorough data security assessment to ensure 
full integration of these vendors with our own internal systems and processes. 


Where appropriate, we include businesses that have been certified by the State Medicaid 
agency. The selection process also includes a due diligence review of the candidate’s 
past performance and experience, financial strength, innovation, ability to perform the 
activities to be delegated, and the ability to meet our security standards. When selecting 
new subcontractors, our vendor management team evaluates each vendor in three 
categories: quality, accessibility and cost. Following our evaluation process, we select a 
subcontractor and establish an agreement to govern the operating relationship. This 
agreement includes delivery of administrative services at a standard to make sure all 
contract requirements are met. 


3.14.4.3 All subcontracts for administrative services provided pursuant to this RFP, 
including, but not limited to, utilization review, quality assurance, recipient 
services, and claims processing, shall be prior- approved by DHCFP.  Prior to the 
award of any subcontract or execution of an agreement with a delegated entity, the 
vendor must provide written information to the DHCFP disclosing the vendor’s 
ownership interest of five percent (5%) or more in the subcontractor or delegated 
entity, if applicable.  All subcontracts shall be submitted to DHCFP for approval 
prior to their effective date.  Failure to obtain advance written approval of a 
subcontract from DHCFP will result in the application of a penalty of $25,000 for 
each incident; 


We agree to have our subcontract and delegation agreements prior approved by DHCFP.  
Prior to the award of any subcontract or execution of an agreement with a delegated 
entity, we will provide written information to the DHCFP disclosing our ownership interest 
of 5 percent or more in any subcontracted or delegated entity.  


3.14.4.4 By the service start date and whenever a change occurs, submit to DHCFP for 
review and approval the names of any material subcontractors the vendor has hired 
to perform any of the requirements of the Contract and the names of their 
principals; 


We will submit names of any material subcontractors by the services start date and 
whenever a change occurs to obtain DHCFP for review and approval. 
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3.14.4.5 Maintain all agreements and subcontracts relating to the contract in writing.  
Provide copies of all agreements and subcontracts to DHCFP within five (5) days of 
receiving such request.  All such agreements and subcontracts shall contain 
relevant provisions of the contract appropriate to the subcontracted service or 
activity, specifically including but not limited to the provisions related to 
confidentiality, HIPAA requirements, insurance requirements and record retention.  
The vendor has the responsibility to assure that subcontractors are adequately 
insured to current insurance industry standards; 


We agree to maintain our delegated agreements and subcontracts in writing and comply 
with the DHCFP’s requests for copies of agreements and subcontracts by providing 
copies of the requested agreements within five days of receiving such request. Our 
subcontractor agreements contain provisions relevant to the subcontracted service or 
activity including HIPAA requirements, insurance requirements and record retention. We 
also require that our subcontractors are adequately insured to the current insurance 
industry standards. 


3.14.4.6 Remain fully responsible for meeting all of the requirements of the Contract 
regardless of any subcontracts for the performance of any Contract responsibility.  
No subcontract will operate to relieve the vendor of its legal responsibility under 
the Contract; 


As the contracted entity, we accept full responsibility for meeting all requirements of the 
contract regardless of any subcontract agreements. 


3.14.4.7 Must have a written agreement with the subcontractor that specifies the activities 
and report responsibilities delegated to the subcontractor and provides for 
revoking delegation or imposing sanctions if the subcontractor’s performance is 
inadequate or substandard; 


We have a written agreement with our subcontractor specifying our delegation of activities 
and report responsibilities to them. The written agreement includes provisions for revoking 
delegation or imposing sanctions should the subcontractor’s performance be inadequate 
or substandard. 


3.14.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject 
the subcontractor to formal review according to periodic schedules established by 
the State, consistent with industry standards and/or State laws and regulations.  If 
the vendor identifies deficiencies or areas for improvement, the vendor and the 
subcontractor must take corrective action; 


We are responsible for oversight of all network subcontracts and accountable for any 
responsibilities we delegate to any subcontracted provider. We monitor our 
subcontractor’s performance on an ongoing basis and subject them to a formal review 
schedule. We have provisions for corrective action plans in our contract with our 
subcontractor. 


3.14.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of 
the vendor’s intention to terminate any such subcontract;  


We agree to notify the DHCFP, in writing, immediately of our intention to terminate a 
material subcontractor, as evidenced by our internal policy, Termination of Subcontract. 
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3.14.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide 
full and complete information about the ownership of any subcontractor with whom 
the vendor has had business transactions totaling more than twenty-five thousand 
dollars ($25,000.00) during the twelve-month (12-month) period ending on the date 
of request as required by 42 CFR 455.105.  Failure to timely comply with the request 
will result in withholding of payment by the State to the vendor.  Payment for 
services will cease on the day following the date the information is due and begin 
again on the day after the date on which the information is received; 


We will provide full and complete information about the ownership of any subcontractor 
with whom we have business transactions totaling more than $25,000 during a 12-month 
period. This information will be provided within 35 calendar days of the date of request. 
These details are included in our internal policy. 


3.14.4.11 DHCFP retains the right to review contracts between the vendor and providers.  
DHCFP agrees to protect the terms of Vendor-Provider contracts, if the vendor 
clearly label individual documents as a "trade secret" or "confidential"” as per 
Section 25 of Attachment D, Contract Form; and 


We agree to allow DHCFP to review our provider contracts. 


3.14.4.12 In the event any network provider or subcontractor is determined not to meet 
federal requirements and results in a federal disallowance of federal funds, the 
vendor will be financially responsible to refund the amount of the federal 
disallowance and the corresponding state share to DHCFP.  If such disallowance is 
treated as a default or breach, or otherwise subject the vendor to sanctions under 
Section 13 of Attachment D Contract Form, any such liquidated damages are not 
exclusive and are in addition to any other remedies available under this contract.  
All existing subcontracts, requiring amendments to meet the requirements of this 
contract, shall be amended.  All future subcontracts must meet the requirements of 
this contract and any amendments thereto. 


In the event that our subcontractors do not meet federal requirements that results in a 
federal disallowance of federal fund, we agree to be financially responsible and refund the 
amount of the federal disallowance and the corresponding state share to the DHCFP. Our 
network provider contracts and subcontracts meet current federal requirements and are 
amended as necessary. 


3.14.5 Implementation 


3.14.5.1 Vendor Plan 


The vendor shall: 


A. Develop and submit to DHCFP for approval, no later than one (1) month after 
notification that DHCFP has selected it for Contract negotiations, a detailed 
work plan and timeline for performing the obligations set forth in the 
Contract for the first contract year. 


We will provide our detailed work plan and timeline for performing the obligations 
set forth in the contract within one month of receiving notice from DHCFP of our 
selection for Contract negotiations. This work plan and timeline will specifically 
outline our plans to implement all requirements. 
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Our significant experience, knowledge and capacity enabled us to minimize issues 
and challenges during implementation while maximizing the long-term viability, 
success and value of this important program for the recipients and providers we 
serve. As part of our governance process, we formalized our ability to continually 
improve and evolve based upon lessons learned and best practices. This includes 
eliminating duplicative work, leveraging the diverse skillsets of team members and 
delivering an implementation experience for our state partner that is seamless to 
recipients and consistently outstanding. 


We have significant experience implementing managed care programs comparable 
in size and complexity to Nevada’s Medicaid and Check Up Programs with special 
understanding of the needs and concerns of TANF, CHIP and Medicaid Expansion 
populations. Based on our experience implementing similar programs, our 
implementation plan will provide continuity of care and services for existing 
recipients as well as seamless transition for new recipients. 


We are confident our experienced Medicaid and CHIP managed care program 
meets the requirements of this RFP. We are eager to partner with the state to 
expand to new geographic areas, and will adjust our implementation plan to include 
the additional network, staffing and outreach requirements to accommodate a 
geographic expansion. Should the State incorporate additional programs and/or 
population into Medicaid managed care, we will partner with the State to create 
program-specific updates, add specific provider types to the network and adjust 
benefits and clinical processes to serve the new populations appropriately. 


Our implementation approach is proven, reliable and replicable. It enables 
continuity of care and services for existing recipients as well as seamless transition 
for new recipients by understanding and anticipating issues that may affect them 
and providing timely resolution of those issues. 


B. Provide DHCFP with updates to the initial work plan and timeline, identifying 
adjustments that have been made to either, and describing the vendor’s 
current state of readiness to perform all Contract obligations.  Until the 
service start date, the vendor shall provide biweekly written updates to the 
work plan and timeline, and thereafter as often as DHCFP determines 
necessary. 


We will provide DHCFP with biweekly written updates to the initial work plan and 
timeline as described above and until the service start date; and thereafter as often 
as DHCFP deems necessary. 


Our comprehensive work plan outlines each step of the readiness preparation 
process and guides every implementation we perform. For Nevada, it identifies the 
detailed steps, accountabilities and time frames to achieve a timely implementation 
beginning with pre-implementation activities and progressing through to enrollment 
and the July 1, 2017, start date. Our work plan includes a timeline with specific 
dates, events and dependencies that allow us to track progress through to 
completion of each task. The work plan is a dynamic tool, and the implementation 
management team uses it to monitor all aspects of the project and identify potential 
risks in upcoming phases. 
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Our leadership team will work closely with DHCFP to establish or update project 
management and reporting standards, communication protocols, key points of 
contact, and standing meetings, as well as ratify or adjust the transition schedule as 
necessary. Once these mutual expectations and understandings are confirmed, we 
will finalize our implementation work plan, subject to DHCFP review and approval. 
Among other things, the final implementation work plan will document the content 
and format of all contract deliverables, project management procedures (including 
steps or processes that require DHCFP involvement), transition reporting 
requirements and deadlines. 


Our work plan clearly demonstrates the start and end dates of all tasks and 
subtasks based upon anticipated feedback and necessary interfaces with DHCFP. 
This plan will be internally managed and updated weekly. For the purposes of this 
proposal submission, we will provide to DHCFP a written update report to our work 
plan on a biweekly basis. The more detailed weekly plan is available upon request 
by the State. 


We have an established structure in place for completion and DHCFP signoff on all 
deliverables and major activities including all aspects of implementation project 
preparation. We include action items identified in meetings or reviews on our Work 
Plan Action Log. We assign identified action items to a functional owner (e.g., 
enrollment, claims) per the accountability matrix. The functional owner is then 
responsible for completing the action, leading cross-functional completion of the 
item and escalating any further development decisions, in compliance with State 
requirements. The senior project manager will report regularly on the status of the 
item and communicates directly with the functional owner until the action item is 
resolved. 


We update the work plan through regularly scheduled weekly meetings to verify the 
entire implementation team can adjust or compensate as needed for timely 
remediation. 


C. Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than 
ten (10) business days prior to the service start date, all deliverables to allow 
for timely DHCFP identified modifications. 


We agree to submit all deliverables to the DHCFP within a minimum of 10 business 
days of the service start date, unless otherwise required by the DHCFP. 


D. Beginning no later than sixty (60) calendar days prior to the service start 
date, the vendor shall implement procedures necessary to obtain executed 
subcontracts and Medicaid provider agreements with a sufficient number of 
providers to ensure satisfactory coverage of initial enrollments.  The DHCFP 
reserves the right to require an access report at any time after the service 
start date when barriers to access or network inadequacies are identified or 
are questionable. 


We agree to prepare and deliver an access report to the DHCFP at any time that 
such report is requested by the DHCFP. We have established and proven 
procedures for obtaining executed subcontracts and Medicaid provider agreements 
and we will provide network updates to the DHCFP upon request, including no later 
than 60 calendar days prior to the July 1, 2017, service start date, and as may be 
otherwise required per the contract or DHCFP. 
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E. Ensure that all workplace requirements the DHCFP deems necessary, 
including but not limited to office space, post office boxes, telephones and 
equipment, are in place and operative as of the service start date. 


We have appropriate workplace requirements and will be fully operational to 
support continuity of care activities and readiness reviews with DHCFP including, 
but not limited to, functioning office space, post office boxes, telephones, 
information systems and equipment. 


F. Ensure that there is no interruption of covered services to enrolled recipients 
and work cooperatively with the DHCFP to meet these requirements. 


We offer DHCFP and our recipients continuity of care and no interruption of care or 
services. Our company has experience and a proven record of working successfully 
with State Medicaid agencies to confirm recipients have a seamless experience 
transitioning into or out of our Medicaid program. We have a transition of care policy 
that provides for transition of care into our dental plan. 


As we have outlined in Section 3.6, Network Section we have aligned with our 
internal network partner, the Health Plan of Nevada.  Current recipients will have 
the benefit of remaining with their existing provider or choosing a new dental home 
from the provider network that has been a valuable resource to Nevada Dental 
Medicaid recipients for the past 15 years.  


Our approach to seamless recipient transitions is based upon our experience; 
working with Medicaid populations; accurately configured benefits and claims 
management systems and in applying lessons learned from successfully 
transitioning members in our other Medicaid markets.  


New members will experience a smooth and seamless transfer to our program 
through our proactive member outreach programs; a comprehensive provider 
network; and our high-touch approach to educating recipients and providers about 
new program benefits. Recipients will have questions and concerns about 
transitions. Our member services and concierge staff, using member materials 
designed specifically for the Nevada Medicaid and Nevada Check Up Program 
recipients, will assist recipients, answer questions and address any concerns. 
Managing recipient expectations, eliminating gaps in care and delivering service 
with compassion is at the heart of our person-centered service model. 


G. Establish and implement enrollment procedures and maintain applicable 
enrolled recipient data. 


We will operate and manage the data exchange and processing requirements 
through the Enterprise System. Highly qualified technical staff members have over 
20 years of experience handling Medicaid/Medicare EDI (Electronic Data 
Interchange) files. We import, process, and manage Medicaid/Medicare eligibility 
EDI files, understanding and applying different electronic file formats required by 
each state. 


The data file import process manages enrollee updates through eligibility change 
files submitted in HIPAA-compliant 834 v. 5010 transaction sets and through full file 
data imports, which reflect full membership. Full files can be imported and 
processed on any schedule that meets each client’s needs, including periodic 
replacement at the discretion of the State. Built-in logic compares full files against 
membership records stored in the processing system database, and customizable 
business rules are applied to correct any discrepancies. The process generates 
reconciliation reports that can be customized to meet the State’s requirements. 
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H. Establish its Provider Network and maintain existing Provider Agreements 
with such Providers. 


We meet or exceed the provider network requirements as outlined in Section 3.6 
and Section 3.14.5. Throughout the course of the contract, we will continue to meet 
the requirements of the State to best serve our recipient’s dental and service 
support needs. We will continually update our provider network as needed to 
maintain an exceptional level of service. 


We maintain direct provider agreements in accordance with the provisions set forth 
in Scope of Work Sections 3.6. and 3.14.5. 


3.14.5.2 Pre-Implementation Readiness Review 


DHCFP may conduct Operational and Financial Readiness Reviews on all awarded 
vendors and will, subject to the availability of the DHCFP resources, provide 
technical assistance as appropriate.  The purpose of the readiness reviews is to 
assess the vendor’s readiness and ability to provide services to enrolled recipients.  
The areas that may be reviewed include, but are not limited to: financial operations; 
administration and organization; recipient services; provider network; quality 
improvement; and, management information systems, including claims processing 
and reporting systems.  The vendor shall provide necessary documentation 
specified by the DHCFP and cooperate with the DHCFP or its designees in 
conducting the review.  The DHCFP shall determine when the vendor may begin 
marketing and providing program services.  Provision of services as set forth in the 
contract is also subject to review and prior approval of CMS. 


We agree to undergo any readiness reviews that the DHCFP or CMS conducts in 
association with this contract.  


We will verify that our operations have been activated and can execute the transactions 
necessary to meet recipient expectations and DHCFP requirements for this contract. We 
will achieve readiness by: 


■ Assigning a team dedicated to manage readiness reviews 


■ Identifying subject matter experts 


■ Compiling required DHCFP documentation by due dates 


■ Developing materials and presentations for recipients, providers and other 
stakeholders that reflect the DHCFP requirements 


■ Responding quickly to DHCFP needs 


■ Meeting all deadlines 


INTERNAL READINESS REVIEW MEETINGS 
Based upon DHCFP requirements, our implementation and expansion team develops a 
summary version of the overall project plan that provides a detailed and complete 
overview of all implementation and go-live activities. We regularly conduct internal 
readiness review status meetings to compare our readiness to date alongside the 
implementation plan effective date. This validates that we are adhering to the readiness 
review schedule and are prepared to review all processes and upcoming milestone dates 
and activities with our state partner. Key items that we review during these internal status 
meetings include, but are not limited to: 
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■ Enrollment processes 


■ Claims management processes 


■ Web access and portal setup 


■ Clinical programs and transition planning 


■ Quality Improvement 


■ Management information system development and testing 


■ Report preparation and delivery processes 


■ Provider network readiness 


■ Customer service call center processes (for providers and members) 


■ Administrative organization, including staffing levels 


■ Finance operations 


■ Business Continuity 


STATE READINESS REVIEW MEETINGS 
We are prepared and agree to participate in various types of readiness reviews with the 
DHCFP, such as: 


■ Paper readiness review where the DHCFP asks questions or requests information 
or documentation (e.g., policies and procedures, staffing plans, training curriculum 
and cultural competency plans) 


■ On-site testing readiness review where the DHCFP visits our facilities to assess our 
operations (e.g., data center or mail room) or to conduct an audit or an interview of 
our personnel (e.g., member services center representative) 


After the readiness review(s), our readiness review team will continue to integrate 
feedback from the DHCFP and incorporate any additions, deletions or changes into our 
implementation plan, including updating operational processes and procedures to execute 
the contract. 


CMS REVIEW AND APPROVAL 
Our operations relating to the provision of services under this contract are subject to 
review and approval by CMS and we will comply with any requests received from CMS. 
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3.14.6 Presentation of Findings 


The vendor must obtain the DHCFP’s approval prior to publishing or making formal 
public presentations of statistical or analytical material that includes information 
about enrolled recipients.  This material must protect specific individual recipient 
privacy and confidentiality to the extent required by both federal and state law and 
regulation. 


We agree to obtain DHCFP’s approval prior to publishing or making formal public 
presentations of statistical or analytical material that includes information about enrolled 
recipients. We have multiple written internal policies specifically addressing compliance 
with marketing requirements. Our marketing and compliance teams have developed a 
system of checks and balances to comply with marketing policies and procedures 
governing submission and approval of marketing materials and compliance to marketing 
policies and procedures. 


3.14.7 Vendor Marketing Materials 


3.14.7.1 The vendor may develop marketing materials for distribution during any open 
enrollment period.  The vendor must request and obtain permission from the 
DHCFP to distribute materials during an open enrollment period as well as in other 
locations or to implement an advertising campaign.  Marketing materials must be 
submitted to the DHCFP for review and approval a minimum of sixty (60) days prior 
to the scheduled Medical Care Advisory Committee (MCAC) meeting for approval.  
The MCAC Schedule is subject to change.  Please refer to the DHCFP website, 
http://dhcfp.nv.gov for revisions.  Notwithstanding the requirement that the MCAC 
must review all vendor marketing materials, the DHCFP has the sole authority to 
approve or disapprove materials (including updates to existing materials), 
distribution and advertising campaigns.  The vendor, or any provider, organization, 
or agency that contracts with the vendor, is not permitted to market directly to 
potential recipients.  Vendors are also prohibited from providing materials that 
contain false or misleading information, and from initiating cold calls to potential 
recipients. 


We fully comply with the requirements in Section 3.14.7 under the direction and 
leadership of our manager of community outreach and marketing events who oversees 
our Nevada Medicaid and CHIP marketing materials to confirm efficacy and maintain 
compliance with State and federal marketing guidelines. We request permission from the 
DHCFP to distribute materials during an open enrollment period, in other locations or to 
implement any advertising campaign. 


We follow Nevada-specific processes and procedures for DHCFP marketing material 
review, and DHCFP approval that meet the specified timelines and confirm receipt of 
DHCFP’s permission prior to material distribution.  


We do not market directly to potential members, nor do our network providers or any 
contracted organization or agency. We follow multiple written internal policies that 
specifically address compliance with marketing requirements and prohibited practices, 
including non-compliant “cold-calls.” We also follow written internal policies to confirm that 
all information provided in marketing materials is accurate and not misleading. Staff in 
multiple areas, including marketing and compliance, reviews all materials. 
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3.14.7.2 The vendor may not distribute, in any manner, marketing materials related to the 
managed care program without the prior written approval of the DHCFP.  This 
includes any updates to previously approved materials.  Although federal 
regulations require the MCAC to review vendor marketing materials pursuant to 
Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has the sole 
authority to approve the vendor’s marketing materials.  If DHCFP approval is 
granted, the vendor must distribute the materials to its entire service area to ensure 
that, before enrolling, the potential recipient receives the accurate oral and written 
information that he/she needs to make an informed decision regarding whether to 
enroll with the vendor.  The vendor may not seek use of approved marketing 
materials to influence enrollment in conjunction with the sale or offering of any 
private insurance.  The vendor may not, directly or indirectly, engage in door-to-
door, telephone, or other cold-call marketing activities. 


We distribute only DHCFP-approved marketing materials and obtain DHCFP approval on 
any updated, previously approved materials. The DHCFP has the sole authority to 
approve our marketing materials. 


We disseminate DHCFP-approved materials to our entire service area to raise awareness 
of the Medicaid and CHIP programs and to extend the reach of health care services to 
individuals living in all areas of the State. Marketing materials receive customization to 
provide equitable and meaningful engagement across the State with regard to 
demographics and language. We produce these materials at or below an eighth-grade 
reading level, according to the Flesch-Kincaid tool, to make sure individuals can easily 
understand the content. 


We distribute approved materials in English and Spanish, and we will create materials in 
other languages that become prevalent in Nevada as needed. We do not use marketing 
materials that include influencers, such as private insurance offerings. We follow multiple 
written internal policies to confirm full compliance, directly and indirectly, with marketing 
requirements and prohibited practices, including non-compliant door-to-door or telephone 
“cold-calls.” 


3.14.7.3 The vendor must provide the methods by which it intends to assure the DHCFP that 
marketing, including plans and materials, is accurate and does not mislead, 
confuse, or defraud recipients or potential recipients or the DHCFP.  Statements 
that will be considered inaccurate, false, or misleading include but are not limited to 
any assertion or statement that:  


We confirm that our marketing materials are accurate, clearly stated and compliant with 
DHCFP requirements through management review of the materials, comparison to our 
contractual requirements and submission to the DHCFP for approval prior to use. We 
have policies and procedures in place to confirm accuracy of materials in content and 
translation, in language and alternate formats, and that our materials do not defraud, 
mislead or confuse potential enrollees. All public communications are subject to corporate 
communication policies and procedures, to include auditing of the material and content. 
Subject matter experts conduct formal interdepartmental reviews of marketing materials 
prior to dissemination and provide ongoing monitoring to confirm accurate representation. 


A. The recipient must enroll with the vendor in order to obtain benefits or in 
order not to lose benefits; or 


Please see Question Response 3.14.7.3. 
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B. The vendor is endorsed by CMS, the federal or state government, or similar 
entity. 


Please see Question Response 3.14.7.3. 


3 . 1 5  P R OG R AM  I N TE G RI TY  
3.15.1 General Requirements and Authorities 


3.15.1.1 The vendor shall have internal controls for Program Integrity including a Program 
Integrity Unit (PIU) designed to identify, review, recover and report improper 
payments, including fraud, waste and abuse (FWA) activities, on an ongoing basis. 


We use the full breadth and depth of our Program Integrity program to identify, review, 
recover and report improper payments, including fraud, waste and abuse (FWA) activities. 
Our comprehensive program enables us to serve the Nevada Medicaid and Check Up 
populations in Clark and Washoe Counties and easily expand our focus to other 
geographic areas, as necessary. 


A key component of the UnitedHealthcare’s management of benefit costs is the 
identification and investigation of potential fraudulent, abusive, unusual services, or 
aberrant patterns of care. The program is comprehensive and managed in partnership 
with our Payment and Integrity Unit, a United subsidiary and the UnitedHealthcare Special 
Investigations Unit (SIU). The Fraud and Abuse Program is reviewed periodically as 
required by specific contract, state, and/or federal requirements. Cases that are verified as 
being "fraudulent", they are summarized at the appropriate internal committees, and 
referred to the appropriate authorities for further action. Annual reports of anti-fraud or 
abuse activity are filed with the state regulatory agencies when required. 
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3.15.1.2 The vendor must be familiar with and compliant with all federal and state 
regulations related to Program Integrity, as well as all Nevada Medicaid policies. 
The Vendor must also require compliance from subcontractors and providers for 
the same. Medicaid payments to vendors are government funds, funded by federal 
and state money. These payments made by State Medicaid to vendor entities, 
including but not limited to pre-paid plans, subcontractors to PAHP, and any sub-
subcontractors, and providers of medical services, supplies or drugs, for the 
benefit of Medicaid recipients may be recovered if obtained by fraud. Any act of 
health care fraud involving such government funds will be subject to prosecution 
by the State Attorney General's Office under the State False Claims Act ("FCA''), as 
well as any other applicable laws. Relevant citations for Program Integrity 
compliance include, but are not limited to, the citations below. 


A. Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 


B. 42 C.F.R.§ 438, Subpart H; 


C. 42 C.F.R. § 455 Subpart A, B and E; 


D. 42 C.F.R. § 1000 through 1008; 


E. 42 C.F.R. § 456.3, 456.4. 456.23; 


F. 42 C.F.R. § 457.950(a)(2); 


G. Section 6032 of the Federal Deficit Reduction Act of 2005; 


H. Nevada Revised Statutes, Chapter 422; 


I. Nevada DHCFP Medicaid Services Manual; and 


J. Nevada DHCFP Medicaid Billing Guides. 


We are familiar with and comply with all federal and state regulations related to Program 
Integrity, as well as all Nevada Medicaid requirements. Our comprehensive Compliance 
and Ethics Program is the vehicle through which we develop, implement, maintain, comply 
with and monitor compliance. Our Fraud, Waste and Abuse (FWA) Program is an integral 
part of the overall Compliance and Ethics program and includes a Fraud, Waste and 
Abuse Compliance Plan that guards against FWA. 


Our program takes into account that managed care anti-FWA efforts must encompass our 
entire entity (employees, executives and owners). Under the guidance of our False Claims 
Policy, everyone within our organization is required to comply with the federal False 
Claims Act, state false claims acts as well as similar state and local laws and agency 
policy. Our policy outlines key information about the federal False Claims Act, state false 
claims acts and similar state and local laws and agency policy pertaining to civil and 
criminal penalties for false claims and statements, whistleblower protections and the role 
of these laws in preventing and detecting fraud, waste and abuse in federal and state 
health care programs. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 311 


 


Our program integrity and FWA program relies on core elements of an effective 
compliance program such as written policies, procedures and standards of conduct that 
articulate our commitment to and processes for compliance, as well as initial and ongoing 
education for compliance officers, employees, executives, owners, subcontractors and 
providers. We enable effective communication between the compliance officer and 
employees by using technology, ongoing in-person training and day-to-day interactions. 
We enforce standards through well publicized disciplinary guidelines, internal monitoring 
and auditing to detect offenses, and prompt response to detected offenses, including the 
development of corrective action initiatives as required. 


Compliance begins with our employees, as they are trained on our Principles of Ethics 
and Integrity and the obligation to contact our Compliance and Ethics hotline, compliance 
officer or their supervisor immediately upon suspicion of any incidence of FWA they 
encounter. Our FWA plan focuses on the entire process beginning by verifying that 
excluded providers are not allowed in the network, continual oversight with education and, 
when necessary, removal from the network to assure our recipients are receiving the 
highest quality care and that we are good stewards of public dollars. 


3.15.2 Provider Credentialing  


We maintain a comprehensive credentialing and recredentialing policy, which confirms all 
health plan providers are credentialed and recredentialed in a consistent, non-
discriminatory manner. Verification of a valid NV license for all PDPs, specialists and other 
provider types, as well as review of federal sanctions and exclusions are included as part 
of our credentialing process. We do not employ or contract with providers excluded from 
participation in the federal health care programs under Section 1128 of the Social Security 
Act. 


3.15.2.1 The vendor must: 


A. Have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the vendor, 
including PDP and specialists and other health care professionals are 
licensed by the State of Nevada and qualified to perform the services.  The 
vendor may not employ or contract with providers excluded from 
participation in the federal health care programs under Section 1128 of the 
Social Security Act. 


Providers are initially credentialed and then recredentialed every three years. 


We typically handle initial credentialing internally according to NCQA guidelines, 
Centers for Medicaid and Medicare Services (CMS), and any state-specific 
credentialing standards. 


We collect the appropriate documentation, verify the practitioner’s credentials, and 
the Credentialing Committee makes the decision. Our leased networks and some 
individual offices conduct their own credentialing verification in accordance with our 
standards. We perform oversight to ensure this delegated process matches our 
own. 
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A complete credentialing application package includes: 


Completed 
application 


Can be the Council for Affordable Quality Healthcare (CAQH) 
application, a state-mandated application, or our standard company 
application. 


Education & 
Work history 


Work history/Curriculum vitae (CV) for the last five years; dental 
school and graduation year; specialty program and graduation year 
and board certification (if applicable). 


Malpractice 
information 


A copy of the dentist’s malpractice fact sheet and any malpractice or 
adverse actions explanations (if applicable).  


Attestation 
and State 
licenses 


The attestation must be signed and dated and we must receive copies 
of all state licenses. 


DEA / CDS 
information 


Federal Drug Enforcement Administration (DEA) certificate or 
Controlled Dangerous Substance (CDS) certificate or registration, if 
applicable 


 
During primary source verification (PSV), all items must be verified except any 
static historical elements. Verifications may not be older than 180 calendar days 
when given to the Credentialing Committee for a decision. We use the following 
sources: 


■ The National Practitioner Data Bank 


■ Office of the Inspector General (OIG) 


■ State professional licensing board 


■ State specific Medicare/Medicaid Opt Out Reports 


■ Dental schools; and specialty boards 


We may require an initial facility site review before the credentialing file can be 
approved by the dental director or sent for review by the committee (one visit for 
each facility). The site visit tool includes a site's accessibility, appearance, space, 
languages spoken, special needs availability, adherence to infection control, 
medical or dental recordkeeping practices, availability of appointments, and 
confidentiality procedures. 


The Credentialing Committee meets twice a month and makes the decision to 
accept, retain, deny or terminate a provider’s participation in the network. 


We notify all applicant dentists of their right to appeal the Credentialing Committee’s 
decisions. Dentists must submit an appeal within a specified date of the rejection 
letter. The Peer Review Committee (PRC) reviews the appeals. The PRC panel will 
include at least one member that is of the same specialty as the provider who is 
submitting the appeal. The PRC panel will consider all information and 
documentation provided with the appeal and decides to uphold or overturn the 
Credentialing Committee’s decision. The PRC may request a corrective action plan, 
a site visit and chart review. 
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RE-CREDENTIALING PROCESS 
UnitedHealthcare re-credentials all network providers, MDHPs, general dentists, 
pediatric dentists, and other dental specialties within three years of the previous 
credentialing decision. To ensure timely re- credentialing of our providers, the 
credentialing department begins the process by sending packets to the providers 
six months prior to their three-year target date. The packet includes the re-
credentialing application and a list of required documents (i.e., attestation, current 
malpractice certificate and a current DEA certificate). 


Re-credentialing generally follows the same processes we use for credentialing. 
The credentialing department will perform re-verification of credentialing information 
that is subject to change over time to assess whether network practitioners continue 
to meet our credentialing standards. The process also includes appraisal of 
professional performance, judgment and clinical competence through review of 
member complaints; provider site visit results, utilization management profiles, and 
information from other licensing and accreditation agencies. The credentialing 
department also reviews provider-specific complaint and quality of care review data 
obtained from our internal inquiry system. 


We flag provider files for special review and refer them to the credentialing 
committee if they exceed the following thresholds: 


■ Five complaints per re-credentialing period in this contract 


■ Three complaints in favor of member per re-credentialing period 


■ Three or more quarters of outlier utilization patterns as documented by the 
Provider Profile report 


The credentialing committee will review the files and make a determination on 
whether to keep the provider in the network. We use the same process for notifying 
the provider of a determination decision as we use for the initial credentialing. 


ONGOING MONITORING 
The credentialing department also performs ongoing monitoring of bi-monthly 
reports from the Office of Inspector General (OIG) and the Nevada State Board of 
Dental Examiners website to identify expired licenses and sanctions imposed 
against providers. In addition, we continue to monitor providers for issues of 
substandard professional conduct and competence. The credentialing committee 
reviews the data and determines whether providers should be terminated from the 
network. 


We will report to the credentialing department when a provider is denied network 
provider status. Such denial can include when a provider is denied admission to the 
contractor’s provider panel, is removed from the contractor’s panel, or voluntarily 
withdraws from the panel when the denial, removal, or withdrawal is due to a 
substantive issue. Substantive issues include violations of the Department of 
Occupational and Professional Licensing’s regulations, and allegations of fraud, 
waste or abuse. 


We will electronically submit information relating to the non-inclusion of providers to 
the credentialing department within 30 calendar days of the non-inclusion action 
using the department-specified form. We will not report non-inclusion of providers 
when due to non-substantive issues. 
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NON-DISCRIMINATION POLICY  
UnitedHealthcare will not discriminate against any applicant for participation in its 
programs or networks on the basis of race, gender, color, creed, religion, national 
origin, ancestry, sexual orientation, age, veteran, or marital status or any other 
unlawful basis not specifically mentioned. 


This does not preclude UnitedHealthcare from including providers in the network 
who meet specific demographic and specialty needs.  


Credentialing committee decisions are based on the issues of professional conduct 
and competence as reported and verified through the credentialing process. If any 
provider is denied access to participate in the network, UnitedHealthcare will 
provide written notice of the reason for its decision. 


B. Provide credentialing criteria for review and approval by DHCFP’s Provider 
Enrollment unit ninety (90) calendar days prior to the start of the contract and 
ensure that all network providers meet the criteria. Changes to the 
credentialing process will need to be provided in writing to the DHCFP’s 
Provider Enrollment unit thirty (30) calendar days prior to the change.  If the 
change is unanticipated, the vendor will notify the DHCFP’s Provider 
Enrollment unit within five (5) calendar days of the change.  


We are committed to providing credentialing criteria for review and approval by 
DHCFP’s Provider Enrollment unit within the time frames specified in this 
requirement. 


C. Provide Credentials for network providers, subcontractors, or 
subcontractor’s providers to the DHCFP and/or MFCU upon request, at no 
cost. 


We provide credentials for network providers, subcontractors or subcontractors’ 
providers to DHCFP and MFCU upon request. 


3.15.3 Provider Enrollment 


3.15.3.1 The vendor must comply with federal requirements including the Patient Protection 
and Affordable Care Act (PPACA) of 2010 for Medicaid enrollments. 


We comply with the State’s standards regarding provider enrollment and re-enrollment, 
which requires providers by way of the PPACA legislation to recertify with the Medicaid 
program every three years or face disenrollment from the Medicaid and managed 
Medicaid programs. 


 


3.15.3.2 The vendor may enroll new providers.  A provider who is a non-Medicaid provider 
that has been enrolled by the vendor must be referred to Nevada Medicaid’s fiscal 
agent for enrollment. Although the vendor may enroll a provider prior to the 
provider enrolling as a Medicaid provider, the provider is not permitted to provide 
services to the Medicaid DBA recipients until the provider is enrolled with Nevada 
Medicaid’s fiscal agent.   


We comply and do not contract with providers who are not already enrolled as a Medicaid 
provider. 
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3.15.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are 
required to maintain a license in good standing in the state where services are 
provided.  


We comply and conduct monthly sanction and debarment checks, as well as monitor 
licensing board updates, to confirm professionals are in good standing with state licenses. 


3.15.3.4 The vendor may need to enter into single case agreements with non-Medicaid 
providers as needed. These single case agreements must be reported to the 
DHCFP.   


We are committed to ensuring recipients receive high-quality services and sometimes this 
means accessing an out-of-network or out-of-state provider. We adhere to these 
requirements and refer providers who are not yet network providers, as well as those who 
are non-Medicaid providers, to the DHCFP to complete the Medicaid provider enrollment. 
Further, we appreciate that the State permits us to enter into single case agreements 
(SCAs) with non-Medicaid providers as needed, and understand that any provider located 
outside of Nevada must be licensed in his/her home state of practice to enter into an SCA 
with us. We are committed to providing useful reports to DHCFP regarding SCAs in the 
format and frequency required. 


3.15.3.5 Provider Terminations.  If a provider is disenrolled, de-credentialed, terminated or 
removed from the active Provider List, the vendor at a minimum must provide the 
DHCFP the basis, reasons or causes for such action and any and all 
documentation, data, or records obtained, reviewed, or relied on by the vendor 
including, but not limited to: provider/patient files; audit reports and findings; and 
medical necessity reviews. 


We will comply and follow DHCFP notification policies when we dis-enroll, de-credential, 
terminate or remove a provider from the provider network. We will provide the cause and 
documentation, as allowed by law, to the DHCFP within the required notification time 
frames set forth by DHCFP. 


3.15.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the 
vendor will submit to the DHCFP a list of all providers who have been enrolled and 
a list of all providers who have disenrolled, deactivated, terminated, de-credentialed 
or been removed from the active provider enrollment. If the provider has been 
terminated, de-credentialed or disenrolled, the cause and all required 
documentation of the termination will be supplied to the DHCFP within five (5) 
business days of the decision to terminate.  


We will provide a list of providers who have been enrolled, disenrolled, deactivated, 
terminated, de-credentialed or have been removed from active provider enrollment to the 
DHCFP by the 10th calendar day of the each month. If a provider has been terminated, 
de-credentialed or disenrolled, we will provide the cause and documentation, as allowed 
by law, to the DHCFP within five business days. 
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3.15.4 Provider Contracts 


3.15.4.1 The Vendor must execute and maintain, for the term of the contract, written 
provider agreements with a sufficient number of appropriately credentialed, 
licensed or otherwise qualified providers to provide enrolled recipients with all 
medically necessary covered services. 


The professional networks team will ensure that UnitedHealthcare maintains a dental 
network sufficient to provide all recipients with access to the full range of covered 
services, as well as choice of provider. We monitor the network build by utilizing 
GeoAccess reports which demonstrate the strength of our network based on State access 
requirements. Our robust network will have sufficient coverage for recipients with the 
appropriate access requirements by the go-live date. If deficiencies are identified, we will 
make arrangements to provide services with an out-of-network provider for a recipient 
until we recruit an additional provider.  


3.15.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider 
contract prior to execution.  In addition, prior to distributing or executing any 
substantive changes or amendments to the base contract, the Vendor shall submit 
drafts of standard language for any such contract to the DHCFP for review.  
Provider contracts must meet all state and federal requirements.  The Vendor shall 
submit any of its provider contracts to the DHCFP within 5 business days upon 
request.  


Should DHCFP desire to review any of our contracts, they are available well within five 
business days of such a request by DHCFP. Our contracting department works closely 
with our compliance and legal teams to confirm that contracts are compliant with all 
applicable state and federal regulations. Contracts are reviewed, at a minimum, annually 
by our contract compliance and legal teams. Templates are available for review and 
approval by DHCFP and any substantial changes are communicated in writing to the 
DHCFP before implementation.  


3.15.4.3 The timing and other events associated with provider recruitment must occur in a 
manner that will ensure meeting the objectives noted within this RFP.  The effort 
must include outreach to providers who are not currently participating in the 
DHCFP's dental program or have a signed agreement but do not actively accept 
eligible recipients.  


All provider recruitment efforts occur in a manner that will meet the objectives outlined by 
DHCFP, with the goal of improving access to care. We have robust processes in place to 
provide recruitment of providers to meet the needs of our recipients. 


PROVIDER RECRUITMENT 
Our outreach to providers is an ongoing initiative throughout the year. We are actively 
expanding our provider network to ensure adequate coverage for all recipients close to 
home both within the defined service area of this RFP and throughout Nevada. These 
efforts include monitoring internal and external data sources, which identify new 
opportunities for contracting with newly established providers. We are also strong 
supporters of academic within our local markets institutions within Nevada, with the goal 
of developing and retaining high-quality providers.  


Quarterly GeoAccess reports are reviewed to determine locations where recruitment 
outreach may be necessary, if any, to maintain compliance with required access and 
availability standards. These reports provide insight not only into geographic coverage but 
also ensure that enough specialists are available within a geographic location to cover the 
needs of the population. 
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3.15.4.4 The vendor must also have written policies and procedures for monitoring its 
providers, and for disciplining providers who are found to be out of compliance 
with the vendor’s dental management standards. The vendor must submit these 
policies and procedures to the DHCFP within 5 business days upon change of 
policies and procedures or upon request.  


We currently have and will maintain written policies and procedures for monitoring our 
providers to ensure they are in compliance in adhering to the dental management 
standards. As required, we will submit our monitoring policies and procedures to DHCFP 
within five business days of a policy or procedure change or upon request. 


Continual monitoring of the provider network’s compliance with our dental management 
standards is of the utmost importance to ensure the recipients are receiving quality dental 
services. Our policies contain the monitoring mechanisms to assess compliance with 
these standards. As indicated in our Provider summary guide, our provider services 
department is responsible for ongoing monitoring of providers to detect deficiencies in 
compliance with our medical management standards. The provider network is also 
monitored by incoming complaints. The quality team reviews complaints regarding the 
quality of care a recipient received. 


Appropriate research and investigation is completed for each complaint where a concern 
regarding quality and dental management policy compliance is discovered. If a deficiency 
is found, the provider services department addresses the issue with the specific 
provider(s) and requires compliance with their contractual obligations through 
implemented corrective action plans. Continued failure by the provider/provider group to 
comply would lead to further disciplinary action, up to and including termination of a 
provider or provider group contract. 


3.15.4.5 Provider contracts must not be structured to provide financial or other incentives to 
providers and subcontractors for denying, reducing or limiting medically necessary 
services. 


We comply and understand the specifics regarding the structure of the provider contract. 
All contracts will be submitted to the DHCFP for approval. We are committed to ensuring 
recipients have access to quality and accessible services and, as with contracts across 
the country, we do not incentivize providers to underserve or avoid medically necessary 
services. 


3.15.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


We understand the specifics regarding “gag” clauses, do not include them in provider 
contracts and adhere to the requirement. 


3.15.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within 
five (5) business days upon request. 


We will adhere to the requirement set forth in the Scope of Work Section 3.15.4.7 and 
supply the DHCFP or MFCU with provider contracts within five business days of request. 


3.15.4.8 Maintenance of the network includes, but is not limited to: 


A. Initial and ongoing credentialing; 


Please see Question Response 3.15.2.1. 
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B. Adding, deleting, and periodic contract renewal; 


Though our network currently meets all required access standards, our provider 
relations team will continue to monitor the access and be responsible for adding, 
deleting and periodic contract renewal as required. 


C. Provider education; and 


In order to meet the needs of our various state customers, we have developed a 
diverse and effective portfolio of provider training methods. Training for providers, 
who participate in our Nevada Medicaid network will include, but are not limited to: 


■ Specific Nevada program requirements 


■ Billing requirements 


■ Specific federal guidelines including but not limited to: Section 1877(E)(3)(B) 
of the Social Security Act which prohibits participating providers from making 
payments directly or indirectly to a physician or other provider as an 
inducement to reduce or limit medically necessary services provided to 
enrollees 


■ Comprehensive instruction on medically necessary covered dental services 
in the Nevada plan 


■ Instruction on specific technology, administrative and program processes. 


■ Use of the Web Provider Portal and its features, including but not limited to: 
(a) checking eligibility; (b) submitting and checking claims; (c) viewing reports 
and fee schedules (d) accessing a PDF of the Provider summary guide; and 
(e) registering for and receiving electronic funds transfer (EFT) payments 


■ Coordination with a clearing house for claims and authorizations and the 
frequency of payments 


■ Use of the Interactive Voice Response system to communicate with 
members and providers 


■ Instruction on how to contact a member services advocate for one-on-one 
assistance 


■ Comprehensive instruction on Medically Necessary Covered Dental Services 
in the State plan 


PROVIDER TRAINING 
We will maximize provider participation in training by ensuring that they are aware 
of the training schedule and by making training sessions convenient for busy 
Providers. We use a diverse array of communication techniques to increase 
provider awareness of upcoming training. These include sending invitations and 
reminders through: “blast-faxing,” e-mailing, direct mailing, automated and live 
outbound calls and reminders on remittance notices and envelopes. We also 
encourage participation by offering the convenience of webinar-based training, 
which providers can attend without leaving their offices. 
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We will make certain that providers meet all current and future state and federal 
eligibility criteria, reporting requirements, and any other applicable rules and/or 
regulations related to the contract through our comprehensive provider training 
program, ongoing provider outreach and the use of social media outlets to connect 
with providers. By meeting the different needs of various states, we have developed 
a diverse and effective portfolio of Provider training methods. 


We use a range of training modalities to meet the information and learning needs of 
our providers. Examples include:  


■ Distribution of the Provider summary guide to Providers during the 
contracting phase  


■ Targeted mailings, including copies of online training programs and 
presentations 


■ “Blast-faxing” Frequently Asked Questions (FAQs) and Quick Reference 
guides to Providers offices 


■ Live outbound introduction calls by our Provider Advocate to welcome 
Providers to the network and answer any preliminary questions from the 
Provider 


■ Webinars showing, use of the Web Provider Portal and its features, including 
but not limited to: (a) checking eligibility; (b) submitting and checking claims; 
(c) viewing reports and fee schedules (d) accessing a PDF of the Provider 
summary guide; and (e) registering for and receiving electronic funds transfer 
(EFT) payments. Coordinate with Clearing Houses for claims and 
authorizations and the frequency of payments  


■ Use of our Interactive Voice Response system to communicate with 
members and providers  


■ How to contact a Customer Service Representative for one-on-one 
assistance, comprehensive instruction on Medically Necessary Covered 
Dental Services. 


FREQUENCY OF PROVIDER TRAINING 
Go-Live Webinars will occur daily in the 30 days preceding activation and every day 
of the following week. Subsequent Webinars will occur monthly. We will schedule 
provider seminars before and after the network’s go-live date and we will hold one 
annual Town Hall forum per region. Quarterly meeting to discuss and identify issues 
related to claims, enrollment and other issues will also be held via Webinar. 
Training materials relevant to the agenda will be provided to all attendees. 
Distribution of the Provider summary guide typically takes place during the Provider 
contracting phase of network development. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 320 


 


PROVIDER TRAINING PROGRAM EVALUATION 
Following any Provider training program, our Provider Recruitment and Training 
staff will solicit and analyze Provider feedback through electronic or paper 
evaluation forms to determine which were successful and which require changes for 
future sessions. We also send online surveys to providers before sessions soliciting 
their input on which topics providers want addressed. The Executive Dashboard 
has tabs which cover claims, authorizations, member services and financials and 
includes metrics on provider call categories. If a particular category occurs 
repeatedly, it will be included in subsequent training sessions to ensure we are 
mitigating provider concerns and addressing provider questions. 


D. Discipline/termination, etc. 


Please see Question Response 3.15.2.1. 


3.15.4.9 The vendor must have written policies and procedures for monitoring its network 
providers, and for disciplining those who are found to be out of compliance with the 
vendor’s dental management standards. 


Please see Question Response 3.15.2.1. 


3.15.4.10 The vendor must take appropriate action related to dual FFS and DBA network 
providers and provide all documentation related to any disciplinary action, 
sanction, de-credentialing, removal from the provider panel to DHCFP in a time and 
manner as determined by the DHCFP as follows: 


A. Upon the vendor’s awareness through public sources of any disciplinary 
action, or any sanction taken against a network provider, or any suspected 
provider fraud or abuse, the vendor shall immediately inform the DHCFP’s 
Provider Enrollment Unit;  


We understand the importance of information sharing and welcome the opportunity 
to discuss which specific public channels of information are expected in this 
requirement. We comply with this requirement in that we monitor public forums 
such as news media and industry communications, and act upon this information 
relating to suspected Fraud, Waste and Abuse by taking appropriate disciplinary 
actions.7Affiliations with Debarred or Suspended Persons 


B. The vendor is required to check the Office of the Inspector General (OIG) 
website and DHCFP's excluded Provider list at least monthly to confirm its 
network providers have not been sanctioned by the OIG or by the DHCFP; 
and 


We access the Office of the Inspector General (OIG) website on a monthly basis to 
confirm whether any network providers are under sanction. If a network provider is 
found on the OIG report, the provider is recorded and forwarded to our 
Credentialing Committee and network management team for review and 
appropriate action. If a Medicaid provider is found to be active in our network and 
on the OIG sanction report or on any public source for disciplinary actions, we notify 
our Medicaid compliance department and will subsequently report this information 
to the DHCFP. 
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C. If the vendor is notified or discovers that the OIG, DHCFP or another state 
Medicaid agency or certification/licensing entity has taken an action or 
imposed a sanction against a network provider, the vendor shall review the 
provider’s performance related to this RFP and take any action or impose 
any sanction, including disenrollment from the vendor’s provider network. 


If notified by the state of an action or imposed sanction against a network provider, 
we would review and monitor the provider’s performance and take appropriate 
action or impose any sanction, up to and including termination from the provider 
network. 


3.15.5 Affiliations with Debarred or Suspended Persons 


3.15.5.1 Monitoring for Prohibited Affiliations 


A. The vendor may not employ or contract with providers excluded from 
participation in federal healthcare programs.  


We adhere to requirements prohibiting the hiring, continuing to employ, contracting 
with, or making payment to persons or entities, including those with ownership or 
controlling interest that have been excluded, debarred or suspended from 
participation or procurement with federal or State health care programs, as 
required. We also adhere to Nevada contract requirements specific to state 
sanction screening results. 


B. The vendor may not be controlled by a sanctioned individual. 


As a company with federal and state contracts, we do not permit anyone who 
sanctioned by the federal government or barred from federal contracts to perform 
work on any business related to our federal or state contracts or have a controlling 
interest in our company. Additionally, we also adhere to state contract requirements 
specific to state sanction-screening results. 


Using exclusion information published by HHS-OIG and state-based agencies, a 
variety of monitoring strategies are employed to identify providers, vendors and our 
employees who are excluded from participation in federal and state health care 
programs. 


C. The vendor may not have a contractual relationship that provides for the 
administration and management or provision of medical services, or the 
establishment of policies, or the provision of operational support for the 
administration, management or provision of medical services, either directly 
and indirectly, with an individual convicted of certain crimes as described in 
section 1128(b)(8)(B) of the Act.  


We carefully review the qualifications of all participating providers, including 
education; training, board-certification status, license status, and malpractice 
sanction history. If there are sanctions or issues with licensure, the provider file is 
submitted to the Credentialing Committee for further review. We only award 
contracts to providers after we verify that they meet the applicable credentialing and 
licensure requirements. Furthermore, we do not employ or contract with providers 
that have been excluded from participating in federal health care programs under 
Section 1128 or Section 1128A of the Social Security Act. Our provider sanctions 
team performs various tasks around monitoring and collecting sanctioned provider 
data on a monthly basis. 
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D. The vendor may not employ or contract, directly or indirectly, for the 
furnishing of health care, utilization review, medical social work, or 
administrative services, with one of the following: 


1. Any individual or entity excluded from participation in federal 
healthcare programs; or 


2. Any entity that would provide those services through an excluded 
individual or entity. 


According to federal regulation (e.g., 42 CFR § 1001.1901), when the HHS-OIG or 
a responsible state agency has excluded an individual or entity, federal health care 
programs are prohibited from providing payment to those individuals or entities. In 
such instances, we have established mechanisms to make sure those individuals 
and entities do not receive payment for any services or items furnished, ordered or 
prescribed and are not hired or contracted by one of our entities. 


To supplement our proactive efforts to identify debarred or sanctioned providers, 
our claims department maintains a detailed process to prevent paying any claims 
that may be submitted by debarred providers. Upon notification that a provider has 
been debarred, we immediately apply a pay hold flag in our claims processing 
system, triggering a denial of any claims received from the provider for service 
rendered after debarment. Under no circumstances will we issue payments to 
disbarred providers for services rendered within the period they are debarred. 


A detailed provider audit can detect FWA or other improper billing practices. 
Selective audits may be performed of specific providers to look for potential fraud, 
waste and abuse, or providers may be selected for audit using various sampling 
criteria (e.g., random, statistical) as part of a provider monitoring program. Provider 
audits may be performed as a component of retrospective fraud/abuse 
investigations. 


E. The vendor’s must have policies and procedures for ensuring that, pursuant 
to 42 CFR 438.610, the vendor will not knowingly have a director, officer or 
partner who is or is affiliated with a person/entity that is debarred, 
suspended or excluded from participation in federal healthcare programs. 


We are well versed on the federal prohibitions related to affiliations with debarred 
individuals as set forth in 42 CFR §455 and 42 CFR §438.610 and our prohibition 
from using funds received under this contract for goods and services furnished, 
ordered or prescribed by excluded individuals, directors, officers and partners 
included. We maintain a robust set of documented policies and procedures for 
internal fraud controls, including our Employee Handbook, which includes 
provisions pursuant to 42 CFR 438.610. 


F. The vendor is prohibited from knowingly having a person with ownership of 
more than 5% of the vendor’s equity who is (or is affiliated with a 
person/entity that is) debarred, suspended, or excluded from participation in 
federal healthcare programs. 


We have not knowingly had a relationship with any individual who has ownership of 
more than 5 percent of the health plan’s equity or who is debarred, suspended or 
otherwise excluded from participating in federal health care programs. Furthermore, 
as part of our routine employee hiring and development of contractor relationships, 
we actively seek to learn of such and are aware of any persons or affiliates of 
individuals who fit this description. 
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To prevent this from occurring, we conduct background checks, including criminal 
history checks on all applicants for employment before hiring them. We use these 
background checks to verify that the candidates have not been convicted of, 
pleaded guilty to, or pleaded nolo contendere to any felony or any Medicaid or 
health-care-related offense. We also verify that providers and employees do not 
appear on the Office of Inspector General (OIG) List of Excluded Individuals/Entities 
or the General Services Administration Excluded Parties List of Debarred 
Contractors to confirm that they have not been debarred or suspended by any 
federal or state governmental body. In addition, we have disclosure requirements 
for providers, as part of an enhancement to our credentialing process. These 
disclosure requirements will include data required by 42 CFR Part 455 and will 
address the debarment history for our contracted provider network. 


G. The vendor is prohibited from knowingly having an employment, consulting, 
or other agreement with an individual or entity for the provision of vendor 
contract items or services who is (or is affiliated with a person/entity that is) 
debarred, suspended, or excluded from participation in federal healthcare 
programs. 


We comply with all federal and state requirements to assure that our providers, any 
persons with an ownership or control interest or managing employee of a provider, 
our employees and contractors do not appear as debarred or excluded on the 
following lists: 


■ The OIG List of Excluded Individuals/Entities 


■ The General Services Administration Excluded Parties List of Debarred 
Contractors 


■ The Social Security Administration’s Death Master File 


■ The National Plan and Provider Enumeration System (NPPES) 


■ The Medicare Exclusion Database 


■ Other databases as required by the U.S. Department of Health and Human 
Services 


Our process for credentialing includes provider disclosure requirements, as 
required by 42 CFR Part 455. We will suspend payment for goods and services 
furnished, ordered or prescribed by excluded individuals from Medicare, Medicaid 
and CHIP participation in accordance with statutes and regulations. In addition, as 
notified by the state agency and in compliance with 42 CFR §455.416, we deny or 
terminate the enrollment of any provider who is terminated under the Medicaid 
program or CHIP of any other state. Providers terminated or denied under 
§455.416, as required by the state agency, will be given appeal rights afforded to 
them under State law and regulations. We will notify the DHCFP if an enrolled 
provider and any person with an ownership or control interest or who is an agent or 
managing employee of the provider has been excluded from participation or of 
other adverse actions. 


We confirm our monitoring of excluded individuals and entities includes, but is not 
limited to: 


■ Health care professionals and services within contracting/provider 
credentialing 
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■ Upon hire of employees, vendors, contractors and subcontractors 


■ Ongoing monthly review of providers, employees, vendors, contractors and 
subcontractors 


We notify DHCFP if we receive notice that action is being taken against us or any 
person defined above or under the provisions of Section 1128(a) or (b) of the Social 
Security Act (42 U.S.C. §1320a-7) or any contractor which may result in exclusion, 
debarment or suspension from the Medicaid or CHIP program. 


H. If the DHCFP learns that the vendor has a prohibited relationship with a 
person or entity who is disbarred, suspended, or excluded from participation, 
the DHCFP will notify the Secretary of noncompliance. The State may 
continue the existing agreement with the vendor unless the Secretary directs 
otherwise. The DHCFP may not renew or extend the existing agreement with 
the vendor unless the Secretary provides to the DHCFP and to Congress a 
written statement describing compelling reasons that exist for renewing or 
extending the agreement.  


We understand the DHCFP will notify the Secretary of non-compliance if it learns 
we have a prohibited relationship with a person or entity disbarred, suspended or 
excluded from participation. We will use the methods and protocols described 
above to minimize the risk of a prohibited relationship. 


3.15.6 Compliance Plan 


In accordance with 42 CFR 438.608(a), our compliance program includes administrative 
and management arrangements or procedures, including a mandatory Fraud, Waste and 
Abuse Compliance Plan designed to prevent, reduce, detect, correct and report known or 
suspected FWA. 


3.15.6.1 Vendors must have a program that includes administrative and management 
arrangements or procedures, including a mandatory compliance plan to guard 
against fraud and abuse. 


Our comprehensive Compliance and Ethics Program serves as a roadmap for the 
prevention, detection, reporting and corrective action of suspected cases of fraud and 
abuse in the administration and delivery of services. Our plan validates that, at a 
minimum, we will meet the requirements in Section 3.15 of the Scope of Work and is 
based upon the seven elements of an effective Compliance and Ethics Program as 
specified by 42 CFR 438.608. 


Our Compliance and Ethics Program leverages national processes and expertise to 
support activities that occur locally in business operations to uphold and enforce ethical 
and compliant practices. National resources used by the Compliance and Ethics Program 
include executives from the ethics, government relations, compliance education and 
privacy offices. The combined experience and oversight of these departments makes 
certain we achieve business objectives in compliance with applicable laws, regulations, 
standards of conduct and our company policies. 


We are committed to providing recipients with access to high-quality medical care while 
complying with state, federal and local laws, regulations and other requirements of the 
DHCFP. As one of the country’s leading health and wellness companies, our reputation 
ranks high among our most important assets. recipients, employees, regulators, health 
care professionals and investors expect honesty and integrity in their dealings with us. 
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UnitedHealthcare has an established and comprehensive Fraud and Abuse Program that 
has demonstrated results in detecting, combating and preventing aberrant billing and 
treatment patterns, recovering overpayments and minimizing the cost impacts of provider 
fraud, waste and abuse. With extensive early intervention and remediation efforts, 
potential issues will be resolved. The Fraud and Abuse program addresses all aspects of 
the fraud, waste and abuse continuum to control unnecessary and inappropriate costs. 
The continuum of aberrant provider behavior includes outright fraud and abuse, which is 
evidenced by inappropriate practices that result in unnecessary costs and over-treatment. 


The Fraud and Abuse Program is part of a set of company-wide policies and procedures 
that define the structure and process of the activities to identify and investigate fraudulent, 
abusive or otherwise aberrant patterns of billing and treatment. These policies include 
information about the False Claims Act, administrative remedies for false claims and 
statements, any state laws about civil or criminal penalties for false claims, and 
whistleblower protections. 


The Fraud and Abuse Program has demonstrated results in detecting, combating and 
preventing aberrant billing and treatment patterns, recovering overpayments and 
minimizing the cost impacts of fraud, waste and abuse. For example, for the New York 
Medicaid program, UnitedHealthcare initiated formal investigations on eight providers 
resulting in over $208,000 in recoupment. As a result of an enhanced utilization 
management program, and the provider community’s awareness of the fraud and abuse 
investigations, provider practice and billing patterns were modified and the overall cost of 
care decreased 22 percent from 2009 to 2010 on a per member/per month basis. At the 
same time, UnitedHealthcare maintained access for children, as evidenced by consistent 
HEDIS scores above the 50 percent benchmark. These results demonstrate that 
UnitedHealthcare’s Utilization Management and Fraud and Abuse Programs succeeded in 
reducing unnecessary treatment, while ensuring that children received appropriate 
treatment and had unhindered access to care. 


With our extensive early intervention and remediation efforts, we are often able to identify 
and resolve potential issues before they reach the need for this program. The Fraud and 
Abuse Program addresses all aspects of the fraud, waste and abuse continuum to control 
unnecessary and inappropriate costs. 


Aberrant provider behaviors that are identified in the dental benefits industry, center on 
inappropriate practices that result in unnecessary costs and over-treatment. To prevent 
member fraud, we put a fraud warning in every member manual as well as on the member 
portal. We also provide information on what to do if they identify potential fraud or abuse 
in a dental practice, member misrepresentations, and questionable vendor services and 
billing. 


These policies include information about the False Claims Act, administrative remedies for 
false claims and statements, state laws on civil or criminal penalties for false claims, and 
whistleblower protections. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 326 


 


ORGANIZATIONAL RESOURCES AND ACCOUNTABILITY FOR THE FRAUD 
AND ABUSE PROGRAM 
The Fraud and Abuse Program is under the overall direction of the chief dental officer and 
is staffed by a multidisciplinary team including the manager of fraud and abuse; clinical 
review director, chief dental director; dental review specialists; dental consultants; senior 
data analyst; benefit administration & UM managers; and data analysts. The program also 
includes a special investigations unit (SIU), which is made up of investigators, attorneys 
and dental consultants which pursues fraud cases leading to prosecution. The team also 
has access to sophisticated data mining and analytical tools to support their efforts in 
maintaining integrity of services and cost management. 


The combination of a dedicated, multi-disciplinary team of experts, leading edge 
technology and a rigorous fraud detection and remediation processes creates a highly 
effective program.  


To ensure that employees are fully aware of all Fraud and Abuse Program policies and 
procedures, we created a web-based learning module and include information on Fraud 
and Abuse in other employee training materials. The employee handbook supplements 
the initial training by providing information on the laws discussed in Section 
1902(a)(68)(A) of the Social Security Act, the rights of employees to be protected as 
whistleblowers, and policies and procedures for detecting and preventing fraud, waste, 
and abuse.  


FRAUD AND ABUSE INVESTIGATION PROCESSES  
Early detection is essential to an effective fraud and abuse program. We employ 
sophisticated provider profiling and other data mining processes to quickly identify 
aberrant behavior. The Fraud and Abuse manager and her team of data analysts have 
primary responsibility for using SAS, the Enterprise Business Intelligence System (eBis), 
and other tools to identify suspicious or outlying provider behavior. 


This suite of data mining, statistical and analytical tools allows advanced, dynamic queries 
to identify abusive claims or utilization patterns that would otherwise escape detection. 
Our data mining tools and techniques provide an interactive process to discern new and 
hidden patterns of provider behavior from large quantities of data and to uncover subtle 
relationships between data elements. We also maintain a Fraud and Abuse Hotline and 
publish its phone number to employees, recipients, providers and vendors. 


The multi-disciplinary Fraud and Abuse team meets biweekly to review new potential 
cases that have been flagged for review, determine which cases warrant further 
investigation based on the particular findings or flags, and discuss the progress of ongoing 
investigations. This process allows for a continuous pipeline of cases in various stages of 
investigation. We call upon senior legal staff for guidance at various times throughout this 
process, particularly in the recovery phase. 


We define cases of fraud as the intentional misrepresentation of facts to obtain payment 
or other benefits. They are referred to the SIU for handling, as these cases may result in 
criminal action. 


Once a provider is flagged as being deviant from his/her peers, varying significantly from 
expected norms or displaying other aberrant patterns, a formal case is created and turned 
over to the clinical team for further investigation.  
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The clinical team will review various electronic records and reports to determine if the 
initial suspicion of aberrance is confirmed. For example, the clinicians will note abuses 
such as improper sequencing of treatment, up-coding, excessive services, inappropriate 
combinations of codes, etc. At that point, the clinical team will request copies of targeted 
recipient records, including copies of radiographs, from the suspect provider. If a pattern 
of abuse is confirmed, the Nevada dental director or another dentist with a current Nevada 
license reviews a statistically valid sample of records on-site at the provider’s office.  


The sample of records is determined by the analytics team using standard statistical 
methodology to ensure that the results will be valid and the findings will have an 
appropriate confidence level. The auditor will review the specified records and indicate 
his/her findings on a record audit form.  


We tabulate the results of the audit and then an appropriate corrective action plan is 
created, which may include any action from an education session with the provider to 
recoupment and/or formal prosecution. 


Recoupment, when indicated, is based upon a calculation of the over-billing or over-
treatment for the audit period. A demand is then made for a refund of the overpayments 
and the provider is counseled about the aberrant behavior.  


UnitedHealthcare’s policy is that any overpayments recouped from a provider will be 
returned to the appropriate state or federal regulatory agency within sixty (60) days of 
discovering the overpayment. We will attach a detailed description of the fraudulent or 
abusive conduct, the investigation period, the findings of the investigation, and 
UnitedHealthcare’s actions to recoup the overpayments. 


When recoupment is not necessary, but some corrective action is still required, 
such as education sessions, all outlier dentists will be counseled by the dental director or 
other clinical staff with a Nevada dental license. The outlier dentist will be informed of the 
behaviors that do not conform to the clinical, quality and administrative guidelines of the 
program and be advised of expected changes. Other remediation methods include placing 
the provider on focused review, which will apply different and specific pre-authorization 
requirements. Additionally, the Provider may be required to submit pre- and post-operative 
radiographs in order to receive reimbursement. 


We will monitor the utilization pattern of the flagged provider carefully post-audit to ensure 
that further abuse is not occurring. In certain cases, outlier dentists will be subject to 
expanded prospective authorization requirements to establish ongoing controls.  


The end-to-end fraud and abuse process flow is shown in the chart below. 
UnitedHealthcare will report investigative results to the appropriate government entities at 
each step according to the required timeframes, and use formats that meet or exceed 
program standards. 
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Processes for Investigating Dental Fraud and Abuse Cases


   UHC Fraud and Abuse Program
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3.15.6.2 Vendors will have written policies, procedures, and standards of conduct that 
articulate the organizations commitment to comply with all applicable Federal and 
State program integrity standards. 


Our Compliance and Ethics Program is the vehicle through which we develop, implement, 
maintain and monitor compliance. Through written policies and procedures, the 
Compliance and Ethics Program enables us to operate with the highest ethical standards 
expected by the State and to build integrity in its work, furthering a culture of compliance. 
The following response contains detailed information on specific policies, procedures and 
standards included in our program. 


3.15.7 General Requirements 


A. The vendor must have a comprehensive compliance plan which 
encompasses the elements necessary to monitor and enforce compliance 
with all applicable laws, policies, and contract requirements.  


Our national Compliance and Ethics Program provides overarching support for the 
local Compliance and Ethics Program to confirm the seven elements of an effective 
Compliance and Ethics Program, as specified by 42 CFR 438.608, are upheld and 
the needs of the State are met. This tiered Compliance and Ethics Program serves 
as a blueprint for ethical and compliant practices for our company’s officers, 
employees, providers and subcontractors. 


Detection, prevention and correction in a Compliance and Ethics Program is 
important and we meet the regulatory and contractual expectations, including 
measures to combat fraud, waste and abuse. 


B. The compliance plan must be reviewed and approved annually by the 
DHCFP. 


As requested, the compliance plan will be submitted yearly to DHCFP for review 
and approval. 


C. The compliance plan must include the following elements, and any others as 
directed by the DHCFP: 


SEVEN CORE ELEMENTS OF AN EFFECTIVE COMPLIANCE 
AND ETHICS PROGRAM 
These seven elements are essential to the implementation of a comprehensive, 
effective Compliance and Ethics Program in Nevada. 


1.  Establish written standards, codes of conduct, policies, procedures and 
controls specific to Nevada that promote our commitment to compliance, 
address specific areas of potential fraud and confirm compliance with state 
laws, including Nevada Revised Statutes, Sections 357, 422.401-570 and 
193.130, contract requirements and federal regulations. 


2.  Exercise effective compliance and ethics oversight through program 
governance by a compliance officer and Compliance Committee charged 
with operating and monitoring the Compliance and Ethics Program and who 
report to the chief executive officer and through the board of directors. 
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3.  Develop and implement ongoing, effective education and training programs 
for all affected employees. 


4.  Establish effective lines of communication and reporting mechanisms to 
receive complaints from Nevada constituents to safeguard the anonymity of 
complainants to protect them from retaliation and establish clear processes 
and structure for addressing compliance concerns quickly and effectively. 


5.  Facilitate consistent enforcement and discipline of employees who have 
violated internal compliance policies, applicable statutes, regulations or state 
contract requirements. 


6.  Monitor and audit the effectiveness of Compliance and Ethics Programs in 
Nevada. 


7.  Respond appropriately to incidents and take steps to prevent future 
incidents. 


1. Written policies and procedures for the functions in this section; 


Our Compliance and Ethics Program requires employees and contractors to 
abide by the law and adhere to the company’s contractual obligations. The 
Nevada program will include the following compliance policies and program 
materials: 


■ Code of Conduct—Our Principles of Ethics and Integrity (Code of 
Conduct) 


■ Government Programs Compliance Program 


■ Government Programs Fraud, Waste and Abuse Program 


■ False Claims Act Policy 


■ Employee Handbook 


■ Nevada-specific Supplemental Compliance and Ethics Program 
documentation to address contract-specific requirements 


CODE OF CONDUCT 
Our Code of Conduct and related policies promote compliance with legal and 
regulatory requirements, foster ethical conduct by employees and 
contractors, and provide guidance for employees and contractors on their 
conduct. We communicate the Code of Conduct to new employees and 
reinforce it through ongoing employee training programs that include either 
attestation or assessment activities to achieve review and understanding. 
The Code of Conduct also includes provisions for reporting suspicions of 
non-compliant, unethical or fraudulent activity. 


GOVERNMENT PROGRAMS COMPLIANCE PROGRAM 
The Government Programs Compliance Program provides a national 
framework for local compliance programs and includes established policies 
and procedures pertaining to compliance, auditing, privacy and security, and 
progressive discipline. 
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FRAUD, WASTE AND ABUSE PROGRAM 
The Government Programs Fraud, Waste and Abuse Program includes 
established policies, procedures and standards of conduct pertaining to the 
detection and investigation of potential fraud, waste and abuse to verify both 
federal and state dollars are protected. The Fraud, Waste and Abuse 
Program includes robust payment prevention, recovery and reporting 
elements, which will be in effect in Nevada. 


FALSE CLAIMS ACT POLICY 
This policy addresses the Federal False Claims Act and provides information 
related to the Act’s provisions, administrative remedies for false claims, and 
whistleblower protections. The policy also will cover Nevada’s laws that 
include civil and criminal penalties for false claims, along with whistleblower 
protections. 


On an annual basis, or more often as needed, we review and update our 
state-specific compliance and ethics policies and procedures to provide the 
local framework for guiding the Nevada Compliance and Ethics program. 
Some of the local policies include Medicaid Fraud Reporting, Potential Fraud 
Notifications, and Claims Investigation for Possible Misrepresentation Review 
Process. Up-to-date policies are available to all employees. 


2. Standards for effective communication between the Compliance 
Officer, Program Integrity staff, management, vendor staff, and the 
DHCFP; 


Our Compliance and Ethics Program requires the development of a 
communication and awareness strategy across business functions to confirm 
compliance resources, initiatives and other projects are being communicated 
to employees, managers and directors, Compliance Committee members 
and all other appropriate parties. 


This strategy makes certain Compliance and Ethics Program expectations, 
including employees’ responsibilities to report potential non-compliance or 
unethical behavior, and ongoing compliance efforts are communicated to 
employees through a variety of mechanisms, including the training programs 
described previously, electronic mail, internal newsletters, posters and face-
to-face meetings. 


Our compliance officer will be the primary resource available to all our 
Nevada employees for compliance-related information for the Nevada 
Medicaid program. The compliance staff also participate in new employee 
training, encouraging employees to contact them with compliance concerns. 
Additional compliance information will be disseminated in highly trafficked 
areas via posters and flyers placed in break rooms or close to office printers. 
Local managers also discuss legal requirements, company policies and 
contractual and regulatory obligations with their employees and evidence 
their commitment by their own conduct. 


REPORTING MECHANISMS 
All employees are required to report known or suspected non-compliance or 
unethical behavior. Failure to report suspected violations, misconduct or non-
compliance is grounds for employee disciplinary action. We expressly 
prohibit retaliation for good faith reports. 
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Employees and others can report suspected misconduct to the compliance 
officer, a supervisor, the legal department, the internal audit department, 
corporate security or anonymously through the Compliance & Ethics Help 
Center, a website that provides for anonymous and confidential reporting. To 
the extent possible, we take reasonable precautions to maintain the 
confidentiality of those who report integrity or compliance concerns. Senior 
leaders monitor issues reported through these mechanisms and continually 
evaluate the effectiveness of the various communication channels available 
for fraud, waste and abuse reporting and engage with business partners to 
adapt to changing business needs. Throughout all levels of our organization, 
we respond to questions and refer tips of suspected fraud, waste and abuse 
to analysts and the appropriate investigative functions for review and 
assessment. 


We investigate all reports of alleged non-compliance or unethical behavior 
and implement corrective actions as appropriate, based upon the results of 
investigations. 


For escalated issues received from Nevada regulators, the compliance 
officer serves as the primary contact. Our staff receive, manage and respond 
to escalated regulatory issues and concerns. Those who are accountable for 
regulatory relationship management work closely with the business areas to 
assess identified issues and enforce corrective action as necessary. 


3. Mandatory on-going training and education of the Compliance officer, 
Program Integrity staff, management and staff, and subcontractors on 
the prevention and detection of fraud, waste, abuse, and improper 
payments; 


We provide training and education on the Compliance and Ethics Program 
for both individuals and entities. The training and education curriculum 
emphasizes awareness of the Compliance and Ethics Program, and focuses 
on the obligation to report suspicions of unethical or illegal behavior, 
understanding of the fraud, waste and abuse operations, including general 
Medicaid fraud and privacy and security requirements and expectations. 


We provide training and education through various communication channels, 
including: 


■ Annual training courses 


■ Specialty training courses 


■ In-person training sessions 


■ On-the-job training 


■ Written materials 


■ Professional association and industry training 


Training is required during onboarding for all new employees. New 
employees must complete and attest to this training within 30 calendar days 
of hire. Supervisors are responsible for making sure that each employee 
reporting to them completes the applicable training. Required training content 
includes, but is not limited to: 
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■ Compliance, Ethics and Integrity Program overviews (Code of Ethics) 


■ Fraud, waste and abuse education, including: 


■ Examples of potential fraud, waste and abuse issues and 
schemes 


■ Resources available for reporting suspected instances of fraud, 
waste and abuse 


■ Pertinent laws and regulations review, including federal False 
Claims Act and Whistleblower Protection 


■ HIPAA privacy and security 


■ Records management 


■ Conflicts of interest 


■ Pharmacy interactions 


■ Harassment prevention awareness 


■ Code of Conduct 


■ Compliance and Ethics HelpLine 


ONGOING TRAINING AFTER NEW HIRE 
We provide ongoing training and education based upon specific 
requirements as well as the employee’s job function and responsibilities. 


ADDITIONAL TRAINING PROGRAM INFORMATION 
Our training program also provides for: 


■ Evidence of completed, effective education for the compliance officer, 
our employees, providers and recipients about the compliance plan, 
FWA, erroneous payments and how to report any allegations regarding 
any of them. 


■ Effective lines of communication between our compliance officer, and 
our employees, providers, our state partners and its designee(s). 


■ Established written policies for all employees (including management), 
and any subcontractor or agent of the entity that include detailed 
information about the False Claims Act and the other provisions named 
in Section 1902(a)(68)(A) of the Social Security Act. We maintain 
detailed information about our policies and procedures for detecting 
and preventing FWA. In addition, our employee handbook contains a 
specific discussion of the laws described in the written policies and the 
whistleblower rights and protections of and for employees. 


■ Education regarding our toll-free provider compliance hotline number 
and an accompanying explanatory statement distributed to our 
recipients and providers through our member handbook and provider 
summary guide. 
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■ Creation and dissemination of written materials for educating 
employees, managers, providers and subcontractors about health care 
fraud laws, including our policies and procedures for preventing and 
detecting FWA and the rights of employees to act as whistleblowers. 


TRACKING OF TRAINING 
We manage mandatory training through our web-based learning 
management system, which automatically tracks required training for all 
employees. The learning management system documents completion of 
training programs and human resources maintains the records. The system 
also generates automated reminders to employees who are due to complete 
annual training and managers whose employees have not completed the 
required training. 


Compliance and Ethics Program staff monitors ongoing completion rates 
through review of compliance training completion reports on a quarterly 
basis, at minimum, and facilitates follow-up activities with employees and 
managers as needed. Targeted compliance or job function training may be 
managed through the learning management system or by the individual 
business units conducting the training. 


4. Delineation of the staff and division of responsibilities within the 
vendor’s Program Integrity Unit; 


Our compliance officer, along with the Compliance Committee, oversees the 
Compliance and Ethics Program and the Fraud, Waste and Abuse Program 
in Nevada. Our oversight and governance framework focuses on the 
structures and processes necessary to drive improved compliance outcomes. 
Results of the Compliance and Ethics Program and Fraud, Waste and Abuse 
Program activities in each health plan are periodically reported to the 
Government Programs Corporate Responsibility and Compliance Oversight 
Committee and the Medicaid Compliance Oversight Committee. The 
Compliance and Ethics Program and the Fraud, Waste and Abuse Program 
are approved annually through this governance structure. 


The following recipients are responsible for implementing and overseeing the 
Compliance and Ethics Program for our company: 


■ National compliance officer 


■ Medicaid administrator 


■ Board of directors 


■ Compliance Committee 


Our Medicaid compliance officer manages the execution and coordination of 
our Compliance and Ethics Program. The compliance officer directly 
accesses regional and national senior management and local legal counsel 
to confirm compliance with Nevada contract requirements and state and 
federal laws and regulations and: 
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■ Functions as the local, compliance and ethics leader accountable to 
our Medicaid administrator and the national compliance officer, 
providing oversight and monitoring of the Compliance and Ethics 
Program 


■ Reports compliance activity to our Compliance Committee, the health 
plan Compliance Oversight Committee and reports issues to the 
company’s board of directors 


■ Identifies and manages compliance risk through collaboration with 
business partners and reports compliance risk and progress made 
toward remediating risk to the Compliance Committee 


■ Investigates and responds to Code of Conduct or other policy 
violations 


■ Verifies policies and procedures are created and maintained to 
address company requirements and that they align with company 
policies 


■ Coordinates regulatory audit activity in concert with Audit Management 
and the appropriate functional areas 


■ Facilitates response and monitors any regulatory corrective action 
plans (CAPs). 


■ Reviews processes and functional areas to make sure the Compliance 
and Ethics Program complies with state contract requirements 
regarding fraud, waste and abuse prevention, detection, deterrence 
and reporting 


■ Makes certain the Compliance and Ethics Program complies with state 
and federal fraud and abuse laws and regulations 


■ Periodically reviews and revises the compliance and fraud, waste and 
abuse policies to meet changing regulations or trends 


■ Verifies employees, providers, subcontractors and members receive 
training and education by overseeing a comprehensive ongoing 
training program that addresses fraud, waste and abuse prevention, 
detection and reporting; and encourages reporting of suspicions of 
non-compliance, unethical behavior and fraud, waste and abuse 
without fear of retaliation 


■ Develops and implements a well-defined reporting process, promoted 
among all employees, to report suspicions of non-compliance, 
unethical behavior and fraud, waste and abuse without fear of 
retaliation 


■ Maintains and monitors systems and tools to detect and help 
investigate fraud, waste and abuse 


■ Independently investigates and acts on compliance matters 
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■ Refers potential member and provider fraud, waste and abuse cases to 
the program integrity unit 


■ Regularly attends and participates in the state partner work group 
meetings 


■ Provides oversight of the services provided by subcontractors 


NATIONAL CHIEF COMPLIANCE OFFICER 
Our national chief compliance officer is the overall leader for national 
Compliance Program activities and oversees our Compliance and Ethics 
Program, including FWA, in collaboration with our local compliance officer. 


DENTAL MEDICAID ADMINISTRATOR 
Our Dental Medicaid administrator understands that the business owns 
compliance, and along with our compliance officer, makes sure the 
Compliance and Ethics Program is upheld, all contractual, state and federal 
requirements and regulations are met, and that organizational risks are 
remediated. The compliance officer is accountable to our Medicaid 
administrator and she will report and escalates information directly to that 
individual. 


COMPLIANCE COMMITTEE 
Our Compliance Committee will acts an oversight and governance body and 
is accountable to our board of directors. The Compliance Committee meets 
at least quarterly, or more often if needed. Our Compliance Committee 
assists our compliance officer with oversight and monitoring of the Nevada 
operations, assessment of compliance risk areas, and review of policies and 
procedures. The committee also addresses DHCFP changes and evaluates 
their impact to business processes, taking action when necessary. 
Ultimately, the Compliance Committee facilitates the implementation of and 
adherence to the Compliance and Ethics Program, and reviews and 
assesses its overall effectiveness. 


BOARD OF DIRECTORS 
Our compliance officer and the Compliance Committee are accountable to 
the board of directors. The compliance officer reports compliance information 
to the Medicaid administrator. Additionally, the board of directors receives 
reports on key compliance information. 


5. Specific objectives and goals for Program Integrity operations in the 
coming year;  


In accordance with 42 CFR 438.608, we will provide an updated 
administrative and management plan which will include a mandatory written 
compliance plan and specific objectives and goals which are designed to 
guard against fraud and abuse. An electronic copy of the our written 
compliance plan, including all relevant operating policies, procedures, 
workflows, and relevant chart of organization will be submitted to the State 
for review and approval within 90 days of the execution of this renewal 
Agreement and then on an annual basis thereafter. 
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6. The process that the vendor will use to enforce program integrity 
standards through well publicized disciplinary guidelines; 


We enforce disciplinary guidelines fairly and consistently throughout the 
organization, and managers are encouraged to work with human capital to 
implement disciplinary measures. When we determine that disciplinary action 
is necessary, such action may include verbal, written and final warnings, 
suspension or termination. Employees who commit criminal or illegal acts 
may face immediate termination and possible legal action. Finally, we 
reserve the right to terminate an employee at any time for any reason with or 
without prior disciplinary counseling or notice to the employee. Enforcement 
and disciplinary guidelines are publicized via the Code of Conduct, the 
Compliance and Ethics Program, the Fraud, Waste and Abuse Program, our 
employee handbook, policies and procedures and through communication 
methods such 


7. The process that the vendor will use to complete internal program 
integrity monitoring and auditing; 


A key focus of the Compliance and Ethics Program is to measure our own 
effectiveness. The monitoring activities performed by compliance, business 
functional areas, or other organizational areas, serve to identify, prevent and 
correct regulatory risk for the organization. Monitoring activities also provide 
verification that the Compliance and Ethics Program is effective and drive 
routine feedback on organizational performance and compliance with our 
policies, applicable laws and regulations. 


Our compliance infrastructure incorporates monitoring activities that support 
the Compliance and Ethics Program at the business operations level. 
Activities include, but are not limited to, internal audits and reviews, internal 
operational/functional area reporting of key compliance metrics through the 
Compliance Committee and implementation of appropriate corrective action 
where necessary. We track, trend and report the results of these activities. 


Throughout our organization, we continually evaluate and measure the 
success of the Compliance and Ethics Program using an internal audit 
function. In Nevada, we conduct audits of functional areas and areas of 
interest on a risk basis, focusing on the highest risks. 


The results from these audits will be included in quarterly compliance report 
and will be presented to the Compliance Committee, and key compliance 
matters are reported to our national Medicaid Compliance Oversight 
Committee. 


These internal audits detect non-compliance and misconduct, and the results 
are used to identify risk areas and opportunities for improvement. Elements 
of the program include: 


■ Collection, reporting and comparison of audit and monitoring results 
and findings 


■ Analysis of results to identify risk areas 


■ Focused reviews, where applicable 


■ Submission of reports as required and requested by DHCFP 
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■ Implementation of CAPs to address identified risk items 


Business units develop CAPs to cure identified deficiencies, remediate non-
compliance matters, and uphold compliance with all contractual requirements 
and state and federal regulations. Additionally, we employ self-monitoring 
activities to assess programs and processes, evaluate process data and 
suggest internal process and systemic improvements. Our compliance officer 
initiates self-monitoring and auditing of compliance with laws, policies and 
regulatory obligations. 


RISK ASSESSMENT PROCESSES 
As part of the Compliance and Ethics Program, the compliance officer 
conducts a Compliance Risk Assessment at least annually to identify 
compliance risks so they may be evaluated and prioritized. 


The Compliance Risk Assessment is documented and risks are ranked to 
determine which risk areas have the greatest impact. A mitigation plan is 
established in collaboration with the accountable business leads and it is 
reviewed at least quarterly at the Compliance Committee meeting to assess 
progress made toward remediation. Risk Assessments are also completed 
annually at the regional and national levels. National remediation plans are 
divided by functional area, and the compliance and ethics regional 
compliance officers as well as the national chief compliance officer will 
collaborate to determine solutions for items identified in these remediation 
plans. 


Possible risk areas include: 


■ CAPs required by regulators 


■ Internal and external auditing and monitoring 


■ Implementation of new regulations 


■ State-specific issues 


■ Ethics and Integrity reports 


■ Audit recommendations 


Items identified on the Risk Assessment provide the basis for internal 
auditing and monitoring strategies. 


8. How the vendor will promptly respond to detected program integrity 
offenses and develop corrective action initiatives; and 


Pursuant to the Compliance and Ethics Program, in conjunction with the 
appropriate business areas, we promptly respond to all credible reported 
concerns and instances of identified non-compliance and suspected 
misconduct. If appropriate, we make timely and reasonable inquiries, and 
compliance, legal or special investigations personnel conduct preliminary 
investigations. 
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When appropriate, we take corrective and disciplinary actions in response to 
the associated findings to promptly reduce the potential for recurrence and 
support ongoing compliance with applicable regulatory requirements. If 
required, we submit timely reports to state regulatory agencies. By design, 
corrective actions correct the underlying issues contributing to program non-
compliance or violations and help prevent future program non-compliance. 


9. A report on the success of the objectives and goals from the previous 
year. 


As required, we will submit a report to the State which will outline the 
success of our compliance plan and any action steps taken. 


3.15.8 Deficit Reduction Act  


3.15.8.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the 
vendor must, as a condition of receiving Medicaid payment, do the following: 


A. Establish and make readily available written policies for all employees of the 
vendor, including management, and of any subcontractor or provider, that 
provide detailed information about the False Claims Act established under 
sections 3729 through 3733 of Title 31, United States Code, administrative 
remedies for false claims and statements established under chapter 38 of 
title 31,  United States Code, any State laws pertaining to civil or criminal 
penalties for false claims and statements, and whistleblower protections 
under such laws, with respect to the role of such laws in preventing and 
detecting fraud, waste, and abuse in Federal health care programs (as 
defined in section 1128B(f) of the Social Security Act of 1932); 


We have established policies and procedures pertaining to compliance, internal 
auditing, privacy and security, fraud, waste and abuse and progressive discipline. 
There are also policies related to the Federal False Claims Act, which provide 
information related to the act’s provisions, administrative remedies for false claims 
and Nevada laws relating to civil or criminal penalties for false claim and 
whistleblower protections. Policies and updated information are available to all 
employees and subcontractors through our internal website. 


The purpose of our policy is to outline: 


■ Key information about the False Claims Act 


■ State false claims act(s) and similar state and local laws, and agency policy 
pertaining to civil or criminal penalties for false claims statements 


■ Whistleblower protections provided by such laws 


■ The role of these laws in preventing and detecting FWA in federal or state 
health care programs 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 340 


 


B. Include as part of such written policies, detailed provisions regarding the 
vendor's policies and procedures for detecting and preventing fraud, waste, 
and abuse; and 


We are committed to the highest standards of ethical behavior, including the 
submission of accurate claims to all payers. Federal and state law and agency 
policy prohibit knowingly submitting claims for payment to the government or its 
agents that are false or fraudulent or based upon material misrepresentations. Our 
written policies include provisions regarding our policies and procedures for 
preventing FWA as detailed below: 


The company and its employees shall not knowingly present, or cause to be 
presented, a false or fraudulent claim, for payment or approval, to any federal, state 
or local government agency, or to any managed care organization or other entity 
that acts as a government subcontractor for administering health care benefits. 


■ The company and its employees shall not knowingly: 


■ Falsify, conceal or cover up a material fact 


■ Make any false, fictitious or fraudulent statement or representation 
material to an obligation to pay or transmit money or property 


■ Make or use any materials known to contain false, fictitious or 
fraudulent information to get a false or fraudulent claim paid or 
approved by any federal, state or local government agency, or any 
managed care organization or other entity that acts as a government 
subcontractor for administering health care benefits 


■ The company and its employees shall not knowingly conceal or improperly 
avoid or decrease an obligation to pay or transmit money or property to the 
federal, state or local government agency, or to any managed care 
organization or other entity that acts as a government subcontractor for 
administering health care benefits. 


■ The company and its employees shall make reasonable inquiries into and 
investigate any suspected overpayments made by the federal government, a 
federal agency, or any managed care organization or other entity that acts as 
a federal government subcontractor for administering health care benefits. 
The investigation will be conducted with deliberate speed. 


■ If an overpayment is suspected, the company and its employees 
should immediately report the suspected overpayment to a 
compliance officer assigned to their business unit and consult with an 
attorney assigned to their business unit. 


■ If a federally funded overpayment is identified, the company and its 
employees shall consult with an attorney assigned to their business 
unit to determine how to proceed with respect to the overpayment in 
accordance with federal law or an established governmental 
repayment process. 


■ If a state-funded overpayment is identified, the company and its 
employees shall consult with an attorney assigned to their business 
unit to determine whether any repayment obligations exist. 
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■ The following activities are examples of activities that may be considered 
violations of the federal False Claims Act or similar state or local laws: 


■ “Double billing” – billing a payer multiple times for a single item or 
one-time service 


■ “Unbundling” – submitting a bill for a panel of tests that includes 
individual billing codes to increase remuneration, rather than billing 
one all-inclusive code 


■ Falsely certifying that a contract meets established requirements or 
guidelines 


■ Conspiring with others to get a false claim paid 


■ Claims resulting from an anti-kickback violation 


■ Knowingly keeping and not reporting funds improperly paid under 
Medicaid, Medicare, TRICARE, other state-based health care 
programs or other government health programs—otherwise known as 
a reverse false claim 


■ Knowingly submitting claims for services ordered or provided by an 
excluded provider 


■ Submitting reports or claims to government agencies that are known 
to be false, erroneous or that are submitted with reckless disregard for 
the accuracy of the information 


■ Knowingly charging for services not rendered or charging for more 
complex and costly procedures than those actually provided 
(“upcoding”) 


■ Billing for brand-name drugs when generic drugs are actually 
provided 


■ Submitting false or forged enrollment applications for a government-
funded program 


■ Submitting claims for services that were actually rendered but were 
not medically necessary 


■ The company and its employees shall not knowingly conceal or fail to 
disclose knowledge of an event affecting a right to any benefit or payment. 


■ Employees should report any suspected violations of the federal 
False Claims Act, applicable state false claims act(s), any similar 
state or local laws or agency policy, or company policies and 
procedures. Reports of potential improper activities can be made to a 
manager, compliance officer, or corporate security. Anonymous 
reports of suspected misconduct may be made by calling the our toll-
free Compliance & Ethics HelpCenter, or online at the Compliance & 
Ethics HelpCenter website, available 24 hours a day, seven days a 
week. 


■ An employee’s failure to comply with our policies could lead to disciplinary 
action, up to and including termination of employment and legal action. 
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■ We do not retaliate against employees, agents or contractors, who, in good 
faith, investigate, file, or participate in a whistleblower action. 


We require our contractors and agents, and their employees, who perform services 
for our government program health plans (i.e., Medicaid, CHIP, Medicare) or other 
government business, comply with this policy and all federal and state laws or 
agency policy that prohibit the submission of false or fraudulent claims in 
connection with federal health care programs. 


We also require that our contractors and agents distribute this information to their 
employees to educate them on the federal and state statutes. 


C. Include in any employee handbook for the vendor, a specific discussion of 
the laws described above, the rights of employees to be protected as 
whistleblowers, and the vendor's policies and procedures for detecting and 
preventing fraud, waste, and abuse. 


Our Employee Handbook contains a specific discussion of the laws described in the 
written policies and the whistleblower rights and protections of and for employees. 
The Employee Handbook is designed to serve as a quick reference for many issues 
relating to employment with our company. 


To remain current, the Employee Handbook provides links to our Enterprise 
Governance Risk and Compliance (eGRC) Policy Center. The eGRC provides the 
best way to manage the full lifecycle of our policies and procedures. It is designed 
to safeguard our process from the initial policy or procedure draft through the 
reviews, approvals, publication and subsequent revision processes necessary to 
have an effective policy and procedure program. 


The Code of Conduct—Our Principles of Ethics and Integrity—is part of our 
Employee Handbook. The Code of Conduct is a standard of conduct guide to 
acceptable and appropriate business conduct by our employees and contractors. 
All employees must complete mandatory Code of Conduct training upon hire. 


Additional enterprise compliance and FWA-related policies support the execution of 
a compliance program, these policies include: 


■ False Claims Act Compliance Policy 


■ Non-Retaliation Policy 


■ Anti-Kickback Policy 


■ Antitrust Policy 


■ Avoiding Conflicts of Interest (and Outside Directorships) 


■ Gifts and Entertainment (Business Courtesies) 


■ Delegation of Binding Authority 


■ Anti-Corruption Policy 


■ Federal Government Contracting 


■ Honoraria Paid to Employees 
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■ Insider Trading 


■ False Claims Act Compliance Policy 


■ Interactions with Pharmaceutical, Medical Device or Biotech Manufacturers, 
Wholesalers or Distributors 


■ Reporting Misconduct Policy 


■ Various privacy and security policies 


These policies are accessible by all employees via eGRC, and employee familiarity 
with policy content is maintained through required annual FWA training. Corporate 
compliance manages our overall program. Each segment and corporate 
department has established designated leaders to manage their policies and 
procedures as part of the overall program. 


3.15.9 Under-utilization of Services 


3.15.9.1 Vendors must monitor for the potential under-utilization of services by their 
recipients in order to assure that all Medicaid-covered services are being provided, 
as required. If any under-utilized services are identified, the vendor must 
immediately investigate and, if indicated, correct the problem(s) which resulted in 
such under-utilization of services. The vendor’s monitoring efforts must, at a 
minimum, include the following activities:  


We monitor the utilization patterns of our recipients and providers to confirm that we are 
providing health care services to our recipients in the amount, duration and scope 
necessary to achieve desired recipient health outcomes. Monitoring utilization through 
various means, such as HEDIS measures, confirms recipients receive needed services; 
helps identify at-risk populations and notifies the clinical team of health status changes 
that may cause gaps in care. 


When a recipient is underutilizing services or has gaps in care, the identification provides 
us the opportunity to engage the recipient and create specific interventions to close gaps 
in care, thereby reducing or preventing future inappropriate utilization or overutilization of 
services. 


We have developed a comprehensive utilization management (UM) program, discussed in 
detail in our response to RFP Section 3.10.19, that comprises an interdisciplinary set of 
documented, integrated UM, quality improvement (QI) and care management principles, 
policies and systematic processes that manage the appropriate utilization of health care 
resources. Through our UM Program, we have implemented a multifaceted approach, 
comprising an oversight structure, policies, processes, data analysis tools and provider 
outreach programs, which allows us to evaluate recipient and provider utilization patterns, 
including underutilization, so that we can improve our health plan operations. Core 
components of our approach, discussed in the following sections, include: 


■ Monitoring underutilization through clinical oversight and integration with QI. We 
provide oversight of our program through our clinical leadership team and monitor 
utilization through integration with our quality management team and QI Committee 
(QIC) structure. 
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■ Identifying underutilization through UM tools and data analysis to identify individuals 
that may benefit from care coordination, evaluate the effectiveness of care 
coordination interventions, monitor utilization patterns, identify opportunities for 
improvement and develop interventions to combat aberrant trends. 


■ Evaluating the efficiency and appropriateness of service delivery through: 


■ The adoption of evidence-based, nationally recognized guidelines and review 
criteria 


■ Our process to determine if a requested procedure, treatment or device 
meets established medical necessity criteria 


■ Ongoing monitoring of utilization metrics that indicate the appropriate use of 
services 


■ Identifying and resolving critical quality-of-care issues and aberrant practice 
patterns by tracking, trending and profiling provider-level data. We use a variety of 
methods and data sources through our quality of care (QOC) program. Our Peer 
Review Committee monitors these issues and can take a variety of actions to 
resolve them. 


■ Ensuring a high-quality, clinically appropriate, highly efficient and cost-effective 
delivery system through provider profiling, which identifies opportunities for 
reducing variation in practice patterns, improves recipient health outcomes and 
provides us with a tool to discuss best practices, track practice-level improvements 
and partner to implement initiatives that improve the quality of care and service 
provided to recipients. 


MONITORING UNDERUTILIZATION THROUGH CLINICAL 
OVERSIGHT 
Our clinical leadership team continuously monitors our UM Program through our quality 
management team and QIC structure, which includes our QIC and UM Committee. The 
UM Committee, a subcommittee of the larger QIC collects, monitors, analyzes, evaluates, 
trends and reports utilization data to evaluate the ongoing effectiveness of clinical care 
management interventions, monitor utilization patterns, identify opportunities for 
improvement and develop interventions to combat aberrant trends that include 
measurable outcomes so we can determine the intervention’s effectiveness. The 
continuous monitoring of our UM Program includes: 


■ Collecting quality measures, prior authorizations and claims data and producing 
reporting that provides clinical, QI and UM analyses. This reporting allows us to 
monitor and evaluate our program related to medical and behavioral health 
management and care management, including identifying underutilization of health 
care services. 


■ Clinical leadership review of UM reporting to verify we provide appropriate, cost-
effective care and services to our recipients that meet their individual needs. 


■ Quarterly QIC and UM Committee review and analysis of UM reporting that allows 
us to detect and correct utilization variances against our targets and national 
standards. During these meetings, the committees evaluate and make decisions on 
UM Program effectiveness and the effectiveness and continuation of programs and 
interventions. 
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■ Analyzing utilization reporting to make decisions about the effectiveness and 
continuation of clinical programs and interventions to combat utilization variances. 
Reports include a description of the utilization variance, the intervention, 
responsible party, evaluation and recommendations or modifications. 


■ Our department managers and directors regularly review and analyze reporting, 
dashboards and scorecards to verify we provide appropriate care and services to 
our recipients in a cost-effective and cost-efficient manner that meets their 
individual needs. 


■ Executive management team review of daily and weekly UM reporting, dashboards 
and scorecards to evaluate our performance against goals. 


Our quality management team serves as a critical interface between recipients, their 
representatives, practitioners, providers, the State and other regulators and various 
internal departments to identify opportunities for operational improvement and to 
implement appropriate interventions. UM analysis of quality measures, utilization data, 
clinical data and claims data helps QI and UM leadership understand trends necessitating 
further evaluation and identify opportunities for improvement. 


INVESTIGATING AND CORRECTING UNDERUTILIZATION 
If performance on a metric does not meet the established goal, we analyze opportunities 
for improvement, and develop and monitor corrective action plans (CAPs) to improve 
performance and meet or exceed the stated goal. When we detect underutilization and 
overutilization or inappropriate utilization, we recruit functional experts to analyze the data 
and determine if the variation can be explained and is expected based upon current 
circumstances. 


If the variation cannot be explained or is unexpected, we conduct a root cause analysis to 
identify the factors driving the variation. Once we identify the factors driving the variation, 
we develop a member- or provider-specific plan to correct the variance and monitor 
ongoing performance. If our analysis identifies a systemic problem, we develop CAPs, 
such as education for care managers to use during member interactions. If the issue is 
broad enough, we incorporate the change into our member or provider manuals and 
newsletters. 


A. An annual review of their prior authorization procedures to determine that 
they do not unreasonably limit a recipient’s access to Medicaid-covered 
services; 


Our Nevada UM Program is based upon our parent company’s national UM 
Program, which we implement across the state Medicaid programs we serve 
nationwide. Our national UM Committee develops, implements and evaluates our 
national UM Program. At least quarterly, the committee develops, reviews, updates 
and approves UM criteria, guidelines and new dental policies specifically for 
emerging technology or new treatments, and updates preventive service guidelines, 
dental policies, clinical practice guidelines and the list of services that require prior 
authorization for use across our UM Programs nationwide. 


After considering State-specific mandates and guidelines, the national UM 
Committee reviews all services requiring prior authorization using eligibility criteria 
and federal/state requirements.  


Once the national committee approves the list of services that require prior 
authorization, our Nevada UM Committee reviews it for acceptance and adoption 
for recipients in the Nevada Medicaid and Nevada Check Up Programs. 
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On an annual basis, our national UM Committee and Nevada UM Committee 
review all medical necessity and medical appropriateness guidelines to make sure 
they are responsive to local health plan needs. We may review criteria more 
frequently if a new version of the criteria is published before the annual review date. 
In addition, our Nevada UM team meets regularly to review prior authorization 
codes for potential changes to the list of services that require prior authorization. 


B. An annual review of the procedures providers are to follow in appealing the 
vendor’s denial of a prior authorization request to determine that the process 
does not unreasonably limit a recipient’s access to Medicaid-covered 
services; and 


We review our appeals processes annually to confirm that we administer our 
grievances and appeals program according to State specifications. Using the tools 
discussed previously, our UM team collaborates with our quality management team, 
compliance department (which provides oversight of our grievances and appeals 
program) and clinical leadership to collect, review, analyze and trend grievances 
and appeals data to: 


■ Confirm our compliance with contract requirements for processing prior 
authorizations 


■ Assess member satisfaction and identify opportunities for improving the 
member experience 


■ Identify issues with other aspects of our operations that may be causing an 
unnecessary increase in the number of denials 


■ Identify opportunities for improvement in our operations 


■ Identify and resolve potential quality-of-care issues with network providers 


C. Ongoing monitoring of vendor service denials and utilization in order to 
identify services which may be underutilized. 


We analyze grievances and appeals data to identify issues with other aspects of 
our operations that may be causing an unnecessary increase in the number of 
denials. We also monitor access to and adherence with preventive care services. 
We use several tools that allow us to identify gaps in care and conduct targeted 
outreach to providers and recipients to remediate those care gaps. 


3.15.10 Embezzlement and Theft  


Vendors must monitor activities on an ongoing basis to prevent and detect 
embezzlement or theft by employees, providers, and subcontractors. Any evidence 
of criminal activity must be reported to the appropriate authority and the DHCFP 
SUR unit within five (5) business days. 


We monitor for and respond to potential incidents involving embezzlement and theft in full 
accordance with the FWA provisions of our Principles of Ethics and Integrity. Strategies 
crucial to monitoring for embezzlement and theft are outlined below. 


MANDATED EMPLOYEE REPORTING 
All employees must report the following suspected incidents: 


■ Misconduct by any officer, employee, provider, subcontractor or vendor 
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■ Violations of policies and procedures 


■ Violations of federal or state laws 


Employees may file reports through their supervisor, the legal department, the internal 
audit department or corporate security. Employees also can file an anonymous report 
online at the Compliance and Ethics HelpCenter secure website or by calling the 
HelpCenter’s toll-free hotline. 


Posters containing Compliance and Ethics HelpCenter contact information are dispersed 
throughout employee common areas. Postcards with a punch-out wallet card containing 
the Compliance and Ethics HelpCenter phone number are distributed to all employees at 
new-hire orientation. 


PROCEDURAL SAFEGUARDS: 
We monitor for and detect potential embezzlement and theft through a variety of 
procedural measures, including: 


■ Check Register Audits: We prevent inappropriate payments by routinely auditing 
check registers before mailing each check run. 


■ Claims Dollar Thresholds: We apply security thresholds in our claims processing 
system restricting the dollar amounts employees can release on individual claim 
payments. The ICQC unit audits claims in excess of an analyst’s security threshold 
before release. 


■ We have restrictions established regarding employee access, and our Information 
Systems (IS) department runs reports to verify accesses are business appropriate. 
In addition, our Information Systems (IS) department restricts employee access to 
business-appropriate activities through the following: 


■ Employees with access rights are thoroughly trained on computer security 
awareness and acceptable computer practices. 


■ Employees are granted access to information in applications on a “need to 
know” basis in accordance with their job functions. 


■ Annual entitlement reviews are conducted to ensure that unnecessary 
access privileges are discontinued. 


■ All non-employees, contractors, consultants, temporary workers and 
outsourcing organizations are assigned temporary accounts configured to 
require renewal at least every 30 days. 


■ Special Investigative Unit (SIU): SIU personnel work closely with the compliance 
officer to establish and maintain ongoing compliance. 


■ Our IS and claims operations departments have created reports that identify 
aberrant billing patterns, utilization trends, demographic patterns, and other 
deviations from what we consider normal patterns. In addition, we can customize 
reports created by our healthcare informatics department. 


■ Claims processing staff follow policies that outline potential billing issues. Once 
identified, suspect claims are referred to our SIU for further review and 
investigation. 
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■ We can share electronic data mining and aberrancies across our multiple lines of 
business. As new-suspected schemes and practices are identified, we can expand 
our monitoring and reporting efforts. 


■ If trends are identified, our SIU works in conjunction with our provider services 
department to educate the providers. 


Our SIU works closely with our compliance officers and legal department. Any validated 
identifications of FWA together with Embezzlements or Theft are immediately reported to 
the appropriate regulatory agencies. Some of the regulatory agencies we routinely work 
with are various state departments of insurance, attorney general offices, various state 
licensing boards, CMS and state Medicaid agencies. We will easily be able to comply with 
reporting to DHCFP SUR unit within the five-business-day requirement. 


3.15.11 Verification of Services 


3.15.11.1 The vendor must verify that services billed by providers were actually provided to 
recipients. 


We are committed to protecting the integrity of Medicaid dollars by deploying our 
comprehensive FWA efforts in a person-centric way, resulting in a positive member 
experience. Our focus on the prevention, detection, investigation and reporting of 
suspected cases of FWA includes a process of verifying that services billed by providers 
were rendered to recipients. Our robust process includes monitoring and enforcing claims 
payment accuracy at all levels because often our recipients can provide great insight into 
situations that we cannot discover using claims data alone. 


Following a practice currently used in some of our other markets, we will mail Verification 
of Services (VOS) notices to a random, sample group of Nevada Medicaid recipients on a 
monthly basis to verify services were actually provided to our recipients. 


3.15.11.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services 
(VOS) letters for such verification. 


Using Verification of Services (VOS) letters, we request the recipient to contact our 
member services center if he/she has any questions about a procedure or care received 
based upon the claims detail in the service verification notice. 


Our service verification process will include additional analysis and verification by cross 
functional teams—member services, member outreach, care management and 
compliance—to validate services were provided to our recipients. If a recipient disagrees 
with a service identified on the service verification notice, our member advocate will 
review the claims data with the recipient. In some cases, the recipient will recall the claim; 
in other cases, he/she will not. For those recipients who do not recall the service, our 
member outreach specialist will conduct additional follow-up. 


For recipients who state no services were received; the information is reported to our 
compliance and fraud and abuse departments for additional investigation. A dedicated 
fraud, waste and abuse investigations team will then employ a variety of methods to 
determine if the service or item was actually provided. These cases will be tracked 
through our FWA monitoring report. We also will refer these cases and results to DHCFP. 
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3.15.11.3 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each 
month. 


Our service verification process will consist of VOS letters. We will select, at a minimum, a 
sampling of 500 claims per month. The statistically valid random sample of paid claims 
shall include all provider specialties and claim types proportionally represented in the 
sample pool. 


3.15.12 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments 


3.15.12.1 The vendor must acquire, maintain and monitor a hotline telephone number for the 
public, recipients and providers to report allegations of fraud, waste, abuse, or 
improper payments.  


Public: We welcome the public’s input on potential FWA. By doing a simple online 
search, someone can locate our dedicated fraud hotline number. For concerned citizens 
who file a report, they may do so anonymously and we will make every effort to maintain 
the person’s confidentiality. However, we may not be able to guarantee anonymity if law 
enforcement is involved. 


Members: Our Member handbook and member website provide information about fraud, 
waste and abuse prevention, detection and reporting, and encourages reporting 
suspicions of non-compliance, unethical behavior or fraud, waste and abuse. Our member 
handbook provides recipients with fraud and abuse hotline numbers, and our member 
services center information. The member handbook also provides common examples of 
fraud and abuse and reminds members to never give their member ID card to anyone else 
to use. 


Recipients can report FWA tips to our FWA tip line. This phone number is listed on our 
Medicaid website, and in the member handbook. Recipients can also call our member 
services center to report any suspected fraud, waste and abuse. 


Providers: Our provider orientation includes FWA education, laws and regulations. Each 
newly contracted provider is given a Provider summary guide, which includes information 
about the responsibility of the provider to report all suspected FWA, risks for not reporting 
suspected activity and mechanisms for reporting suspected cases through appropriate 
state agencies or us. 


Our Provider summary guide is considered an extension of the provider’s contract, and 
available to each of our contracted providers on our provider website. Providers can report 
Fraud, Waste and Abuse tips to our FWA tip line. This phone number is listed on our 
Medicaid website and in the Provider summary guide. Providers can also call our provider 
services center to report any suspected FWA. 


Our Program Integrity Unit investigates every tip. Additionally, our Program Integrity Unit 
will take further action as necessary, including notifying the DHCFP, stopping payments to 
a provider and working with applicable law enforcement agencies. 


3.15.12.2 The hotline number must be prominently displayed in a stand-alone frame placed 
on the vendor’s front page of their Nevada Medicaid website. 


The FWA tip line will be clearly visible on the front page of our Nevada Medicaid website. 
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3.15.12.3 The telephone line may be augmented by a web page used specifically for 
collecting and reporting to the vendor's Program Integrity Unit complaint 
information entered by a fraud, waste and abuse complainant.  


We are focused on combating health care FWA for all lines of business and as such offer 
a dedicated fraud hotline. However, realizing that stakeholders may prefer another 
method of reporting potential FWA, our telephone line is augmented by a webpage-based 
form that can be used by a complainant to communicate concerns with our PIU. The PIU 
will use this information for specifically collecting and reporting information received by the 
complainant. 


The link to this online form will be located on our Nevada Medicaid website, listed in the 
member handbook and in the provider summary guide. 


3.15.12.4 If the vendor also uses a web page for receiving program integrity complaints, it 
must: 


A. Be accessible and simple to use by the public, recipients and providers; 


The link on our webpage for receiving program integrity complaints will be 
accessible and simple to use by the public, recipients and providers. 


B. Have a stand-alone highlighted button or link on the vendor's front page of 
their Nevada Medicaid website; and 


Accessible from the front page of our website, it will be a stand-alone highlighted 
button and will clearly state the button is for use in reporting Medicaid FWA. 


C. Be identified with language which states clearly the button or link is for use 
in reporting Medicaid fraud, waste or abuse. 


As stated, the web page is identified with language which states clearly the button 
or link is for use in reporting Medicaid, fraud, waste or abuse. 


3.15.13 Vendor’s Program Integrity Unit 


3.15.13.1 Unit Composition 


A. The vendor must establish and maintain a distinct Program Integrity Unit 
(PIU) whose responsibilities include the identification, review, recovery, and 
reporting of improper Medicaid and Nevada Checkup payments, including 
fraud, waste, and abuse (FWA) activities. 


Our Program Integrity Unit (PIU) uses an array of program integrity activities to 
address the following: 


Fraud includes intentional misrepresentation or deception with the knowledge that 
such misrepresentation could result in an unauthorized benefit, as well as any act 
that constitutes fraud under state or federal law. 


Waste is the overutilization of services, or other practices that, directly or indirectly, 
result in unnecessary costs to the Medicaid program. 


Abuse includes member and provider practices that result in unnecessary costs to 
the Medicaid program, improper payment for services that fail to meet 
professionally recognized standards of care, or services that are medically 
unnecessary. 
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Within our PIU department, locally based specialists focus on areas of payment 
integrity initiatives, including analysis and investigation of FWA, third party liability 
(TPL), coordination of benefits (COB), subrogation and recoveries. 


PROGRAM INTEGRITY OVERVIEW 
We are committed to leveraging the full extent of our capabilities to make sure the 
State is the payer of last resort by undertaking the following activities: 


Special Investigative Unit (SIU): The SIU is a function within our PIU. Fraud and 
abuse investigations are performed by the SIU, with a particular focus on 
allegations of health care fraud. The SIU comprises highly qualified investigators 
with significant experience in dealing with health care and prescription drug fraud 
and abuse, as well as knowledge of industry business practices, systems and 
infrastructure. We keep abreast of the latest available research regarding new and 
emerging FWA schemes and practices, as well as new methodologies and 
technologies available for combating FWA by collaborating with SIU throughout the 
rest of our company. These investigators are also familiar with federal and state law 
enforcement and litigation practices. SIU investigators are responsible for 
conducting fact-based investigative activities and operations (a more detailed 
description of which can be found in the SIU’s internal policies, procedures and 
investigative process documentation), and presenting evidence in support of civil 
and criminal prosecutions. 


Cost avoidance: With extensive edits engineered to verify payments are not 
remitted on provider claims for non-covered services, our claims processing system 
is our primary cost-avoidance mechanism.  


Third-party liability: We identify potentially liable parties through a variety of 
procedures, including claims system codes and edits, files of third-party coverage, 
provider claims and initial new recipient assessment by a case manager. Once a 
recipient has been flagged as having alternate coverage, subsequent claims edit to 
a COB review, with the claim not paying until we receive the other carrier’s 
explanation of benefits (EOB) or notification from DHCFP or another source that the 
other payer is not responsible for the service. 


Coordination of benefits: We contribute to copayments, coinsurance and 
applicable deductibles remaining after Medicare or commercial payment on behalf 
of recipients with Medicare or commercial coverage, up to the Medicaid allowable. 


Post-payment recoveries: We recoup erroneous claims payments according to 
contractually compliant protocols. Recouped claims encounters are voided in full 
unless the recoupment is an adjusted claim value, in which case we submit a 
replacement encounter. 


Fraud, waste and abuse: As part of our overall program integrity functions, the 
payment integrity team performs certain FWA components. Our payment integrity 
team keeps abreast of the latest research available regarding new and emerging 
FWA schemes, practices, new methodologies, and technologies available for 
combating FWA. 


 


Compliance program: The Compliance Program facilitates operational 
accountability and provides standards of conduct for complying with the FWA 
requirements of our Medicaid program(s) through a focus on the structures, 
processes and outcomes that translate our program’s values into actions. 
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Legal department: Our legal department works closely with the DHCFP, internal 
business partners, vendors and contractors to develop and implement the FWA 
Program. The legal department provides consultation on contemplated formal FWA 
enforcement actions, reporting of suspected FWA to law enforcement officials, 
compliance with regulatory requirements, and any other legal issues that arise in 
our FWA Program. The legal department also keeps abreast of relevant changes in 
the law and developments in the health care FWA arena. 


Employees: Every employee is responsible for conducting business in an honest 
and ethical way, fostering a climate of ethical behavior that does not tolerate FWA. 
Employees shall not engage in any activities that impede the investigation of 
suspected FWA and are required to report suspicions or observations of FWA or 
non-compliant activity. Employees reporting suspicions of FWA or non-compliant 
activity may remain anonymous and are protected from retaliation for reports made 
in good faith. Employees regularly receive training and education regarding these 
standards and responsibilities, including required reporting methods. 


The resulting findings from these activities are reported to the applicable federal 
and state agencies, as appropriate and quickly resolved. 


B. The PIU must include a compliance officer and a compliance committee 
accountable to senior management.  The compliance officer shall be 
available to communicate with the DHCFP Program Integrity and SUR staff by 
telephone, email, text message, or other communication methods during 
State business hours. 


The Compliance Committee is chaired by the compliance officer who works closely 
with the PIU on a day-to-day basis. The compliance officer is accountable to the 
dental plan Medicaid administrator. In addition to overseeing and monitoring the 
enforcement of the FWA compliance program, the compliance officer facilitates 
compliance with the contract, as well as state and federal rules and regulations. 
The compliance officer has authority to report issues directly to the Medicaid 
administrator, who is also a member of the Compliance Committee, or if necessary, 
to our board of directors. 


Our compliance officer will establish a relationship with the DHCFP and state 
enforcement officials and understand the nuances of the Medicaid and Nevada 
Check Up Programs and the State’s expectations on combating FWA. The 
compliance officer and the Medicaid administrator are fully committed to protecting 
the integrity of the Nevada Medicaid and Nevada Check Up Programs by fostering 
a collaborative, cooperative partnership with DHCFP and federal regulatory 
agencies. 


The compliance officer is available to communicate with the DHCFP Program 
Integrity staff by telephone, email or other communication methods during State 
business hours. Additionally, the compliance officer serves as the primary point of 
contact for our health plan on issues related to fraud, abuse and waste prevention. 
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C. The PIU shall have adequate resources and qualified staffing available to 
conduct reviews, recovery and reporting of improper payments, including 
FWA activities, as specified in the vendor contract.  


Our PIU consists of resources that meet or exceed the DHCFP’s requirements. The 
PIU is responsible for triaging, investigating and resolving instances of health care 
fraud or abusive conduct by the dental profession, members or the public. Using 
information from tips and complaints from plan recipients, the dental community and 
law enforcement, employees conduct confidential investigations and document 
relevant findings and report any illegal activities in accordance with all laws and 
regulations. PIU staff may conduct on-site provider claim or clinical audits (using 
appropriate personnel) to gather and analyze all necessary information and 
documents related to the investigation. They identify, communicate and recover 
losses as deemed appropriate. Where applicable, testimony regarding the 
investigation may be required. 


D. The PIU will have adequate resources to meet either in person or via 
telephone on a monthly basis to provide information and updates on cases. 


Our PIU consists of qualified resources that will either in person or via telephone on 
a monthly basis with the DHCFP to provide information and updates on cases. In 
fact, the PIU and local leadership are actively involved in efforts with other entities 
that investigate and prosecute provider and member fraud, waste and abuse: We 
actively participate in quarterly meetings with regulators and other MCO(s) and will 
participate in the new monthly meetings. 


E. Qualified staff shall have experience in health care claims review, data 
analysis, professional medical coding or law enforcement. 


We hire qualified staff with experience in health care claims review, data analysis, 
professional medical coding or law enforcement. 


F. The number of full-time equivalents (FTEs) dedicated to the PIU must be at 
least one per 50,000 Medicaid recipients. 


Our PIU staff will be at a minimum of one investigator per 50,000 recipients 
assigned to our dental health plan. 


G. The PIU staff must receive on-going training in conducting compliance 
reviews, and must travel to the DHCFP for periodic meetings and trainings 
with SUR Unit staff. 


Our PIU staff receives ongoing training and will participate in periodic meetings and 
trainings with SUR Unit staff. 


3.15.14 Fraud Identification and Referral 


3.15.14.1 Vendor shall establish policies and procedures to identify and refer credible 
allegations of fraud to the SUR Unit of the DHCFP. 


We have policies and procedures to identify and refer credible allegations of fraud in 
compliance with ACA requirements. Our policies and procedures for detecting FWA and 
ensuring payment integrity include, but are not limited to: 


■ A comprehensive compliance plan 


■ Claim edits 
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■ Pre- and post-payment review of claims 


■ Desk audits on post-processing review of claims 


■ Provider profiling and credentialing reports 


■ Surveillance and utilization management protocols 


■ Provider and member materials 


■ Confidential reporting provisions 


■  Investigation and follow-up provisions 


We report all instances of suspected provider and member claims fraud, waste or abuse 
to the SUR Unit of the DHCFP. 


3.15.14.2 When the vendor receives an allegation or tip related to potential fraud, the vendor 
must perform a preliminary investigation to determine whether a credible allegation 
of fraud exists. 


When we receive a tip or allegation related to potential fraud, our PIU performs a 
preliminary investigation to determine if a credible allegation of fraud exists. The 
preliminary investigation may include: 


■ Reviewing claim histories 


■ Contacting providers 


■ Obtaining and reviewing dental and billing records 


■ Interviewing providers or recipients or other witnesses 


■ Checking providers’ qualifications, licensure status and disciplinary activity, civil 
litigation and criminal histories and financial records 


3.15.14.3 If the vendor determines that there is credible allegation of fraud, the vendor must 
submit a fraud referral to the SUR Unit of the DHCFP as soon as possible and within 
two (2) business days. 


When we determine that a provider or recipient should be reported, the PIU will submit a 
fraud referral to the SUR Unit of the DHCFP within two business days. 


3.15.14.4 The vendor’s fraud referral must provide, at a minimum, the following information 
and any other information specified by the DHCFP: 


The fraud referral will include, but will not be limited to, any evidence we have on the 
provider’s billing practices (unusual billing patterns, services not rendered as billed, and 
same services billed differently or separately). The report also will include the following 
information: 


■ Name and ID number of the relevant party 


■ Type of Nevada Medicaid provider 


■ Recipient’s name and Medicaid number 
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■ Date and source of the complaint 


■ Nature of the complaint, including specific laws or Medicaid policies violated 


■ Dates of fraudulent activity 


■ Approximate dollars involved 


■ Legal and administrative disposition of the case 


A. Provider’s name, Medicaid provider number or provider’s National Provider 
Identifier (NPI); 


Confirmed. 


B. Nevada Medicaid provider type; 


Confirmed. 


C. Recipient’s name and Medicaid number; 


Confirmed. 


D. Date and source of the original complaint or tip; 


Confirmed.  


E. Description of alleged fraudulent activity, including: 


1. Specific laws or Medicaid policies violated; 


Confirmed. 


2. Dates of fraudulent conduct; and 


Confirmed. 


3. Approximate value of fraudulently obtained payments. 


Confirmed. 


F. Any other agencies or entities (e.g., medical board, law enforcement) notified 
by vendor, and any actions they have taken; 


Confirmed. 


G. The findings from the vendor’s preliminary investigation and proposed 
actions; 


Confirmed. 


H. After submitting the fraud referral, the vendor will take no further action on 
the specific allegation until the SUR Unit responds; 


Confirmed. 
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I. If the SUR Unit notifies the vendor that the fraud referral is declined, the 
vendor must proceed with its own investigation to comply with the reporting 
requirements contained in this contract; and   


We understand that after submitting the fraud referral, we will not take any further 
action until we receive a response from the SUR. If the SUR notifies us that the 
fraud referral is declined, our PIU will proceed with an investigation to comply with 
the reporting requirements specified by DHCFP. 


J. If the SUR Unit notifies the vendor that the fraud referral is accepted, the 
vendor will be instructed as to what further actions, if any, they may take 
which will not impair the investigation by the MFCU or other law enforcement 
agency. The vendor must provide the MFCU access to conduct private 
interviews of DBA personnel, subcontractors and their personnel, witnesses 
and recipients. DBA personnel, subcontractors and their personnel must 
cooperate fully in making DBA personnel, subcontractors and their 
personnel available in person for interviews, consultation, grand jury 
proceedings, pre-trial conference, and hearings, at their own expense. 


We will provide the MFCU access to information and personnel as required in 
pursuit of an investigation. 


3.15.15 Payment Suspensions  


The vendor must establish policies and procedures to implement payment 
suspensions as directed by DHCFP, including those related to Credible Allegations 
of Fraud (CAF). 


If the DHCFP instructs the vendor to suspend payments to an entity or individual, 
and the vendor fails to do so, the DHCFP may impose penalties. 


As set forth in 42 C.F.R. § 455.23, we will suspend provider payments as directed by 
DHCFP due to credible allegations of fraud (CAF) investigations. We have the capability 
to deploy system flags that immediately suspend all payments to a provider upon 
notification by the state. We understand that if we fail to suspend payments to an entity or 
individual as instructed by DHCFP, the Division may impose penalties. 


3.15.16 Compliance Reviews 


The vendor’s PIU must specifically address the identification, review, recovery, 
prevention, and reporting of improper payments, including fraud, waste, and abuse. 


We are committed to the foundational aspects of detecting and preventing FWA. We have 
established standards of conduct, policies and procedures, and training, related to 
identification, review, recovery, prevention, reporting and improper payments. 


Our Payment Integrity Unit uses the following sources to uncover potential improper 
payments: 


Identification: Sources of provider fraud/suspicious claims referrals, via tips and data 
analytics: A variety of data-analytic tools is employed to facilitate prospective and 
retrospective detection of FWA. Awareness of real or potential fraud, waste and abuse is 
also realized through fraud hotline tips, employee referrals, claims data analysis, industry 
sources, and provider management activities and media sources. 
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Review: Validation and investigation of referrals from tips and data analytics: All 
referrals/tips and data mining analytic results are researched and tracked in a database. A 
recommendation is then provided based upon findings. Many result in prospective or 
retrospective investigations or a report to state agencies. 


Responses to requests for information and regulatory reporting of suspected 
provider fraud/abuse: Our PIU is a dedicated team that handles reporting of suspected 
fraud and responds to requests for information or requests for investigative assistance 
from law enforcement agencies. 


Responses to requests for information: Pursuant to their health care oversight 
responsibilities, and because of our reporting actions or active investigations by outside 
entities, state and federal regulators may compel responses to requests for information. 


Recovery: Multiple levels and types of electronic data analysis are applied to claims 
already paid to prevent future payments induced by FWA and to identify retrospective 
audit, investigation and recovery opportunities. Post-payment data analytics includes 
payment error analysis whereby paid claims are analyzed to identify various types of 
billing errors and irregularities. 


Prevention: We perform prospective FWA activities in compliance with contractual and 
regulatory requirements for reimbursement accuracy and understand that internal controls 
are critical for detecting FWA. If the DHCFP SUR notifies us that a provider is suspected 
of FWA or if a provider shows up on a federal or state provider exclusion and sanctions 
list, we will set system flags to prevent payments to the provider. Our PIU will monitor the 
situation to determine how long the flags should remain in place and whether they should 
be modified or removed. 


Reporting: Reports of suspected fraud or abuse must be filed with the appropriate 
regulator(s) and other governmental entities, including law enforcement. 


3.15.17 Identification 


3.15.17.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources 
may include, but are not limited to: 


We will work cases directly referred to us via the fraud hotline, our website or a referral 
from the DHCFP by investigating and performing data analytics to determine credibility of 
the allegation. Data collected from our own systems will be used to identify potential 
aberrant practices. In addition, we will implement a verification of services process upon 
award of this contract. Following an established best practice currently used in some of 
our other markets, we will mail VOS letters to a random, sample group of Nevada 
Medicaid members on a monthly basis to verify services were actually provided to our 
recipients. We will have processes in place to work referrals of potential fraud from this 
verification process. 


A. Fraud hotline or website;  


Confirmed. 


B. Referrals from the DHCFP; 


Confirmed. 


C. Referrals from the vendor's own organization including utilizations of data 
systems to identify issues such as provider profiling or data analysis; or 


Confirmed. 
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D. Verification of Service letters/EOB’s complaints. 


Confirmed. 


3.15.17.2 All tips, complaints and referrals which allege recipient misconduct must be 
referred to the Division of Welfare and Social Services (DWSS) Investigations and 
Review (I & R) Unit. The DHCFP must be copied on the referral. 


We will refer all tips, complaints and referrals, which allege recipient misconduct, to the 
DWSS and copy the DHCFP on the referral. 


3.15.17.3 All tips, complaints and referrals must be tracked and reported to the DHCFP 
monthly regardless of the outcome. 


Using our sophisticated technology platform, our PIU will track all tips, complaints and 
referrals and report them to the DHCFP monthly, regardless of outcome. 


3.15.18 Review 


3.15.18.1 The PIU will conduct a review of any identified issues by collecting and analyzing 
available relevant information, including, but not limited to: 


A. Encounter data; 


B. Provider credentialing and enrollment records; 


C. Provider self-audits; 


D. Provider treatment records; 


E. Prior authorization records; 


F. Recipient verification of service letters/EOB’s; 


G. Nevada Medicaid Services Manual (MSM); and 


H. Nevada Medicaid Billing Guidelines. 


We conduct reviews using algorithms and queries to electronically collect and analyze 
available relevant information including, but not limited to, encounter data, provider 
credentialing and enrollment records, provider self-audits, provider treatment records, 
prior authorization records, recipient verification of service letters. We also will consult the 
Nevada Medicaid Service Manual (MSM) and Nevada Medicaid Billing Guidelines. 


When issues are identified from data sources like these, we have a process in place to 
perform electronic data analysis or mining of claims data, which is generally regarded as 
the most effective method of prospectively detecting suspected FWA. We accomplish this 
by using algorithms and queries to electronically mine claims data and various other 
databases to detect suspected FWA. This process includes the following analyses: 


Pre-Payment Data Analytics: We mine claims before payment to identify various types 
of billing errors and irregularities. The results of this mining can assist in the identification 
of suspected FWA for follow-up prospective audit and retrospective investigation. 


Post-Payment Data Analytics: We apply multiple levels and types of electronic data 
analysis to claims that have already been paid to prevent future payments induced by 
FWA and to identify retrospective audit, investigation and recovery opportunities. 
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Payment Error Analysis: We analyze paid claims to identify various types of billing 
errors and irregularities. This analysis contributes to the identification of suspected 
instances of FWA for further analysis. 


Industry Trends (Sharing Awareness): We review industry trends and information from 
multiple industry and professional association sources and assess the potential impact on 
benefit programs. We may use this information to inform future FWA activities. 


Data Mining Queries/Aberrant Billing Patterns: We share electronic data mining 
queries and aberrant billing patterns throughout our company and across our multiple 
lines of business. We know that we can uncover suspected schemes and practices across 
many platforms and lines of business that might affect the Medicaid business. We use the 
knowledge that we gather from other platforms to identify suspected FWA. This includes 
general queries and criteria applicable to all health plan claims as well as queries and 
criteria tailored to common Medicaid FWA schemes. We use these criteria to perform 
electronic analytics of claims data and to analyze provider claim trends. We routinely 
identify, propose, test and implement new criteria as new schemes and methods to detect 
suspected FWA. 


3.15.18.2 The PIU will determine which, if any, encounters were improper payments. 


The PIU uses multiple techniques to determine if improper payments were made. 
Investigative activities can include: 


■ Perform additional electronic data mining of claim histories and trends 


■ Contact providers and obtain and review medical and billing records 


■  Interview providers or recipients or other witnesses 


■ Check providers’ qualifications, licensure status and disciplinary activity, civil 
litigation and criminal histories, and financial records 


■ Review quality of care complaints against providers 


When we detect suspected provider FWA, our PIU investigates so we can ascertain the 
appropriateness of stopping payment of some or all of the provider’s claims. 


3.15.19 Recovery and Education 


3.15.19.1 The PIU will notify the provider of the identified overpayment. The notification will 
include: 


We notify the provider of the identified overpayment through written communication in the 
form of a letter. Our provider services advocates work with providers to educate them on 
correct coding, billing procedures and billing issue resolution. Advocates also answer 
inquiries related to the letter. Providers and their office staff have direct access to an 
advocate who serves as a direct point of contact, which facilitates consistency. Advocates 
address any areas of concern and follow up for resolution, or to initiate disciplinary 
actions, as appropriate. Additionally, provider advocates may assist the provider in 
walking them through the appeals/Fair Hearing Process. 


A. The amount of the overpayment; 


Confirmed. 
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B. A detailed listing of the encounters affected; 


Confirmed. 


C. Education and citations supporting the findings; 


Confirmed. 


D. Options for repayment; 


Confirmed. 


E. Any internal appeal rights afforded by the Vendor; and 


Confirmed. 


F. The provider's right to an Administrative Fair Hearing through the DHCFP 
after internal appeals with the vendor are exhausted. 


 Confirmed. 


3.15.19.2 The PIU must collect and retain the overpayments resulting from a vendor fraud 
and abuse investigation or audit. 


We acknowledge our PIU will collect and retain the overpayments resulting from a fraud 
and abuse investigation or audit. 


If we identify an overpayment to a provider post-payment, the provider receives notice for 
refunding the overpayment or appealing the overpayment notice. If the provider does not 
appeal or refund the overpayment within the designated time frame, the affected claim is 
adjusted, and the overpayment is offset from a future remittance to the provider. We reach 
out and request a check from providers who do not submit claims sufficient to offset the 
overpayment. During this process, we place outreach calls to the provider until we receive 
a check for the overpayment. 


3.15.19.3 All affected encounters will be adjusted or voided within sixty (60) calendar days 
following the identification of the overpayments, regardless of whether the vendor 
is able to recover the overpayment from the provider. 


Regardless of whether we recover the overpayment from the provider, our encounters 
team will adjust or void affected encounters within 60 calendar days following the 
identification of the overpayment. 


3.15.20 Monetary Recoveries by State or Federal Entities 


3.15.20.1 If any government entity including the Attorney General’s Office, either from 
restitutions, recoveries, penalties, fraud prosecutions, or fines imposed following a 
criminal prosecution or guilty plea, or through a civil settlement or judgment, or any 
other form of civil action, receives a monetary recovery from any entity, the entirety 
of such monetary recovery belongs exclusively to the State of Nevada and the 
vendor has no claim to any portion of this recovery. 


We will comply with the requirements pertaining to monetary recoveries by state or federal 
entities. We understand we have no claim to any portion of money recovered from any 
government entity and that the monetary recovery belongs exclusively to the State of 
Nevada. 
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3.15.20.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to 
agree to subrogate, to the State of Nevada for all criminal, civil and administrative 
action recoveries undertaken by any government entity, including, but not limited 
to, all claims the vendor or subcontractors has or may have against any entity that 
directly or indirectly receives funds under this Contract including, but not limited 
to, any health care provider, manufacturer, wholesale or retail supplier, sales 
representative, laboratory, or other provider in the design, manufacture, marketing, 
pricing, or quality of drugs, pharmaceuticals, medical supplies, medical devices, 
durable medical equipment, or other health care related products or services. 


We are fully subrogated and require our subcontractors to agree to subrogate to the State 
of Nevada for all criminal, civil and administrative action recoveries undertaken by any 
government entity, including, but not limited to, all claims the vendor or subcontractors 
have or may have against any entity that directly or indirectly receives funds under this 
Contract. 


3.15.20.3 Any funds recovered and retained by a government entity will be reported to the 
actuary to consider in the rate-setting process. 


We understand the actuary will receive a report identifying any funds recovered or 
retained by a government entity and the actuary will use this information in the rate-setting 
process. 


3.15.20.4 If any specific payments are identified as improper, those encounters must be 
adjusted or voided, as appropriate. 


We adjust or void encounters for any specific payments that are identified as improper. 


3.15.20.5 For the purposes of this Section only, “subrogation” means the right of any State of 
Nevada government entity or local law enforcement to stand in the place of a 
vendor or client in the collection against a third party. 


We understand that for the purposes of this section only, “subrogation” means the right of 
any State of Nevada government entity or local law enforcement to stand in our place for 
the purposes of collecting against a third party. 


3.15.21 Reporting Requirements 


3.15.21.1 All information provided to the DHCFP must be submitted according to the format 
in the forms and reporting guide. 


We will comply with all reporting requirements and time frames as required in Attachment 
T - Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by 
both parties. 


3.15.21.2 The vendor must report certain information to the DHCFP on a per occurrence 
basis. This includes, but is not limited to: 


We will comply with the requirements of this section A-D, including reporting certain 
information to the DHCFP on a per occurrence basis such as overpayments, credible 
allegations of fraud, employee relationships with any provider enrolled with Nevada 
Medicaid and every provider that is de-credentialed or denied credentialing for any 
reason. 


 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 362 


 


A. Every allegation, complaint, or referral pertaining to overpayments whether 
caused by fraud, waste, abuse or billing errors; 


Confirmed. 


B. Every CAF; 


Confirmed. 


C. Every employee of the vendor who is employed by, has ownership interest 
in, or contracts with, any provider enrolled with Nevada Medicaid; and 


Confirmed. 


D. Every provider that is de-credentialed or denied credentialing for whatever 
reason.  


Confirmed. 


3.15.21.3 The vendor must report certain information to the DHCFP on a monthly basis. This 
includes, but is not limited to: 


A. All active reviews and their status; and 


B. All completed reviews with a detailed reason, and the amount of each 
overpayment recovered from the vendor’s fraud and abuse investigation or 
audits. Each review must be reported even if the determination was that there 
was no overpayment. 


We will comply with the requirements A and B of this section including reporting certain 
information to the DHCFP on a monthly basis such as all active reviews and all completed 
reviews. 


3.15.21.4 Upon request, vendor must provide encounter data to the MFCU at no cost. 


We will provide encounter data to the MFCU upon request and at no cost. 


3.15.22 Provider Compliance Reviews by the DHCFP 


3.15.22.1 The DHCFP may conduct reviews of encounter data and vendor providers to ensure 
compliance with Nevada Medicaid policies. 


We understand the DHCFP may conduct reviews of encounter data and providers in our 
network to confirm compliance with Nevada Medicaid policies. Our compliance officer will 
serve as the point of contact for such reviews. 


3.15.22.2 Any improper payments discovered by the DHCFP, which have not been reported 
by the vendor as being under review, may be recovered and retained by the DHCFP. 


We understand that any improper payments discovered by the DHCFP, which we have 
not reported as being under review, may be recovered and retained by the DHCFP. 


3.15.22.3 The DHCFP may instruct the vendor to withhold payment to a provider in its 
network as a result of an overpayment discovered by the DHCFP.  


We agree to send the DHCFP any money withheld from payment to a provider as a result 
of an overpayment discovered by the DHCFP. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 363 


 


3.15.22.4 All improper payments identified by the DHCFP, must be adjusted or voided from 
the encounter data within sixty (60) days after notification from DHCFP. 


Our encounters team will adjust or void affected encounters within 60 days following the 
notification from DHCFP of an improper payment. 


3.15.23 Provider Preventable Conditions (PPC) 


The vendor must identify and report and require all providers and subcontractors to 
identify and report to the SUR Unit in DHCFP, provider preventable conditions that 
are associated with claims for Medicaid payment of with courses of treatment 
furnished to Medicaid patients for which Medicaid payment would otherwise be 
available. 


Understanding the strategic philosophy and goals established as part of the Affordable 
Care Act (ACA), we support incentivizing quality-based performance initiatives by 
enforcing nonpayment to providers associated with provider preventable conditions 
(PPCs). This confirms recipients receive safe, effective care, and that states see a cost-
savings associated with nonpayment for PPC-related errors. 


3.15.24 Vendor Disclosures: Information on Ownership and Control 


Vendors must disclose information to the DHCFP on ownership and control; 
information related to business transactions; and information on persons convicted 
of a crime. If the vendor does not disclose required information under 42CFR 
455.104, any federal funds withheld or recouped from or any penalties assessed 
upon the DHCFP will be withheld and recouped from or assessed upon the vendor. 


Confirmed. UnitedHealthcare Insurance Company is a Connecticut corporation has its 
home and principal executive offices at 185 Asylum Street, Hartford, Connecticut 06103. 
UHIC is licensed as a life, accident and health insurer in the Virgin Islands, District of 
Columbia, Commonwealth of the Northern Mariana Islands, American Samoa, Puerto 
Rico, Guam and in 49 states except New York. UnitedHealthcare Insurance Company is a 
directly wholly-owned subsidiary of UHIC Holdings, Inc, a Delaware general business 
corporation. UHIC Holdings,, Inc. is a direct wholly-owned subsidiary of United HealthCare 
Services, Inc. (“UHS”), a Minnesota general business corporation. UHS is a direct wholly 
owned subsidiary of UnitedHealth Group Incorporated.  


You can find more information about UnitedHealth Group and its businesses by visiting 
our website: 
www.unitedhealthgroup.com. 


In regards to persons convicted of a crime, the requested information represents 
confidential and proprietary information that is exempt from disclosure pursuant to 
applicable provisions of Nevada law.  


We carry a fidelity/crime bond through Great American Insurance Co. The bond amount is 
at least $5 million per occurrence. This bond covers the actions of all of our employees, 
regardless of job description. 


 


 



http://www.unitedhealthgroup.com/
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3.15.24.1 Disclosures are due at any of the following times: 


A. Upon the vendor submitting the proposal in accordance with the State's 
procurement process. 


B. Upon the vendor executing the contract with the State. 


C. Upon renewal or extension of the vendor’s contract. 


D. Within five (5) calendar days after any change in ownership of the vendor. 


Confirmed with exception. UnitedHealthcare will provide the annual report, audited 
financial statements and 10-K, which will reflect ownership and control and business 
transactions, however information on persons convicted is not available as the requested 
information represents confidential and proprietary information that is exempt from 
disclosure pursuant to applicable provisions of Nevada law. 


You can find more information about UnitedHealth Group and its businesses by visiting 
our website: 
www.unitedhealthgroup.com. 


3.15.24.2 Disclosures on Ownership and Control by Vendor. 


A. The following disclosures must be provided by the vendor (42 CFR 
455.104(b), 1903(m)(2)(A)(viii), 1124(a)(2)(A)): 


1. Any person or business entity with an ownership or control interest in the 
vendor that:   


a. Has direct, indirect, or combined direct/indirect ownership interest of 
five  percent (5%) or more of the vendor’s equity. 


b. Owns five  percent (5%) or more of any mortgage, deed of trust, note, or 
other obligation secured by the vendor if that interest equals at least 
five percent (5%) of the value of the vendor’s assets. 


c. Is an officer or director of a vendor organized as a corporation.  


d.  Is a partner in a vendor organized as a partnership. 


Confirmed. UnitedHealthcare will provide the annual report, audited financial 
statements and 10-K, which will reflect ownership and control and business 
transactions. 


2. The name and address of any person (individual or business entity) with an 
ownership or control interest in the vendor. The address for business entities 
must include as applicable primary business address, every business 
location, and P.O. Box address. 


UnitedHealthcare is a wholly owned subsidiary of UnitedHealth Group. 
UnitedHealthcare will provide the annual report, audited financial statements and 
10-K, which will reflect ownership and control and business transactions. 


4. Date of birth and Social Security Number (in the case of an individual). 


This information is not available as the requested information represents 
confidential and proprietary information that is exempt from disclosure pursuant 
to applicable provisions of Nevada law. 



http://www.unitedhealthgroup.com/
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4. Other tax identification number (in the case of a business entity) with an 
ownership or control interest in the vendor or in any subcontractor in which 
the vendor has a 5 percent (5%) or more interest. 


Information related to business interests can be found in the annual report and 
audited financial statements and the financial 10K. 


5. If your firm is not a Qualified Health Maintenance Organization, provide the 
disclosures described at 42 U.S.C. 1396b(m)(4)(A).” 


This is not applicable. 


3.15.24.3 Whether the person (individual or business entity) with an ownership or control 
interest in the vendor is related to another person with ownership or control 
interest in the vendor as a spouse, parent, child, or sibling; or whether the person 
(individual or business entity) with an ownership or control interest in any 
subcontractor in which the vendor has a 5 percent (5%) or more interest is related 
to another person with ownership or control interest in the vendor as a spouse, 
parent, child, or sibling. 


Confirmed. To the best of our ability and knowledge, we will survey persons with 5 percent 
or more interest or control for this information and do our due diligence to provide the 
State with the information as applicable. 


3.15.24.4 The name of any other Medicaid provider or fiscal agent in which the person or 
corporation has an ownership or control interest. 


This is not applicable. 


3.15.24.5 The name, address, date of birth, and Social Security Number of any managing 
employee of the vendor. 


Upon contract award, we can provide the names of managing employees, however, the 
additional requested information is not available as the requested information represents 
confidential and proprietary information that is exempt from disclosure pursuant to 
applicable provisions of Nevada law. 


3.15.24.6 Vendor requirements for collecting and validating information related to ownership 
and business transactions from providers or subcontractors. 


A. The vendor must enter into an agreement with each provider under which the 
provider agrees to furnish upon request, information related to ownership 
and business transactions.  


We are willing to share our standard provider agreement; however, individual 
provider fee schedules are confidential and proprietary. we expect that all external 
business partners comply with Federal and state regulations and laws. 
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1. The vendor must require the provider or subcontractors to submit full and 
complete information about: 


Prior to selecting subcontractors, we complete a thorough review of their 
qualifications. In order to contract with us, vendors must agree to and meet specific 
service level expectations for quality, security, accuracy and pricing efficiency. We 
conduct both physical and electronic security checks of the vendors’ facilities and 
secure information network to ensure their compliance with HIPAA regulations and 
our security standards, as established by our privacy office and information and 
business risk management teams. Additionally, where applicable, our standard 
vendor contract requires that vendors supplying critical services file a business 
continuity plan in demonstration of how they would continue processing business, 
should a force majeure event present a business interruption. 


a. The ownership of any subcontractor with whom the provider has had 
business transactions totaling more than $25,000 during the 12-month 
period ending on the date of the request; and  


This information is not available as the requested information represents 
confidential and proprietary information that is exempt from disclosure 
pursuant to applicable provisions of Nevada law. 


b. Any significant business transactions between the provider and any 
wholly owned supplier, or between the provider and any subcontractor, 
during the 5-year period ending on the date of the request.  


This information is not available as the requested information represents 
confidential and proprietary information that is exempt from disclosure 
pursuant to applicable provisions of Nevada law. 


3.15.24.7 Vendor’s requirements for collecting and validating information related to 
providers/subcontractors convicted of crimes. (42 CFR 455.106) 


All providers undergo criminal background checks, during and re-credentialing. 


3.15.24.8 Before the vendor enters into or renews a provider agreement, or at any time upon 
written request by the vendor, the provider must disclose to the vendor the identity 
of any person who:  


A. Has ownership or control interest in the provider, or is an agent or managing 
employee of the provider/subcontractors; and  


B. Has been convicted of a criminal offense related to that person's involvement 
in any program under Medicare, Medicaid, or the Title XX services program 
since the inception of those programs.  


We confirm that we require all providers disclose ownership or control interest and 
provide information about criminal offenses related to their involvement under 
Medicare, Medicaid or the Title XX services program. 
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3.15.25 Denial or Termination of Provider Participation.  


3.15.25.1 The vendor may refuse to enter into or renew an agreement with a provider if any 
person who has an ownership or control interest in the provider, or who is an agent 
or managing employee of the provider, has been convicted of a criminal offense 
related to that person's involvement in any program established under Medicare, 
Medicaid or the Title XX Services Program.  


As outlined, we confirm our right to refuse to enter into or renew an agreement with a 
provider if any person who has an ownership or control interest in the provider, or who is 
an agent or managing employee of the provider, has been convicted of a criminal offense 
related to that person’s involvement in any program established under Medicare, Medicaid 
or the Title XX Services Program. 


3.15.25.2 The vendor may refuse to enter into or may terminate a provider agreement if it 
determines that the provider did not fully and accurately make any disclosure 
required.  


As outlined, we confirm our right to refuse to enter into or may terminate a provider 
agreement if we determine that the provider did not fully and accurately make any 
disclosure required. 


3.15.25.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any 
action it takes on the provider's application for participation in the program.  


We agree to notify the DHCFP Provider Enrollment Unit of any action it takes on the 
provider’s application for participation in the program. 


3 . 1 6  R E PO R TI N G 
The vendor must meet all reporting requirements and timeframes as required in 
Attachment T, Forms and Reporting Guide, and this RFP unless otherwise agreed to 
in writing by both parties.  Failure to meet all reporting requirements and 
timeframes as required by this RFP and all attachments thereto may be considered 
to be in default or breach of the contract. 


Unless it is clearly labeled as “confidential” or “trade secret,” information or 
documents received from the vendor may be open to public disclosure and 
copying.  The State will have the duty to disclose, unless a particular record is 
made confidential by law or a common law balancing of interests. This includes 
compensation arrangements, profit levels, audits and findings, and pertinent 
litigation data. 


Vendor may clearly label individual documents as a "trade secret" or "confidential" 
provided that the vendor agrees to indemnify and defend the State for honoring 
such a designation.  The failure to label any document that is released by the State 
shall constitute a complete waiver of any and all claims for damages caused by any 
release of the records. If a public records request for a labeled document is 
received by the State, the State will notify the vendor of the request and delay 
access to the material until seven (7) business days after notification to the vendor.  
Within that time delay, it will be the duty of vendor to act in protection of its labeled 
record.  Failure to act shall constitute a complete waiver. 


We will meet all reporting requirements and timeframes as required in Attachment T, 
Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by both 
parties.   
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We acknowledge the State’s duty to disclose records required above, with the exception of 
those records labeled as “trade secret” or “confidential,” and agree to the State’s 
requirements accompanying such a label. 


3.16.1 Encounter Reporting 


3.16.1.1 Vendors must submit encounter data in accordance with the requirements in this 
contract, to include any revisions or additions which contain information regarding 
encounter data, including DHCFP’s media and file format requirements, liquidated 
damages and submittal timeframes.  The vendor must assist DHCFP in its 
validation of encounter data. Compliance with reporting requirements is described 
in this RFP.  


Noted and agreed. 


3.16.1.2 The vendor is required to submit encounter data for the Nevada Check Up program 
in the same manner as the Medicaid program.  Nevada Check Up recipients must be 
separately identified from Medicaid recipients, but the information can be combined 
for submission. 


Noted and agreed. 


3.16.1.3 The vendor may not submit encounter data for amounts expended for providers 
excluded by Medicare, Medicaid, or CHIP, except for emergency services pursuant 
to 42 CFR 431.55(h) and 42 CFR 438.808. 


Noted and agreed. 


3.16.1.4 All encounters must be submitted for proper and accurate reporting and must be 
submitted within ninety (90) calendar days of receipt of encounter.  


We will provide the reports as described above. The Enterprise Business Intelligence 
System (eBIS) is an analytical reporting tool that provides customizable, on-demand 
reports that analyze costs, utilization, practice trends, outcomes, and benchmarks. eBIS 
reports are generated as PDF documents and can also be saved in Microsoft Excel or 
XML formats. A wide array of filters allows authorized users to generate precise answers 
to complex questions. For example, paid claim utilization reports can be based on date of 
service range, region, patient ages, procedure codes, providers, provider specialties, 
office locations, and many other attributes. 


3.16.2 Summary Utilization Reporting 


The vendor shall produce reports using quality measures identified in the DHCFP 
Quality Assessment and Performance Improvement Strategy (QAPIS) and must 
submit these reports in addition to other reports required by this contract in a 
timely manner. 


We will provide the required reports as outlined above. The Enterprise Business 
Intelligence System (eBIS) is an analytical reporting tool that provides customizable, on-
demand reports that analyze costs, utilization, practice trends, outcomes, and 
benchmarks. eBIS reports are generated as PDF documents and can also be saved in 
Microsoft Excel or XML formats. A wide array of filters allows authorized users to generate 
precise answers to complex questions. For example, paid claim utilization reports can be 
based on date of service range, region, patient ages, procedure codes, providers, provider 
specialties, office locations, and many other attributes. 
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3.16.3 Dispute Resolution Reporting 


3.16.3.1 The vendor must provide the DHCFP with reports documenting the number and 
types of provider disputes, recipient grievances, appeals and fair hearing requests 
received by the vendor and its subcontractors. 


Noted and agreed. 


3.16.3.2 These reports are to include, but not be limited to, the total number of recipient 
grievances, the total number of notices provided to recipients, the total number of 
recipient and appeals requests, and provider disputes filed, including reporting of 
all subcontractor’s recipient grievances, notices, appeals and provider disputes.  
The reports must identify the recipient grievance or appeal issue or provider 
dispute received; and verify the resolution timeframe for recipient grievances and 
appeals and provider disputes. 


Noted and agreed. 


3.16.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing 
requests, and provider dispute information, including, but not limited to, specific 
outcomes, shall be retained for each occurrence for review by the DHCFP. 


The Quality improvement committee (QIC) receives regular written reports from Provider 
Relations, Quality Management and Marketing. It provides information on member and 
provider satisfaction survey results, member complaints, grievances, telephone access, 
disenrollment, credentialing and preventive health services—all of which are used for 
developing service improvement projects. The QIC and CAC analyze the information and 
make recommendations for improvement. This information will be shared with the State as 
required above. 


The Quality Improvement Program (QIP) encompasses both clinical care and service 
activities, involving multiple committees (Quality Improvement Committee (QIC), Clinical 
Policy and Technology, Clinical Affairs Committee (CAC), Peer Review, and 
Credentialing) in the improvement process. 


The annual QIP incorporates findings from the program evaluation; for example, needed 
improvements, changes in process or structure and follow-up studies, in addition to 
activities mandated by state and federal regulations and customer expectations. The 
board of directors reviews and approves the QIP evaluation and annual QIP. 


The national dental director for quality management and chief dental officer are 
responsible for monitoring follow-through when clinical and service improvements are 
identified. We maintain documentation about implementing recommendations of system 
changes, corrective actions, educational endeavors and overall effectiveness.  


We use the QIP to make sure goals are met and improvements are effective. We evaluate 
the scope, activities, goals and objectives. We trend key clinical and service indicators 
and note quantitative improvements in care and service, based on the quality 
improvement initiatives. We evaluate our resources and make recommendations for the 
coming year. 


The QIC provides an annual written evaluation of our QIP to the board of directors. This 
evaluation focuses on strengths and weaknesses, trends/patterns, barriers to 
improvements and demonstrated accomplishments in improving care and services to 
recipients. 
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The committee reviews and revises the QIP for the upcoming year to submit to the board 
of directors for approval. The work plan incorporates aspects of the annual evaluation, 
relevant state and federal requirements, indicator requirements and employer requests for 
monitoring and reporting. 


3.16.4 Quality Assurance Reporting 


Performance Improvement Projects (PIPs) will be performed by the vendors 
pursuant to guidelines established jointly by the vendors, the DHCFP, and the 
External Quality Review Organization (EQRO), as well as those identified in this 
RFP.  In addition, the vendor must provide outcome-based clinical reports and 
Management Reports as may be requested by the DHCFP or its EQRO.  Should the 
vendor fail to provide such reports in a timely manner, the DHCFP will require the 
vendor to submit a POC to address contractual requirements regarding timely 
reporting submissions, areas of concern, or areas of noncompliance noted by the 
DHCFP or its EQRO. 


All departments work collaboratively to identify opportunities for quality improvement as 
part of our ongoing continuous quality improvement (CQI). Our CQI process ensures that 
we are constantly looking for ways to improve the services we provide and become more 
efficient in our operations. Every operational area has audits in place to ensure the highest 
level of data accuracy by utilizing three basic steps:   


1. Identifying problems or opportunities for improvement 


2. Selecting appropriate measures of these areas  


3. Obtaining a baseline assessment of current practices and then re-measuring to 
assess the effect of improvement efforts on measure performance. 


As part of our Quality Improvement and Compliance Committee monthly meetings, we 
monitor all service level and access standards, including but not limited to: 


■ Call Center statistics, such as average speed of answer, abandonment rate, and 
average wait time in queue. 


■ Preauthorization determination turnaround times from receipt to determination. 


■ Claims processing and payment turnaround times from receipt to payment. 


■ Grievances and appeals turnaround times from receipt to resolution. 


■ Network adequacy measured against State standards. 


■ PCD to Recipient ratio and effectiveness. 


■ Patient access to care and service utilization measurements. 


■ Any other performance standards required by the State that are not already part of 
our standard monthly measurements. 


We are URAC accredited, licensed throughout the country and works with some of the 
largest Managed Care Organizations in the country. Achieving and surpassing 
performance measures is a norm in our operations. We monitor all measures closely to 
ensure we adhere to each individual requirement. 
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Every month, our operational departments generate statistical analysis to measure the 
quality of the Medicaid dental program, as described in above. Each department reports 
its results to the Quality Improvement and Compliance Committee and identifies 
unexpected results, missed metrics, and opportunities for improvement.  


We will make these quality assessment reports available to the Contract Monitor on any 
schedule defined by the State. 


3.16.5 Recipient Satisfaction Reporting 


Each vendor must collect and submit to DHCFP a recipient satisfaction survey prior 
to the third quarter of each contract year.  The DHCFP may request a specific 
sample, and/or survey tool. Survey results must be disclosed to the State, and, 
upon State’s or recipient’s request, disclosed to recipients. 


UnitedHealthcare will perform an annual survey to a representative sample of the 
membership.  Survey questions are designed to access member satisfaction with access 
to care, quality of care, our staff and network provider attitudes, satisfaction with their 
dental office, communication and overall satisfaction with the Plan. We will use sampling 
methodology agreed to with the State. If the state does not provide the specific number, 
percentage or what is deemed to be “representative sample”, our marketing team will use 
NPS (margin of error), mean score and proportion to determine what would be considered 
an acceptable number of completed surveys.  The representative usually includes a 
portion of the completed surveys to be based on member primary language (most in 
English but a percentage to be done in Spanish).  Our surveys are done by phone, due to 
a better completion rate, as well as costs.  The survey script is submitted and approved by 
the State as is done with all member communications. Results, findings and corrective 
action as required, will be shared with the appropriate clinical committee. 


We will collect and submit results to the State and any additional required parties prior to 
the third quarter of each contract year. 


3.16.6 Financial Reporting 


The vendor must meet the financial reporting requirements set forth in the Forms 
and Reporting Guide, including any revisions or additions to the document.   


We acknowledge and agree to the financial reporting requirements set forth in the Forms 
and Reporting Guide, including any revisions or additions to the document. 


3.16.7 Sales and Transaction Reporting 


The vendor must report transactions between the vendor and parties in interest that 
are provided to the State or other agencies available to recipients upon reasonable 
request. 


When a client requests integration with external systems, we gather and analyze business 
requirements and technical specifications, and then recommend an appropriate Extract, 
Transform, and Load (ETL) approach and/or a real-time Web Service approach for 
accomplishing the integrations. 
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3.16.8 Other Reporting 


The vendor shall be required to comply with additional reporting requirements upon 
the request of the DHCFP. Additional reporting requirements may be imposed on 
the vendor if DHCFP identifies any area of concern with regard to a particular 
aspect of the vendor’s performance under this contract.  Such reporting would 
provide the DHCFP with the information necessary to better assess the vendor’s 
performance. 


Our reporting team currently generates and delivers thousands of client-defined reports 
each year based on different frequency types, including monthly, quarterly, annually, and 
ad hoc. We are confident in our ability to meet any additional requirements. 


3 . 1 7  I N FO RM AT I O N  SY S TEM S  AN D  TE C H NI C AL  
R E Q UI REM E NT S 


3.17.1 Data Requirements 


The vendor will be required to provide compatible data in a DHCFP prescribed 
format for the following functions: 


3.17.1.1 Enrollment; 


3.17.1.2 Eligibility; 


3.17.1.3 Provider Network Data; 


3.17.1.4 PDP Assignment; 


3.17.1.5 Claims Payment; and 


3.17.1.6 Encounter Data. 


We have extensive experience integrating with client systems and will perform all data 
mapping necessary to submit information to the State, and to respond to information 
provided by you, at no additional cost. We have successfully managed the data 
connectivity process with each of our customers in the past six years. The process is 
always unique to the specific client system and, in one recent implementation, even 
required our team to develop over 200 integration points. We will draw upon this same 
experience and expertise to skillfully manage the exchange of data with the State. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 373 


 


3.17.2 Interfaces 


The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to 
establish schedules for each interface.  The DHCFP’s Medicaid Management 
Information System (MMIS) will interface with the vendor’s system in the following 
areas, although not necessarily limited to these areas:  


3.17.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to 
clients for whom the health plan pays.).  


3.17.2.2 Health Plan - Network Data File. 


3.17.2.3 Health Plan - Client Update File. 


3.17.2.4 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP). 


3.17.2.5 MMIS - Encounter Data Informational Errors File. 


3.17.2.6 MMIS - Health Plan Error File. 


3.17.2.7 MMIS - Third Party Liability Update File. 


3.17.2.8 MMIS - Client Demographic Data. 


3.17.2.9 MMIS - Daily Health Plan Recipient File. 


3.17.2.10 MMIS - Health Plan Recipient File. 


3.17.2.11 MMIS - Network Data Exception File. 


3.17.2.12 MMIS - Network Primary Dental Provider (PDP) Updates. 


3.17.2.13 MMIS - Client PDP changes. 


3.17.2.14 MMIS - Client Enrollment Updates. 


3.17.2.15 MMIS - Health Plan Notification. 


All transactions must be in a HIPAA-compliant format.  In addition to complying 
with the requirements of the National EDI Transaction Set Implementation Guide, 
vendors will find EDI Companion Guides at the following website: 
https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain 
HIPAA-compliant technical specifications. 


The vendor shall be responsible at their own expense for any new and/or modified 
interfaces that may be required by CMS, including but not limited to, HIPAA 
regulations. 


We will draw upon our experience and expertise in interfacing with client systems to 
establish and test all necessary interface capabilities with State-designated systems. We 
are compliant with all regulations and CMS requirements. We maintain compliance and 
develop required interfaces at our own expense. 







 


 
State of Nevada RFP # 3290 Scope of Work 


 


 


 
December 2016  Page 374 


 


3.17.3 Encounter Data Report Files 


The vendor must provide encounter data report files in prescribed data fields to the 
DHCFP’s encounter data processing agent on a monthly basis.  The DHCFP will 
provide the required data fields and data transfer instructions.  In developing the 
encounter data interface, the vendor will be provided with companion guide and 
details of any applicable edits and descriptions of the edits.  The vendor will have 
adequate access to fiscal agent staff to assist in the development of the interface. 


We recognize that accurate, timely and complete encounter data submissions are 
evidence that we are fulfilling our responsibilities to DHCFP. Under the belief that accurate 
encounter data begins with accurate claims, all new claims are subject to a series of 
reviews to confirm, we have all of the data needed to process the claim and produce 
accurate encounters. The Enterprise database systems stores all inbound 837 data to 
confirm accurate encounter reporting. 


3.17.3.1 Encounters must: 


A. Successfully pass through the HIPAA compliance editors used by the State’s 
fiscal agent. The DHCFP will not entertain any requests for other compliance 
checkers to be used for the convenience of proposers. 


Noted and agreed. 


B. Successfully pass encounter edits with a minimum of ninety-five percent 
(95%) of the data successfully passing all encounter edits within the first six 
(6) months of submission, with ninety-seven percent (97%) or as required by 
federal regulation, whichever is more stringent, passing all thereafter. In the 
event the vendor fails to demonstrate affirmative, good faith efforts to 
achieve these requirements, progressive sanctions, including monetary 
penalties, may be applied until data submissions meet the required 
standards. The vendor will not be held liable for encounters that do not 
successfully pass all encounter edits if the vendor is not solely responsible 
for the failure. 


Noted and agreed. 


C. Be complete and accurate to establish capitation rates. Providing inaccurate 
or incomplete encounter data may create a false claim under the FCA and 
other laws. The undersigned hereby certifies the completeness, accuracy 
and truthfulness of the encounter data. 


Noted and agreed. 
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Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of 
correction and reasonable, agreed to timeframe to comply, the vendor will have an 
additional 30 days to correct whereupon the DHCFP may, at its discretion, impose 
sanctions in the form of liquidated damages. The liquidated damages would be two 
percent (2%) of one (1) month’s capitation, or ten thousand dollars ($10,000), 
whichever is greater until the Contractor is in compliance, as well as any fines or 
sanctions imposed upon the DHCFP by regulatory agencies as a result if the 
vendor’s non-compliance. 


We will produce encounter files according to the format and frequency required by 
DHCFP. We have over 22 years of experience in producing HIPAA 837D or proprietary-
format files for transmission to state agencies and their subcontractors, including regular 
monthly submission of 837D encounter files to HHSC today. We will apply our existing 
HIPAA- compliant processes to produce and submit full encounter and encounter 
adjustments data required by DHCFP in 837D format, using the transmission method and 
schedule specified by the State. Encounter data will use State-approved procedure and 
diagnosis codes, provider identifiers, and other codes. We have extensive existing quality 
control and assurance processes which we will apply to these encounter submissions and 
we will correct any errors or quality issues within the timeframe required by DHCFP. Our 
proven processes generate encounters in both 837D and proprietary formats. 


3.17.4 HIPAA Transaction Requirements 


All electronic transactions must be accepted/transmitted in a HIPAA-compliant 
format.  These include, but are not limited to: 


3.17.4.1 Premium payments (X12F 820); 


Noted and agreed. 


3.17.4.2 Enrollment and disenrollment into a health plan (X12N 834); 


Noted and agreed. 


3.17.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval 
of authorization); 


Noted and agreed. 


3.17.4.4 Referrals and prior authorizations (X12N 278-both request and approval of 
authorization); 


Noted and agreed. 


3.17.4.5 Claims encounter data (X12N 837 and NCPDP); 


Noted and agreed. 


3.17.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 


Noted and agreed. 
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3.17.4.7 Payment and remittance advice (X12N 835-remittance advice). 


In addition to complying with the requirements of the National EDI Transaction Set 
Implementation Guide, proposers will find EDI Companion Guides at the following 
website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides 
contain HIPAA compliant technical specifications for each transaction. 


We fully comply with the above requirements and with all HIPAA standard transactions. 


3.17.5          NPI Transaction Requirements  


3.17.5.1 The vendor must provide the DHCFP with a National Provider Identifier, (NPI), 
including any taxonomy code(s), with their proposal.  The vendor must 
electronically transmit and receive fully HIPAA compliant transactions.  This applies 
to all HIPAA regulations currently effective and those in draft form.  Throughout the 
duration of the initial contract and any extensions, the State will not bear any of the 
cost for any enhancements or modifications to the vendor information system(s) or 
the systems of any of the vendor subcontractors or vendors, to make it compliant 
with any HIPAA regulations.  This includes those HIPAA requirements currently in 
effect or future regulations as they become effective. 


UnitedHealthcare adheres to all required HIPAA requirements in the processing of 
Member's protected health information (PHI). UnitedHealthcare maintains HIPAA Policies 
and Procedures and performs the required training for all employees at our own expense.  


3.17.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow 
claims.' This includes but is not limited to, providing the DHCFP, through its fiscal 
agent, the NPI on all providers, including billing, servicing, and OPR (ordering, 
prescribing, and referring). 


We will submit encounters electronically as described above. 


3.17.5.3 Without exception, all providers contracting through the vendor must be registered 
with the DHCFP as a Medicaid provider. This includes any providers who are 
required to have NPI.  If an eligible provider submits their claims on paper, they 
must still use an NPI, and the shadow claim of that paper encounter must be 
submitted from the vendor to the State’s fiscal agent electronically and it must 
include the provider's NPI.  This applies for any providers who have obtained a 
taxonomy code in addition to their NPI.  The taxonomy code must be provided to 
the State’s fiscal agent, and that taxonomy code must be used appropriately on all 
encounters submitted to the State’s fiscal agent on behalf of the DHCFP.  The same 
NPI and taxonomy codes must be used for any third party insurance, including but 
not limited to private insurance and Medicare, for which the vendor rebills. 


All providers contracting through UnitedHealthcare will be registered with the DHCFP as a 
Medicaid provider, including any providers who are required to have an NPI. We have the 
capability to process paper claims in compliance with the above requirements. 


3.17.5.4 Without exception, all encounters from sub-capitated providers must be captured 
by the Vendor and transmitted to the State’s fiscal agent following the guidelines 
outlined above.  These must be fully detailed encounters following HIPAA 
requirements and using HIPAA compliant transactions, including but not limited to 
the use of NPI and taxonomy. Encounter data must include the individual NPI to 
identify the rendering provider or prescribing provider. 


We agree to capture encounter data from sub-capitated providers and transmit to the 
State’s fiscal agent following the guidelines above. 
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3.17.6 Contractor must maintain current International Classification of Diseases (ICD) and 
Electronic Data Interchange (EDI) compliance as defined by CMS regulation and 
policy and no funding will be provided for contractor’s compliance.  


We maintain current International Classification of Diseases (ICD) and Electronic Data 
Interchange (EDI) compliance as defined by CMS regulation and policy at our own 
expense. 


3 . 1 8  D H C F P  R ES PON S I B I L I T I E S  
DHCFP will be responsible for the following: 


3.18.1 External Quality Review 


DHCFP will contract, to the extent required by federal law, with an External Quality 
Review Organization (EQRO) to conduct independent, external reviews of the 
quality of services, outcomes, timeliness of, and access to the services provided by 
the vendor covered under the RFP.  These reviews will be conducted at least 
annually.  


We will provide all information required for the external quality review in the time frame 
and format requested by the EQRO designated by the DHCFP. 


3.18.2 Due Process  


3.18.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and 
Nevada Check Up. The DHCFP is responsible for the appeals process for 
disenrollment from managed care programs and for providing a State Fair Hearing 
to all recipients who request such a hearing for all actions taken on medical 
assistance program benefits. 


Noted and agreed. 


3.18.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair 
hearings and provide the fair hearings officer.  Upon receipt of the fair hearing 
request, DHCFP will forward a copy to the vendor. 


Noted and agreed. We will work with the DHCFP regarding the responsibilities included in 
3.18.2 and 3.18.2.2. 


3.18.3 DHCFP On-Site Audits 


The DHCFP may schedule on-site audits at the vendor’s primary place of business. 
The purpose of these audits is to confirm contract compliance and to more 
effectively manage DHCFP contract monitoring and oversight responsibilities of the 
vendor.  These audits will be scheduled in advance and will focus on contract 
sections prior identified by the DHCFP. The vendor will be informed of the 
scheduling, focus of the audit and the expectations regarding vendor’s 
participation no less than thirty (30) days in advance of the on-site visit. The vendor 
will have all prior requested data and information available at the time the audit 
begins. 


We will work with the DHCFP regarding the responsibilities included in DHCP on-site 
audits. 
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3.18.4 Actuarial Services 


The DHCFP will provide or contract to the extent required by federal and state law 
with an actuarial contractor to establish rates using a methodology that is certified 
as actuarially sound and in compliance with state and federal law.  Rate reviews will 
be conducted at least annually. 


Noted and agreed. 


3.18.5 Encounter Data Processing 


The DHCFP will contract with an encounter data processing agent to accept, edit, 
process, and review encounter data submitted by contracted vendors.  It is 
DHCFP’s sole responsibility to determine the format in which the vendor must 
submit the encounter data. In addition, the vendor encounter data, when requested, 
must be submitted to the DHCFP’s actuary. 


Noted and agreed. 


3.18.6 Website Access 


The DHCFP will maintain an Internet link on its official website at which the 
vendor’s website can be accessed. 


Noted and agreed. 


3.18.7 Operation Oversight 


The DHCFP has procedures for monitoring the vendor’s operations related to 
recipient enrollment and disenrollment; processing grievance and appeals; 
violations subject to intermediate sanctions; violations of the conditions for 
receiving federal financial participation; and all other provisions of the contract. 


Noted and agreed. 


 


3 . 1 9  C O S T  CO N T AI NM E N T  AN D / O R  CO S T  
AV O I D AN C E  I N I T I AT I V ES 
The vendor shall develop policies and procedures that ensure cost containment 
and avoidance initiatives that positively impact health outcomes and result in cost 
savings to the State.  Cost containment and avoidance initiatives must be provided 
to the DHCFP for review and approval prior to implementation.  


The vendor will also demonstrate its ability to operate an effective claims 
processing system that minimizes payment errors and, through the effective use of 
system edits and audits, prevents loss of public funds to fraud, abuse, and/or 
waste. 


Using our UR findings, we will identify dental providers that require auditing. We view 
provider profiling as an important function of our network management responsibilities. By 
sharing outcomes with both our clients and providers, we influence provider behavior for 
the better, improving the quality of care for recipients and reducing overall costs. 


Our Cost Containment and Child Protection Team has developed a comprehensive list of 
criteria to evaluate and review a provider’s overall treatment patterns. These criteria 
include, but are not limited to: 
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■ Provider efficiency of submitting electronic authorizations/claims, receipt of 
electronic payments 


■ Provider billing practices, including upcoding, unbundling, inappropriate coding 


■ Authorization determination history of approved services, services denied for 
medical necessity, services denied for incomplete documentation 


■ Trends in utilization, as compared to peers in their geographic area and specialty, 
as applicable 


■ Patterns of care for patients 


With the State of Nevada’s approval, our Quality Improvement or Provider Relations staff 
will conduct a survey with identified dental providers to verify compliance using our Site 
Survey Tool. During the site visits, QI staff interviews the provider’s scheduler and 
requests appointment response time data that providers are expected to maintain. 
Providers who do not pass the audit must implement a Corrective Action Plan (CAP) and 
are re‐ surveyed within 30 to 60 days. If the provider fails the second audit, the provider is 
presented to our QI Committee for additional corrective action. While we will make every 
effort to assist providers in meeting minimum accessibility standards, continued 
noncompliance could result in network suspension or termination. 


We will report monthly to the State on audits performed and audit status of the selected 
dental providers. 


Our benefits management software is configured to ensure that services are billed 
appropriately and that services are provided only to eligible recipients by eligible dental 
providers. Our system automatically performs numerous edits and validations to verify 
member eligibility as of the date of service, the active status of providers, and the accuracy 
and appropriateness of billing. 


However, because ensuring high-quality, appropriate care for patients is our highest 
priority; we go beyond simply verifying eligibility and checking for accurate service coding. 
Our benefits management software includes real-time profiling reports that take aim at 
highly organized entities that attempt to obscure inappropriate billing by using multiple 
locations, tax IDs, and providers for the same patient. Our system’s multiple aggregation 
levels are designed to expose these types of abusive billing practices.  


We are also deeply concerned about the many recent media reports of excessive dental 
work being performed on young children. To help combat this very disturbing type of 
physical abuse, we include age bands in all of our profiling reports that allow us to identify 
statistical outliers based on patient age ranges. 


In addition, our online code ratio analysis reports identify unusual billing patterns 
(upcoding) in the same way that we identify overutilization of services—by identifying 
outliers. For example, if a particular provider codes 98percent of their amalgams as 
complex amalgams, while the panel codes only 4 percent of amalgams as complex, we 
can be quite confident that the provider is miscoding these services. 


With our proprietary software tools, we’re able to perform analysis at the individual 
provider level that allows us to monitor and evaluate patterns of claim submission, 
including specific dental services that fall outside of the norm. We identify providers that 
are trending with significantly different statistical variances from their peers in their delivery 
of dental services.  
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To identify provider trends, we compare one provider or a provider group against a panel 
of peers, and then filter by:  


■ Costs per patient 


■ Services per patient 


■ Upcoding ratios 


■ Age banding 


Additionally, we separate and eliminate the profile’s data from being used in the panel 
data. This is especially important when the profile is both a high utilizer and has an 
extreme deviation from the norm, as the profile’s data can skew the averages up or down. 


Once we have identified which providers are trending with significantly different statistical 
variances in their delivery of dental services, we can focus and investigation and intervene, 
if appropriate. 


Our Provider Profiling analysis incorporates a variety of metrics based on those used by 
the United States Department of Health & Human Services. We use these metrics to help 
identify questionable billing patterns. Our method of identifying outliers utilizes interquartile 
ranges. The interquartile range (IQR) is the difference between the 75th percentile and the 
25th percentile; 50percent of all data falls inside the interquartile range. 


3 . 2 0  L I Q UI D AT E D  D AM AG E S  AN D  S AN C T I O N S 
The vendor must comply with all terms and conditions stipulated in the current 
Contract, the RFP, and all attachments, including the Forms and Reporting Guide.  
The vendor must file accurate, timely and complete reports to DHFCP. If the vendor 
fails to meet the contract requirements, liquidated damages or intermediate 
sanctions may be assessed. In addition to liquidated damages and intermediate 
sanctions, the vendor will be responsible for any fines or sanctions imposed upon 
the DHCFP by regulatory agencies as a result of the vendor’s non-compliance. 


DHCFP may refuse to enter into a contract and may suspend or terminate an 
existing contract if the vendor fails to provide required reports, or disclose ultimate 
ownership or control information and related party transactions as required by 
DHCFP policy.  


See Attachment O ~ Liquidated Damages and Intermediate Sanctions. 


We will comply with all terms and conditions and outlined and confirm that we understand 
our requirements and obligations as outlined in the RFP. 
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9.5  SECTION 4: Redacted Technical 
Proposal 


9.5.1 As a potential contractor of a public entity, vendors are advised that full disclosure is required by law. 


Scion Dental’s SECTION 4: Redacted Technical Proposal is submitted as a public redacted version 


of Scion Dental’s SECTION 3: Technical Proposal. 


9.5.2 Vendors are required to submit written documentation in accordance with Attachment A, Confidentiality 
and Certification of Indemnification demonstrating the material within the proposal marked “confidential” 
conforms to NRS §333.333, which states “Only specific parts of the proposal may be labeled a “trade secret” 
as defined in NRS §600A.030(5)”.  Not conforming to these requirements will cause your proposal to be 
deemed non-compliant and will not be accepted by the State of Nevada. 


In accordance with Attachment A and pursuant to NRS 333.333, Scion Dental submits SECTION 4: 


Redacted Technical Proposal which is a public redacted version of Scion Dental’s SECTION 3: 


Technical Proposal. Scion Dental provides its justification for confidential status in Attachment A: 


Confidentiality and Certification of Indemnification which is submitted in SECTION 1: State 


Documents. 


Scion Dental’s Attachment A: Confidentiality and Certification of Indemnification is submitted 


in SECTION 1: State Documents. 


For details regarding justifications for confidential status, Scion Dental also submits Attachment 


A: Confidentiality and Certification of Indemnification (Supplement) after Attachment A: 


Confidentiality and Certification of Indemnification in SECTION 1: State Documents. 


9.5.3 Vendors acknowledge that material not marked as “confidential” will become public record upon contract 
award. 


Scion Dental acknowledges that material not marked as “confidential” will become public record 


upon contract award. 


9.5.4 It is the vendor’s responsibility to act in protection of the labeled information and agree to defend and 
indemnify the State of Nevada for honoring such designation. 


Scion Dental acknowledges that it is Scion Dental’s responsibility to act in protection of the 


labeled information and Scion Dental agrees to defend and indemnify the State of Nevada for 


honoring such designation. 


9.5.5 Failure to label any information that is released by the State shall constitute a complete waiver of any and 
all claims for damages caused by release of said information. 


Scion Dental acknowledges that failure to label any information that is released by the State shall 


constitute a complete waiver of any and all claims for damages caused by release of said 


information. 
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9.5.6 Vendors only need to submit Section 4: Redacted Technical Proposal if the Technical Proposal includes 
confidential technical information (Refer to Attachment A, Confidentiality and Certification of 
Indemnification).  If there is no confidential information, nothing needs to be submitted for this section. 


Scion Dental’s SECTION 4: Redacted Technical Proposal is submitted as part of the Scion Dental 


PUBLIC REDACTED Response. 


9.5.7 Vendors must follow the same layout and content requirements for the Redacted Technical Proposal as for 
the Technical Proposal. 


Scion Dental’s SECTION 4: Redacted Technical Proposal follows the same layout and content 


requirements as Scion Dental’s SECTION 3: Technical Proposal. 
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9.2.1  SECTION 1: State Documents 


Signature Pages (Amendments) 
1. The signature page from all amendments with an original signature by an individual authorized to bind the 


organization.  Please do not include the entire amendment. 


Scion Dental’s Signature Pages for all amendments follow on the next page. 
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Attachment A: Confidentiality and Certification of Indemnification 


2. Attachment A:  Confidentiality and Certification of Indemnification with an original signature by an individual 
authorized to bind the organization. 


Scion Dental’s Attachment A: Confidentiality and Certification of Indemnification follows on the next 


page. 


For details regarding justifications for confidential status, Scion Dental also submits Attachment A: 


Confidentiality and Certification of Indemnification (Supplement) after Attachment A: Confidentiality 


and Certification of Indemnification. 
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Attachment A:  
Confidentiality and Certification  
of Indemnification (Supplement)  


List of Redacted Confidential Information, Trade Secrets,  
and Proprietary Information 


Part IA – Technical Proposal 


Scion Dental, Inc., designates the Proposed Staff Resumes in SECTION 2: Company Information as 


proprietary and confidential and exempt from disclosure.  


Scion Dental, Inc., designates the following sections of SECTION 3: Technical Proposal as proprietary and 


confidential and exempt from disclosure.  


 


Section 3.3.1, p. 10 


Section 3.2, p. 12 


Section 3.3.1.3, p. 16 


Section 3.3.1.3, p. 16 


Section 3.3.1.6, p. 20 


Section 3.3.4.1, p. 33 


Section 3.3.4.2, p. 36 


Section 3.3.5.1, p. 39 


Section 3.3.5.2, p. 40 


Section 3.3.6.10, p. 44 


Section 3.3.6.10, p. 46 


Section 3.4.1, p. 48 


Section 3.4.3, p. 51 


Section 3.4.5, p. 52 


Section 3.5.3.3, p. 62 


Section 3.5.3.3, p. 63 


Section 3.5.3.3, p. 64 


Section 3.5.4.1, p. 67 


Section 3.5.4.3, p. 68 


Section 3.5.4.4, p. 69 


Section 3.5.4.4, p. 69 


Section 3.5.4.5, p. 71 


Section 3.6.2.5, p. 74 


Section 3.6.2.7, p. 75 


Section 3.6.3.1, p. 78 


Section 3.6.5.2, p. 83 


Section 3.6.5.4, p. 85 


Section 3.6.5.8, p. 89 


Section 3.6.5.12, p. 93 


Section 3.6.6.3, p. 98 


Section 3.6.6.4, p. 99 


Section 3.6.7, p. 101 


Section 3.6.10.3, p. 104 


Section 3.7.1, p. 105 


Section 3.7.4, p. 108 


Section 3.9.16.5, p. 135 


Section 3.9.16.5, p. 137 


Section 3.9.16.5, p. 139 


Section 3.9.16.6, p. 140 


Section 3.9.18.1, p. 145 


Section 3.9.19.2, p. 150 


Section 3.9.19.3, p. 152 


Section 3.9.20, p. 156 


Section 3.9.20, p. 157 


Section 3.9.24.2, p. 161 


Section 3.11.4.1, p. 167 


Section 3.11.4.1, p. 167 


Section 3.11.4.1, p. 168 


Section 3.11.4.1, p. 169 


Section 3.11.4.1, p. 169 


Section 3.11.4.2, p. 171 


Section 3.11.4.1, p. 174 


Section 3.11.4.4, p. 177 


Section 3.11.4.7, p. 179 


Section 3.11.4.7, p. 179 


Section 3.11.4.11, p. 181 


Section 3.11.4.12, p. 182 


Section 3.11.6.9, p. 184 


Section 3.11.6.9, p. 185 


Section 3.11.6.9, p. 186 


Section 3.11.7.3, p. 188 


Section 3.12.3.1, p. 197 


Section 3.12.3.1, p. 198 


Section 3.12.5.1, p. 204 


Section 3.13.1, p. 215 


Section 3.13.1, p. 216 


Section 3.13.3, p. 219 


Section 3.13.4.2, p. 221 


Section 3.13.5.3, p. 222 
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Section 3.14.3.1, p. 226 


Section 3.14.3.2, p. 229 


Section 3.14.3.3, p. 234 


Section 3.14.5.1, p. 239 


Section 3.14.5.1, p. 240 


Section 3.15.1, p. 247 


Section 3.15.11.1, p. 260 


Section 3.15.11.1, p. 261 


Section 3.15.4.1, p. 265 


Section 3.15.18.2, p. 268 


Section 3.17.2.1, p. 282 


Section 3.17.3.1, p. 283 


Section 3.19, p. 290 


Section 3.19, p. 291 


Section 3.19, p. 296 


Section 3.19, p. 296 


Section 3.19, p. 301 


Section 3.19, p. 302 


 


Part III – Confidential Financial Information 


Scion Dental, Inc., designates the 2014 Financial Statement, 2015 Financial Statement, and 2016 Interim 


Financial Statement in SECTION 6: Confidential Financial as proprietary and confidential and exempt 


from disclosure.  
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Attachment B: Technical Proposal Certification of Compliance with 
Terms and Conditions 


3. Attachment B:  Technical Proposal Certification of Compliance with Terms and Conditions of RFP  


4. Attachment B with an original signature by an individual authorized to bind the organization must be included 
in this section. 


5. If the exception and/or assumption require a change in the terms or wording of any section of the RFP, the 
contract, or any incorporated documents, vendors must provide the specific language that is being proposed on 
Attachment B. 


6. Only technical exceptions and/or assumptions should be identified on Attachment B. 


7. The State will not accept additional exceptions and/or assumptions if submitted after the proposal submission 
deadline.  If vendors do not specify any exceptions and/or assumptions in detail at time of proposal submission, 
the State will not consider any additional exceptions and/or assumptions during negotiations. 


Scion Dental’s Attachment B: Technical Proposal Certification of Compliance with Terms and 


Conditions follows on the next page. 
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Attachment C: Vendor Certifications 


Vendor Certifications with an original signature by an individual authorized to bind the organization. 


Scion Dental’s Attachment C: Vendor Certifications follows on the next page. 
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Certifications and Licenses 


Copies of applicable certifications and licenses. 


In preparation for serving as the State of Nevada’s Dental Benefits Administrator in order to provide the 


services under this RFP, on or about August 24, 2016, Scion Dental filed an application with the 


Department of Insurance to obtain a Certificate of Authority to operate as a Prepaid Limited Health 


Service Organization. Scion Dental will provide the Prepaid Limited Health Service Organization Certificate 


of Authority prior to the readiness review. 


Scion Dental’s Certifications and Licenses follow on the next page. 
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BARBARA K. CEGAVSKE
Secretary of State


JEFFERY LANDERFELT
Deputy Secretary


for Commercial Recordings


STATE OF NEVADA


OFFICE OF THE
SECRETARY OF STATE


Commercial Recordings Division
202 N. Carson Street


Carson City, NV 89701-4201
Telephone (775) 684-5708


Fax (775) 684-7138


Tami Moss
Vestica Healthcare, LLC
N92 W14612 Anthony Avenue 
Menomonee Falls, WI 53051


Tami Moss
Vestica Healthcare, LLC
N92 W14612 Anthony Avenue 
Menomonee Falls, WI 53051


Job:C20160414-0603
April 14, 2016


Special Handling Instructions:


Charges
Description Document Number Filing Date/Time Qty Price Amount
Annual List 20160168112-48 4/14/2016 9:32:54 AM 1 $150.00 $150.00
Business License 4/2016-
4/2017


20160168112-48 4/14/2016 9:32:54 AM 1 $500.00 $500.00


Total $650.00


Payments
Type Description Amount
Credit 624935|4606515688696272801106 $650.00
Total $650.00


Credit Balance:  $0.00


Job Contents:
File Stamped Copy(s): 1
Business License(s): 1















NEVADA STATE BUSINESS LICENSE
SCION DENTAL, INC.


Nevada Business Identification # NV20091077938


Expiration Date: April 30, 2017


IN WITNESS WHEREOF, I have hereunto 
set my hand and affixed the Great Seal of State, 
at my office on April 14, 2016


BARBARA K. CEGAVSKE
Secretary of State


In accordance with Title 7 of Nevada Revised Statutes, pursuant to proper application duly filed 
and payment of appropriate prescribed fees, the above named is hereby granted a Nevada State 
Business License for business activities conducted within the State of Nevada.  


Valid until the expiration date listed unless suspended, revoked or cancelled in accordance with 
the provisions in Nevada Revised Statutes.  License is not transferable and is not in lieu of any 
local business license, permit or registration.


You may verify this license at www.nvsos.gov under the Nevada Business Search.


License must be cancelled on or before its expiration date if business activity ceases.
Failure to do so will result in late fees or penalties which by law cannot be waived.







• Help me find...


◦ File a Complaint


◦ Public Records Requests


◦ Network Adequacy


◦ Health Care Reform for Insurers


◦ Contact Us


◦ About Us


◦ Self-Insured Workers' Compensation


◦ Sitemap


◦ State of Nevada Links


• Consumers


• Health Insurance Rates


• Health Care Reform


• Licensing


• Insurers


• Captive Insurers


• News & Notices


New Search


SCION DENTAL INC


Address:


ATTN: TAMI MOSS


N92W14612 ANTHONY AVE


MENOMONEE FALLS, WI 53051-1632


Phone


262-834-3933 


URL:


Email:


licensing@skygenusa.com


Status:


Active


Page 1 of 2


4/25/2016http://doi.nv.gov/licensing-search/agency/?id=108852







Date:


7/1/2009


License Type License Number Original Issue Date Status Effective Date Expiration Date 


Non-Res. Third Party Admin. 667216 10/1/2009 Active 10/1/2009 10/1/2018 


Qualification Type Original Issue Date Status Effective Date 


TPA1 -Life/Health Insurance 10/1/2009 Active 10/1/2009 


License Type License Number Original Issue Date Status Effective Date Expiration Date 


Utilization Review 656460 7/1/2009 Active 7/1/2009 3/1/2017 


• Consumers


• Health Insurance Rates


• Healthcare Reform


• Licensing


• News & Notices


• About Us


• Self-Insured


• Contact Us


• ©2013 Nevada Division of Insurance


• Site Map


• Privacy Policy


• Search


Page 2 of 2


4/25/2016http://doi.nv.gov/licensing-search/agency/?id=108852















 


Non-Res. Third Party Admin.  
SCION DENTAL INC  


10201 N PORT WASHINGTON RD  
MEQUON , WI 53092  


is authorized to transact business as described above  
License No: 667216 Issue Date: 09-22-2009 Expiration Date: 10-01-2012 


Generated by Sircon 38779658  


THIS IS TO CERTIFY THAT 


SCION DENTAL INC  
10201 N PORT WASHINGTON RD , MEQUON , WI 53092  


LICENSE NUMBER: 667216 


IS HEREBY AUTHORIZED TO TRANSACT 
BUSINESS IN ACCORDANCE TO THE LICENSE 
DESCRIPTION SHOWN BELOW:  


Non-Res. Third Party Admin.  


Generated by Sircon 38779658 


Issue Date: 09-22-2009 Expiration Date: 10-01-2012 


Page 1 of 1Compliance Express ™


10/19/2009https://www.sircon.com/ComplianceExpress/ServiceRequest/licPrnt.do?method=process...
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Attachment J: Certification Regarding Lobbying 


Attachment J: Certification Regarding Lobbying. 


Scion Dental’s Attachment J: Certification Regarding Lobbying follows on the next page. 
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Scion Dental, Inc.
N92 W14612 Anthony Ave. Menomonee Falls, WI 53051


BENEFIT MANAGEMENT SOLUTIONS READY FOR THE FUTURE


© 2016 Scion Dental, Inc.







Scion Dental Response


Aetna Better Health Medicaid Program 
Request for Proposal


Scion Dental PUBLIC REDACTED Response


State of Nevada, 
Purchasing Division 
Request for Proposal


Part IA — Technical ProposalPart II — Cost Proposal
Scion Dental MASTER CONFIDENTIAL Response


State of Nevada, 
Purchasing Division 
Request for Proposal


Part IB — Confidential Technical ProposalPart III — Confidential Financial
Scion Dental Response


Horizon Blue Cross Blue Shield 
of New Jersey 
Request for ProposalDental Benefit Management 


Dental Benefits Administrator
December 15, 2016
RFP 3290
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December 15, 2016


Response to Request for Proposal
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9.3  SECTION 2: Company Information 


9.3.1  Vendor Information 


9.3.1 Vendors must complete and submit a company profile Vendor Information Sheet. 


Scion Dental’s Vendor Information Sheet is submitted in SECTION 2: Company Information. 


9.3.1.1 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state 
must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract 
can be executed between the State of Nevada and the awarded vendor, unless specifically exempted by NRS 
80.015. 


Scion Dental is already registered as a foreign corporation in the State of Nevada. 


9.3.1.2 If proposing to perform services in Nevada, the selected vendor, prior to doing business in the State of 
Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at http://sos.state.nv.us. 


Scion Dental acknowledges that we must be appropriately licensed by the State of Nevada, 


Secretary of State’s Office pursuant to NRS76 prior to doing business and performing services in 


the State of Nevada.  


9.3.1.3 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive 
in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite 
licensure may be deemed non-responsive. 


Scion Dental acknowledges that pursuant to NRS 80.010 and as a corporation organized pursuant 


to the laws of another state, we must register with the State of Nevada, Secretary of State’s 


Office as a foreign corporation before a contract can be executed between us and the State of 


Nevada, unless specifically exempted by NRS 80.015. Scion Dental is already registered as a 


foreign corporation in the State of Nevada. In addition, Scion Dental is licensed in Nevada for 


both Third Party Administration and Utilization Review. 


9.3.1.4 If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and if 
such person will be performing or producing the services which you will be contracted to provide under this 
contract, you must disclose the identity of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


Scion Dental acknowledges that if we employ (a) any person who is a current employee of an 


agency of the State of Nevada, or (b) any person who has been an employee of an agency of the 


State of Nevada within the past two (2) years, and if such person will be performing or producing 


the services which we will be contracted to provide under this contract, Scion Dental must 


disclose the identity of each such person in our response to this RFP, and specify the services that 


each person will be expected to perform.  
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9.3.1.5 Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or 
assumptions will be taken into consideration as part of the evaluation process; however, vendors must be 
specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions during negotiations. 


 Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule. 


Scion Dental acknowledges that any exceptions and/or assumptions to the insurance 


requirements must be identified on Attachment B, Technical Proposal Certification of Compliance 


with Terms and Conditions.  


Scion Dental’s Attachment B: Technical Proposal Certification of Compliance with Terms and 


Conditions is submitted in SECTION 1: State Documents. 


Scion Dental acknowledges that the successful vendor must provide the Certificate of Insurance 


identifying the coverages as specified in Attachment E, Insurance Schedule upon contract award.  


9.3.1.6  Business References 


Business References are separated into two sections.  The first section is the reference information filled out by the 
vendor and submitted with the proposal.  The second section is a form that the vendor sends to the reference.  The 
company being used as a reference completes the form and submits it directly to Nevada State Purchasing. 


A.  Reference information to be submitted with the proposal: 


1. Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) 
years. 


Please see Scion Dental’s response to 4.3  Business References  4.3.1. 


Note: Scion Dental is in the unique position of not being able to provide references 


from certain clients of ours—for whom we are the subcontractor of choice in this 


process or otherwise provide administration services—since those clients are also 


responding to this RFP.  If the state is interested, we would hope and expect those 


clients would be willing to provide additional references in the event this dental 


contract is awarded to Scion Dental. 


2. Vendors shall complete and submit one reference information form (Section 4.3, Business 
References) for every business reference provided by the vendor and/or subcontractor: 


Please see Scion Dental’s response to 4.3  Business References  4.3.2. 


B.  Reference information to be submitted by the reference: 


1. Vendors must send Attachment J, Reference Questionnaire to the business references that 
are identified in Section 4.1, Vendor Information. 


Scion Dental’s Attachment F: Reference Questionnaires will be submitted directly 


to the Purchasing Division from our references. 
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2. The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division. 


Scion Dental’s Attachment F: Reference Questionnaires will be submitted directly 


to the Purchasing Division from our references. 


3. It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the 
evaluation process.  Reference Questionnaires not received, or not complete, may adversely 
affect the vendor’s score in the evaluation process. 


Scion Dental’s Attachment F: Reference Questionnaires will be submitted directly 


to the Purchasing Division from our references. 


C.  The State reserves the right to contact and verify any and all references listed regarding the 
quality and degree of satisfaction for such performance. 


Scion Dental acknowledges that the State reserves the right to contact and verify any 


and all references listed regarding the quality and degree of satisfaction for such 


performance. 


9.3.1.7  Vendor Staff Resumes  


A resume form (Attachment G – Proposed Staff Resume) must be completed for each proposed key personnel 
responsible for performance under any contract resulting from this RFP.  No more than 50 resume forms may be 
submitted. 


Scion Dental considers the content in our Proposed Staff Resumes to be confidential. 


Please see Scion Dental’s response to 4.4  Vendor Staff Resumes for Proposed Staff Resumes. 


Scion Dental’s Proposed Staff Resumes are submitted in SECTION 2: Company Information only in the 


Scion Dental MASTER CONFIDENTIAL Response. 


9.3.1.8  Subcontractor Information (If applicable)  


If this proposal includes the use of subcontractors, the proposal must include: 


A. Identify specific subcontractors and the specific requirements of this RFP for which each proposed 
subcontractor will perform services. 


B.  If any tasks are to be completed by subcontractor(s), vendors must: 


1. Describe the relevant contractual arrangements; 


2. Describe how the work of any subcontractor(s) will be supervised, channels of communication 
will be maintained and compliance with contract terms assured; and 


3. Describe your previous experience with subcontractor(s). 


C.  Vendors must describe the methodology, processes and tools utilized for: 


1. Selecting and qualifying appropriate subcontractors for the project/contract; 


2. Ensuring subcontractor compliance with the overall performance objectives for the project;  


3. Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; 
and 
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4. Providing proof of payment to any subcontractor(s) used for this project/contract, if 
requested by the State.  Proposal should include a plan by which, at the State’s request, the 
State will be notified of such payments. 


D.  Provide the same information for any proposed subcontractors as requested in Section 4.3, 
Vendor Information. 


Scion Dental acknowledges providing the same information for any proposed 


subcontractors as requested in 4.1  Vendor Information. 


E.  Business references as specified in Section 4.3, Business References must be provided for any 
proposed subcontractors. 


Scion Dental acknowledges providing the same information for any proposed 


subcontractors as requested in 4.3  Business References. 


F.  Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


G.  Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in 
Section 4.2, Subcontractor Information.  The vendor must receive agency approval prior to 
subcontractor commencing work. 


In 2017, Scion Dental is planning to outsource data entry processes for paper claims and authorizations. 


Should Scion Dental decide to subcontract any functions under this contract in the future, including data 


entry processes, Scion Dental will seek written approval by DHCFP required under 3.6.4 Subcontractors, 


provide the subcontractor information required in 9.3.1.8 Subcontractor Information and 4.2 


Subcontractor Information, and follow the subcontracting requirements set forth in the RFP. 
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4.1  Vendor Information 


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: Scion Dental, Inc. 


Ownership (sole proprietor, partnership, etc.): S Corporation 


State of incorporation: Delaware 


Date of incorporation: April 2009 


# of years in business: 7+ years 


List of top officers: John Schaak, President 


Lisa Sweeney, CFO 


Gail Buenger, VP, Operations 


Location of company headquarters: 
N92 W14612 Anthony Ave. 


Menomonee Falls, WI 53051 


Location(s) of the company offices: Menomonee Falls, WI (2) 


Mequon, WI (2) 


Location(s) of the office that will provide the 


services described in this RFP: 


N92W14612 Anthony Ave 


Menomonee Falls, WI 53051 


Number of employees locally with the expertise to 


support the requirements identified in this RFP: 


317 


Number of employees nationally with the expertise 


to support the requirements in this RFP: 


25 


Location(s) from which employees will be assigned 


for this project: 


Nevada and Wisconsin 
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4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state 
must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract 
can be executed between the State of Nevada and the awarded vendor, unless specifically exempted by NRS 
80.015. 


Scion Dental is already registered as a foreign corporation in the State of Nevada. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the 
State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business 
License can be located at http://nvsos.gov. 


Scion Dental acknowledges that we must be appropriately licensed by the State of Nevada, 


Secretary of State’s Office pursuant to NRS76 prior to doing business and performing services in 


the State of Nevada.  


Question Response 


Nevada Business License Number: NV20091077938 


Legal Entity Name: Scion Dental, Inc. 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No  


If “No”, provide explanation. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive 
in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite 
licensure may be deemed non-responsive. 


Scion Dental acknowledges that pursuant to NRS 80.010 and as a corporation organized pursuant 


to the laws of another state, we must register with the State of Nevada, Secretary of State’s 


Office as a foreign corporation before a contract can be executed between us and the State of 


Nevada, unless specifically exempted by NRS 80.015. Scion Dental is already registered as a 


foreign corporation in the State of Nevada. In addition, Scion Dental is licensed in Nevada for 


both Third Party Administration and Utilization Review. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


Yes  No X 


If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can 
be duplicated for each contract being identified. 


Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were 


performed: 


 



http://nvsos.gov/
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Question Response 


Type of duties performed:  


Total dollar value of the contract:  


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its 
agencies, departments, or divisions? 


Yes  No X 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and if 
such person will be performing or producing the services which you will be contracted to provide under this 
contract, you must disclose the identity of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


Scion Dental acknowledges that if we employ (a) any person who is a current employee of an 


agency of the State of Nevada, or (b) any person who has been an employee of an agency of the 


State of Nevada within the past two (2) years, and if such person will be performing or producing 


the services which we will be contracted to provide under this contract, Scion Dental must 


disclose the identity of each such person in our response to this RFP, and specify the services that 


each person will be expected to perform.  


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation 
in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the 
State of Nevada or any other governmental entity.  Any pending claim or litigation occurring within the past 
six (6) years which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No X 


If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified. 


Question Response 


Date of alleged contract failure 


or breach: 


 


Parties involved:  


Description of the contract 


failure, contract breach, or 


litigation, including the 


products or services involved: 


 


Amount in controversy:  
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Question Response 


Resolution or current status of 


the dispute: 


 


If the matter has resulted in a 


court case: 


Court Case Number 


  


Status of the litigation:  


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 
3290  Does your organization currently have or will your organization be able to provide the insurance 
requirements as specified in Attachment E. 


Yes X No  


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or 
assumptions will be taken into consideration as part of the evaluation process; however, vendors must be 
specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3290. 


Scion Dental acknowledges that any exceptions and/or assumptions to the insurance 


requirements must be identified on Attachment B, Technical Proposal Certification of Compliance 


with Terms and Conditions.  


Scion Dental’s Attachment B: Technical Proposal Certification of Compliance with Terms and 


Conditions is submitted in SECTION 1: State Documents. 


Scion Dental acknowledges that the successful vendor must provide the Certificate of Insurance 


identifying the coverages as specified in Attachment E, Insurance Schedule upon contract award.  
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4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit 
response to no more than five (5) pages. 


Scion Dental’s company background and history is also included in SECTION 3: Technical 


Proposal, in response to requirement 9.4.2 Company Background/History. 


Company Background/History 


Scion Dental is pleased to offer the following proposal to serve as the Dental Benefits 


Administrator for the State of Nevada. As our detailed response to this RFP demonstrates, Scion 


Dental is very well qualified to help you achieve your mission to improve the dental health of 


Medicaid and Check Up recipients. 


Scion Dental specializes in Medicaid dental benefits management. It’s what we do—and it’s all we 


do. Our singular focus on the Medicaid dental market has allowed us to develop extensive, 


dental-specific experience in network development and management, utilization management, 


claims processing, cost containment, and fraud detection and prevention. 


Scion Dental is not your typical Dental Benefits Administrator. Our innovative thinking allows us 


to fulfill our mission of being the best possible steward of the government-funded programs we 


administer, resulting in substantial savings for the taxpayers of Nevada. By leading the industry in 


both processes and technology, we are able to deliver dental services as efficiently as possible. 


These efficiencies help stretch limited budgets without compromising our commitment to quality. 


This in turn allows Scion Dental to deliver more dental care to more people—ultimately raising 


your HEDIS scores—while improving provider satisfaction with fewer administrative hassles and 


faster payments. 


Industry leadership 


Scion Dental’s executive leadership team pioneered Medicaid dental benefit management in the 


1990s under the company name “Doral Dental,” and we’ve been dedicated to improving 


government dental programs ever since. In April 2004, Doral Dental was acquired by DentaQuest 


Ventures of Boston, Massachusetts; however, our ownership group retained all rights to the 


Enterprise System—the software platform on which Doral Dental’s success was built—and we 


continue to develop it to this day. In 2009, our ownership group formed and launched Scion 


Dental. As you read our response to this RFP, we hope you will take note of the innovations we 


continue to bring to the marketplace. 


In just over seven years, Scion Dental has quickly become a national leader in Medicaid dental 


benefit administration. We administer dental benefits for Medicaid programs on behalf of 


managed care organizations and state governments, for nearly 10 million recipients in 33 states 


and the District of Columbia. Scion Dental has processed and paid tens of millions of claims and 


facilitated the review of millions of authorizations for our clients. Scion Dental has been 


successfully managing Medicaid dental benefits in Nevada since 2010.  


Our history of success in Nevada  


One of the most valuable assets Scion Dental has to offer DHCFP is successful experience in 


Nevada. During the six years we have administered Medicaid dental benefits in Nevada, we have 
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established a history of success—from knowing every provider by first name to maximizing 


program efficiency and ensuring recipient satisfaction and access to care. 


Program efficiency 


We understand Medicaid dental programs need to be efficient and cost-effective, and that your 


mission is to also provide quality care, emphasize preventive care, and ensure appropriate 


utilization. Our Enterprise System software was designed specifically to automate every aspect of 


dental benefit management. Our automated processes bring efficiency—and lower costs—to a 


wide range of activities, including claims processing and payment, authorization reviews, and 


fraud detection and prevention.  


For example, Scion Dental has paid nearly $70 million in claims in Nevada since 2010—and our 


automated, dental-specific edits have saved over $8 million in benefit costs. 


Scion Dental’s automation and efficiencies have also resulted in lower Per Member Per Month 


costs during the six years we’ve administered the program. Trend lines show that during our 


tenure as administrator, the program’s PMPM has dropped from $9.37 to $7.40—a decrease of 


$1.97 PMPM. During this same time period, PMPM cost trends show preventive PMPM spending 


is increasing by $0.179 per year, while restorative PMPM spending is decreasing by $0.205 and 


stainless steel crown spending is decreasing by $0.39 per year. 


At Scion Dental, our mission—and our passion—is to ensure appropriate and efficient dental care 


is available to the most vulnerable populations while acting as good stewards of taxpayers’ 


money.  


Cost containment and child protection 


Our dedicated Cost Containment and Child Protection team utilizes an innovative, focused 


approach to profile providers based on statistical analysis and interquartile ranges, analyze and 


monitor practice patterns using age bands, identify trends and outliers, and implement 


interventions, where appropriate. Our goal is to detect and prevent possible fraud before claims 


are paid. We continuously monitor treatment patterns to protect recipients from harmful, 


unnecessary treatment, while ensuring they receive the appropriate care they need. Our 


technology allows us to focus scrutiny on individual outliers. For example, implementing more 


stringent prior authorization requirements for just three procedure codes for one dentist in 


Nevada has resulted in savings of nearly $74,000 since November 2014. 


Established provider network 


Scion Dental has been managing a network of dental providers in Nevada since October 2010. 


The providers in our network are already credentialed, contracted, and satisfied with Scion 


Dental’s performance as a dental benefits administrator. With an established network already in 


place, Scion Dental will be able to seamlessly transition to your new Medicaid dental program on 


July 1, 2017—without disruption to recipients or providers. 


Over the years, Scion Dental’s local Provider Relations Representative, Kevin Johnston, has 


developed strong relationships with providers and personally knows each provider by name. 
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During 2016, his goal has been to visit every provider office at least twice a year—he averages 65 


in-person visits per month. 


Personal visits with provider offices are intended to not only strengthen relationships, but also to 


educate. We take every opportunity to encourage providers to take advantage of self-service web 


portal tools—and as a result, nearly 96% of the network providers in Nevada are registered for 


our Provider Web Portal. Results of our most recent provider satisfaction survey showed a 


satisfaction rate of 100% for our web portal support. 


Scion Dental’s Provider Web Portal is a true differentiator in the marketplace. Providers can 


seamlessly step from instantly verifying recipient eligibility to entering claim or authorization data 


with just a few keystrokes. With electronic claims and authorizations, repetitive data, such as 


names, addresses, and IDs, are automatically prefilled in an online form—no typing required. 


Providers can simply enter procedure codes and click Submit.  


When providers submit authorizations through the portal, they are offered the option of 


immediate feedback. Before clicking Submit, providers can step through a series of clinical 


guideline questions and immediately see whether their authorization request is likely to be 


approved. The system also prompts providers to attach required documentation as part of the 


authorization submission. 


When claims and authorizations are entered through the Provider Web Portal, the system 


automatically runs validity checks and prevents illogical or incomplete data from being 


submitted—reducing the number of automated denials for administrative reasons, saving 


providers both time and frustration. Data submitted electronically enters our processing system 


immediately, which means it can be processed faster—resulting in quick authorization 


determinations and fast, accurate claims payment. 


Daily payment program 


While we appreciate the high scores reflected on our provider satisfaction surveys in Nevada, we 


are committed to lowering administrative costs and increasing efficiencies for providers wherever 


we can. We intend to implement a daily payment program for network providers in Nevada who 


submit claims and authorizations electronically and accept electronic payments. This innovative 


program, which we believe cannot be matched by any other administrator, takes advantage of 


our software system’s continuous processing capabilities to reward providers with the potential 


of a daily revenue stream. We anticipate this program will be welcomed by providers in Nevada 


and will encourage even more providers to use our online, self-service tools. 


A holistic approach to care 


Scion Dental recognizes the importance DHCFP places on providing continuity of care to 


recipients through integrated dental, medical, behavioral, and social care. We are committed to 


promoting integrative care for recipients in the communities where we administer benefits.  


Preventive care is a core concept in Scion Dental’s program management. In Nevada, our 


Children’s Cavity Prevention Program provides oral health education, screenings, and preventive 


services such as fluoride varnish and dental sealants to second graders at low-income schools. 


We’ve partnered with the Community Health Alliance (CHA), which operates mobile vans that 
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offer dental services to both children and adults, as well as the Clark County Future Smiles 


program and the UNLV School of Dentistry. We also partner with local service organizations and 


providers to participate in community health fairs where we can interact personally with 


recipients and their families. 


Recipient satisfaction and access to care 


Just as Scion Dental has a history of high satisfaction from the provider network in Nevada, our 


most recent recipient survey also reflects a high satisfaction rate, with 96% of recipients satisfied 


with the dental care they received and 92% satisfied with their dental plan.  


We intend to further encourage recipients to be engaged in their dental care by implementing a 


Dental Home program that allows freedom of choice, exploring innovative outreach programs 


that utilize electronic communication methods, and promoting real-time provider directories and 


educational materials available from our Member Web Portal. 


Scion Dental is committed to improving health outcomes by connecting recipients in Nevada with 


the services they need and by leveraging our systems technology to deliver targeted, relevant 


outreach programs and education—when it’s needed to the people who need it. 


Your real-time view into program management 


With Scion Dental as your partner, you will have instant, online access to the same real-time data 


and analytical reporting tools that we use to efficiently manage your dental benefit program. 


Our Client Web Portal offers you an unprecedented level of transparency and oversight into 


program operations. With real-time statistics and metrics available online, DHCFP staff will have 


the information you need to continuously monitor program success and ensure your program 


objectives are consistently achieved.  


By logging on to the Client Web Portal, DHCFP staff can access sophisticated analysis tools, 


including: 


 Executive Dashboards, which offer detailed operational statistics and graphics related to 


critical business areas, including claim volume and processing, authorization volume and 


processing, Member Services statistics, and financial performance metrics. 


 Provider Profiling reports, which compare services performed by selected providers 


against services performed by peer groups. Scion Dental uses these reports to analyze 


provider performance by identifying service frequencies, service comparisons expressed 


as ratios, performance rankings, and provider trends. DHCFP will have access to these 


same reports through our portal, and can generate them online, at any time. 


 Self-service analytical reporting, which will allow DHCFP to generate your own detailed 


reports on recipient access to care, quality of care, cost of care and much more—by 


simply selecting data options from a list. The system generates these analytical reports by 


extracting historical claims and authorization data drawn directly from our software 


system’s data warehouses. 
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 Enterprise Business Intelligence System (eBIS), which is an analytical reporting tool that 


offers full access to paid claim history and Per Member Per Month information. eBIS 


provides customizable, on-demand reports that analyze costs, utilization, practice trends, 


outcomes, and benchmarks. DHCFP staff can easily generate their own reports, at any 


time, by simply selecting filter options—no SQL programming required. 


Through the Client Web Portal, DHCFP staff can easily generate your own analytical reports any 


time, from anywhere.  


Peace of mind: now and into the future 


At Scion Dental, we lead the way with superior Medicaid dental benefit administration and with 


innovative ways to partner with you and support your dental program. However, we believe the 


most important thing we can offer you is peace of mind. That is, peace of mind in knowing: 


 You are increasing access to care for your recipients, thereby increasing dental HEDIS 


scores and improving health outcomes; 


 You are increasing provider satisfaction with your dental program, thereby increasing 


recipient access to care and helping providers focus on their patients, rather than on 


administration; 


 You are working with a proven partner who is knowledgeable and experienced in Nevada. 


We will meet your objectives as your dental partner, while concurrently lowering your 


overall budgeted dollars for dental care; and 


 With a carve out that focuses specifically on dental care, you are absolutely, 


unequivocally lowering your total expenditures from where your dental costs are right 


now—which will allow you to use these funds in other areas of need and provide 


significant savings for the taxpayers of Nevada.  


We look forward to the opportunity to work with you as a valued partner and provide you with 


peace of mind for many years to come. 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private sector.  
Please provide a brief description. 


Scion Dental has provided services described in this RFP to the public and/or private section since 


its founding in 2009. Currently, we administer dental benefits for both commercial and Medicaid 


programs on behalf of managed care organizations and state governments, for nearly 10 million 


recipients in 33 states and the District of Columbia. 


Please see Scion Dental’s response to 4.1.9  Company Background/History in SECTION 2: 


Company Information or 9.4.2  Company Background/History in SECTION 3: Technical 


Proposal. 


4.1.11 Financial information and documentation to be included in Part III, Confidential Financial Information of 
vendor’s response in accordance with Section 9.5, Part III – Confidential Financial Information.  


4.1.11.1 Dun and Bradstreet Number  


Scion Dental’s Dun and Bradstreet Number is as follows: DUNS 00-577-2989. 
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4.1.11.2 Federal Tax Identification Number 


Please see Scion Dental’s response to 9.7.1.2 of SECTION 6: Confidential Financial in the Scion 


Dental MASTER CONFIDENTIAL Response. 


4.1.11.3 The last two (2) years and current year interim: 


A.  Profit and Loss Statement  


Please see Scion Dental’s response to 9.7.1.3  A. of SECTION 6: Confidential Financial in 


the Scion Dental MASTER CONFIDENTIAL Response. 


B.  Balance Statement 


Please see Scion Dental’s response to 9.7.1.3  B. of SECTION 6: Confidential Financial in 


the Scion Dental MASTER CONFIDENTIAL Response. 
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4.2  Subcontractor Information 


4.2.1 Does this proposal include the use of subcontractors? 


Yes  No X 


If “Yes”, vendor must: 


4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each proposed 
subcontractor will perform services. 


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


A.  Describe the relevant contractual arrangements; 


B.  Describe how the work of any subcontractor(s) will be supervised, channels of communication 
will be maintained and compliance with contract terms assured; and 


C.  Describe your previous experience with subcontractor(s). 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


A.  Selecting and qualifying appropriate subcontractors for the project/contract; 


B.  Ensuring subcontractor compliance with the overall performance objectives for the project;  


C.  Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; 
and 


D.  Providing proof of payment to any subcontractor(s) used for this project/contract, if 
requested by the State.  Proposal should include a plan by which, at the State’s request, the 
State will be notified of such payments. 


4.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 4.1, 
Vendor Information. 


Scion Dental acknowledges providing the same information for any proposed 


subcontractors as requested in 4.1  Vendor Information. 


4.2.1.5 Business references as specified in Section 4.3, Business References must be provided for any 
proposed subcontractors. 


Scion Dental acknowledges providing the same information for any proposed 


subcontractors as requested in 4.3  Business References. 


4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in 
Section 4.2, Subcontractor Information.  The vendor must receive agency approval prior to 
subcontractor commencing work. 


In 2017, Scion Dental is planning to outsource data entry processes for paper claims and 


authorizations. Should Scion Dental decide to subcontract any functions under this 


contract in the future, including data entry processes, Scion Dental will seek written 
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approval by DHCFP required under 3.6.4 Subcontractors, provide the subcontractor 


information required in 9.3.1.8 Subcontractor Information and 4.2 Subcontractor 


Information, and follow the subcontracting requirements set forth in the RFP. 
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4.3  Business References 


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed for 
private, state and/or large local government clients within the last three (3) years. 


Please see Scion Dental’s response to 4.3  Business References  4.3.2.  


Note: Scion Dental is in the unique position of not being able to provide references from certain 


clients of ours—for whom we are the subcontractor of choice in this process or otherwise 


provide administration services—since those clients are also responding to this RFP.  If the state 


is interested, we would hope and expect those clients would be willing to provide additional 


references in the event this dental contract is awarded to Scion Dental. 


4.3.2 Vendors must provide the following information for every business reference provided by the vendor and/or 
subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s proposed subcontractor.   


Reference #: 1 


Company Name: CareSource of West Virginia 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR 
 


SUBCONTRACTOR 


Project Name: Scion Dental, Inc. 


Primary Contact Information 


Name: Darren Morgan 


Street Address: 230 North Main Street 


City, State, Zip: Dayton, OH 45402 


Phone, including area code: 937-224-3300 


Facsimile, including area code: N/A 


Email address: Darren.Morgan@CareSource.com 


Alternate Contact Information 


Name: N/A 



mailto:Darren.Morgan@CareSource.com
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Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract 


and description of services performed, 


including technical environment (i.e., 


software applications, data 


communications, etc.) if applicable: 


Dental administrative/benefits management 


contract, including but not limited to all 


traditional delegated functions. 


Network Contracting; Claims Processing; 


Utilization Management; Grievances and 


Appeal Management; Fraud, Waste and 


Abuse Management; Credentialing; Office 


Services; Eligibility Maintenance; Reporting; 


Quality and Compliance 


Original Project/Contract Start Date: 2012 


Original Project/Contract End Date: Present – expanded to multiple markets 


Original Project/Contract Value: $5M+ 


Final Project/Contract Date: N/A 


Was project/contract completed in time 


originally allotted, and if not, why not? 


Yes 


Was project/contract completed within 


or under the original budget/ cost 


proposal, and if not, why not? 


Yes 


 


Reference #: 2 


Company Name: AmeriHealth Caritas Family of Companies 


Identify role company will have for this RFP project 


(Check appropriate role below): 
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X VENDOR 
 


SUBCONTRACTOR 


Project Name: Scion Dental, Inc. 


Primary Contact Information 


Name: Dr. Larry Paul 


Street Address: 200 Stevens Drive 


City, State, Zip: Philadelphia, PA 19113 


Phone, including area code: 215-937-7303 


Facsimile, including area code: N/A 


Email address: LPaul@keystonefirstpa.com 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract 


and description of services performed, 


including technical environment (i.e., 


software applications, data 


communications, etc.) if applicable: 


Dental administrative/benefits management 


contract, including but not limited to all 


traditional delegated functions. 


Network Contracting; Claims Processing; 


Call Center Management; Utilization 


Management; Grievances and Appeal 


Management; Member Outreach; Fraud, 


Waste and Abuse Management; 


Credentialing; Office Services; Encounter 


Reporting; Eligibility Maintenance; 


Reporting; Quality and Compliance 



mailto:LPaul@keystonefirstpa.com
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Original Project/Contract Start Date: April 2012 


Original Project/Contract End Date: Present 


Original Project/Contract Value: $50M+ 


Final Project/Contract Date: N/A 


Was project/contract completed in time 


originally allotted, and if not, why not? 


Yes 


Was project/contract completed within 


or under the original budget/ cost 


proposal, and if not, why not? 


Yes 


 


Reference #: 3 


Company Name: Amerigroup Nevada, Anthem Company 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Scion Dental, Inc. 


Primary Contact Information 


Name: Eric Lloyd 


Street Address: 7251 West Lake Meade Blvd 


City, State, Zip: Las Vegas, NV 89128 


Phone, including area code: 702-228-1308 


Facsimile, including area code: N/A 


Email address: Eric.Lloyd@amerigroup.com 


Alternate Contact Information 


Name: N/A 



mailto:Eric.Lloyd@amerigroup.com
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Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract 


and description of services performed, 


including technical environment (i.e., 


software applications, data 


communications, etc.) if applicable: 


Dental administrative/benefits management 


contract, including but not limited to all 


traditional delegated functions. 


Network Contracting; Claims Processing; 


Call Center Management; Utilization 


Management; Grievances and Appeal 


Management; Member Outreach; Fraud, 


Waste and Abuse Management; 


Credentialing; Office Services; Encounter 


Reporting; Eligibility Maintenance; 


Reporting; Quality and Compliance 


Original Project/Contract Start Date: 2010 


Original Project/Contract End Date: Present 


Original Project/Contract Value: $20M+ 


Final Project/Contract Date: N/A 


Was project/contract completed in time 


originally allotted, and if not, why not? 


Yes 


Was project/contract completed within 


or under the original budget/ cost 


proposal, and if not, why not? 


Yes 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that are 
identified in Section 4.3.2.   


Scion Dental’s Attachment F: Reference Questionnaires will be submitted directly to the 


Purchasing Division from our references. 
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4.3.4 The company identified as the business references must submit the Reference Questionnaire directly to the 
Purchasing Division.  


Scion Dental’s Attachment F: Reference Questionnaires will be submitted directly to the 


Purchasing Division from our references. 


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing Division on or 
before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation process.  Reference 
Questionnaires not received, or not complete, may adversely affect the vendor’s score in the evaluation 
process.   


Scion Dental’s Attachment F: Reference Questionnaires will be submitted directly to the 


Purchasing Division from our references. 


4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality and 
degree of satisfaction for such performance. 


Scion Dental acknowledges that the State reserves the right to contact and verify any and all 


references listed regarding the quality and degree of satisfaction for such performance. 
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4.4  Vendor Staff Resumes 


A resume must be completed for each proposed key personnel responsible for performance under any contract 
resulting from this RFP per Attachment G, Proposed Staff Resume. 


Scion Dental considers the content in our Proposed Staff Resumes to be confidential. 


Scion Dental’s Proposed Staff Resumes are submitted in SECTION 2: Company Information only in the 


Scion Dental MASTER CONFIDENTIAL Response and follow on the next page. 
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Vendor Information Sheet  


Vendor Information Sheet. 


Scion Dental’s Vendor Information Sheet follows on the next page. 
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9.4  SECTION 3: Technical Proposal 


9.4.1 Response to Scope of Work 


Vendor’s written response(s) must be easily identifiable and placed immediately following the applicable 
RFP question, statement and/or section. 


Scion Dental’s response to 3. Scope of Work is included in this section 9.4, SECTION 3: Technical 


Proposal, beginning on page 7. 


9.4.2 Company Background/History 


Company background/history and why vendor is qualified to provide the services described in this RFP. Limit 
response to no more than five (5) pages. 


Scion Dental’s company background and history is also included in SECTION 2: Company 


Information, in response to requirement 4.1.9 Company Background/History. 


Company Background/History 


Scion Dental is pleased to offer the following proposal to serve as the Dental Benefits 


Administrator for the State of Nevada. As our detailed response to this RFP demonstrates, Scion 


Dental is very well qualified to help you achieve your mission to improve the dental health of 


Medicaid and Check Up recipients. 


Scion Dental specializes in Medicaid dental benefits management. It’s what we do—and it’s all we 


do. Our singular focus on the Medicaid dental market has allowed us to develop extensive, 


dental-specific experience in network development and management, utilization management, 


claims processing, cost containment, and fraud detection and prevention. 


Scion Dental is not your typical Dental Benefits Administrator. Our innovative thinking allows us 


to fulfill our mission of being the best possible steward of the government-funded programs we 


administer, resulting in substantial savings for the taxpayers of Nevada. By leading the industry in 


both processes and technology, we are able to deliver dental services as efficiently as possible. 


These efficiencies help stretch limited budgets without compromising our commitment to quality. 


This in turn allows Scion Dental to deliver more dental care to more people—ultimately raising 


your HEDIS scores—while improving provider satisfaction with fewer administrative hassles and 


faster payments. 


Industry leadership 


Scion Dental’s executive leadership team pioneered Medicaid dental benefit management in the 


1990s under the company name “Doral Dental,” and we’ve been dedicated to improving 


government dental programs ever since. In April 2004, Doral Dental was acquired by DentaQuest 


Ventures of Boston, Massachusetts; however, our ownership group retained all rights to the 


Enterprise System—the software platform on which Doral Dental’s success was built—and we 


continue to develop it to this day. In 2009, our ownership group formed and launched Scion 
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Dental. As you read our response to this RFP, we hope you will take note of the innovations we 


continue to bring to the marketplace. 


In just over seven years, Scion Dental has quickly become a national leader in Medicaid dental 


benefit administration. We administer dental benefits for Medicaid programs on behalf of 


managed care organizations and state governments, for nearly 10 million recipients in 33 states 


and the District of Columbia. Scion Dental has processed and paid tens of millions of claims and 


facilitated the review of millions of authorizations for our clients. Scion Dental has been 


successfully managing Medicaid dental benefits in Nevada since 2010.  


Our history of success in Nevada  


One of the most valuable assets Scion Dental has to offer DHCFP is successful experience in 


Nevada. During the six years we have administered Medicaid dental benefits in Nevada, we have 


established a history of success—from knowing every provider by first name to maximizing 


program efficiency and ensuring recipient satisfaction and access to care. 


Program efficiency 


We understand Medicaid dental programs need to be efficient and cost-effective, and that your 


mission is to also provide quality care, emphasize preventive care, and ensure appropriate 


utilization. Our Enterprise System software was designed specifically to automate every aspect of 


dental benefit management. Our automated processes bring efficiency—and lower costs—to a 


wide range of activities, including claims processing and payment, authorization reviews, and 


fraud detection and prevention.  


For example, Scion Dental has paid nearly $70 million in claims in Nevada since 2010—and our 


automated, dental-specific edits have saved over $8 million in benefit costs. 


Scion Dental’s automation and efficiencies have also resulted in lower Per Member Per Month 


costs during the six years we’ve administered the program. Trend lines show that during our 


tenure as administrator, the program’s PMPM has dropped from $9.37 to $7.40—a decrease of 


$1.97 PMPM. During this same time period, PMPM cost trends show preventive PMPM spending 


is increasing by $0.179 per year, while restorative PMPM spending is decreasing by $0.205 and 


stainless steel crown spending is decreasing by $0.39 per year. 


At Scion Dental, our mission—and our passion—is to ensure appropriate and efficient dental care 


is available to the most vulnerable populations while acting as good stewards of taxpayers’ 


money.  


Cost containment and child protection 


Our dedicated Cost Containment and Child Protection team utilizes an innovative, focused 


approach to profile providers based on statistical analysis and interquartile ranges, analyze and 


monitor practice patterns using age bands, identify trends and outliers, and implement 


interventions, where appropriate. Our goal is to detect and prevent possible fraud before claims 


are paid. We continuously monitor treatment patterns to protect recipients from harmful, 


unnecessary treatment, while ensuring they receive the appropriate care they need. Our 
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technology allows us to focus scrutiny on individual outliers. For example, implementing more 


stringent prior authorization requirements for just three procedure codes for one dentist in 


Nevada has resulted in savings of nearly $74,000 since November 2014. 


Established provider network 


Scion Dental has been managing a network of dental providers in Nevada since October 2010. 


The providers in our network are already credentialed, contracted, and satisfied with Scion 


Dental’s performance as a dental benefits administrator. With an established network already in 


place, Scion Dental will be able to seamlessly transition to your new Medicaid dental program on 


July 1, 2017—without disruption to recipients or providers. 


Over the years, Scion Dental’s local Provider Relations Representative, Kevin Johnston, has 


developed strong relationships with providers and personally knows each provider by name. 


During 2016, his goal has been to visit every provider office at least twice a year—he averages 65 


in-person visits per month. 


Personal visits with provider offices are intended to not only strengthen relationships, but also to 


educate. We take every opportunity to encourage providers to take advantage of self-service web 


portal tools—and as a result, nearly 96% of the network providers in Nevada are registered for 


our Provider Web Portal. Results of our most recent provider satisfaction survey showed a 


satisfaction rate of 100% for our web portal support. 


Scion Dental’s Provider Web Portal is a true differentiator in the marketplace. Providers can 


seamlessly step from instantly verifying recipient eligibility to entering claim or authorization data 


with just a few keystrokes. With electronic claims and authorizations, repetitive data, such as 


names, addresses, and IDs, are automatically prefilled in an online form—no typing required. 


Providers can simply enter procedure codes and click Submit.  


When providers submit authorizations through the portal, they are offered the option of 


immediate feedback. Before clicking Submit, providers can step through a series of clinical 


guideline questions and immediately see whether their authorization request is likely to be 


approved. The system also prompts providers to attach required documentation as part of the 


authorization submission. 


When claims and authorizations are entered through the Provider Web Portal, the system 


automatically runs validity checks and prevents illogical or incomplete data from being 


submitted—reducing the number of automated denials for administrative reasons, saving 


providers both time and frustration. Data submitted electronically enters our processing system 


immediately, which means it can be processed faster—resulting in quick authorization 


determinations and fast, accurate claims payment. 


Daily payment program 


While we appreciate the high scores reflected on our provider satisfaction surveys in Nevada, we 


are committed to lowering administrative costs and increasing efficiencies for providers wherever 


we can. We intend to implement a daily payment program for network providers in Nevada who 


submit claims and authorizations electronically and accept electronic payments. This innovative 
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program, which we believe cannot be matched by any other administrator, takes advantage of 


our software system’s continuous processing capabilities to reward providers with the potential 


of a daily revenue stream. We anticipate this program will be welcomed by providers in Nevada 


and will encourage even more providers to use our online, self-service tools. 


A holistic approach to care 


Scion Dental recognizes the importance DHCFP places on providing continuity of care to 


recipients through integrated dental, medical, behavioral, and social care. We are committed to 


promoting integrative care for recipients in the communities where we administer benefits.  


Preventive care is a core concept in Scion Dental’s program management. In Nevada, our 


Children’s Cavity Prevention Program provides oral health education, screenings, and preventive 


services such as fluoride varnish and dental sealants to second graders at low-income schools. 


We’ve partnered with the Community Health Alliance (CHA), which operates mobile vans that 


offer dental services to both children and adults, as well as the Clark County Future Smiles 


program and the UNLV School of Dentistry. We also partner with local service organizations and 


providers to participate in community health fairs where we can interact personally with 


recipients and their families. 


Recipient satisfaction and access to care 


Just as Scion Dental has a history of high satisfaction from the provider network in Nevada, our 


most recent recipient survey also reflects a high satisfaction rate, with 96% of recipients satisfied 


with the dental care they received and 92% satisfied with their dental plan.  


We intend to further encourage recipients to be engaged in their dental care by implementing a 


Dental Home program that allows freedom of choice, exploring innovative outreach programs 


that utilize electronic communication methods, and promoting real-time provider directories and 


educational materials available from our Member Web Portal. 


Scion Dental is committed to improving health outcomes by connecting recipients in Nevada with 


the services they need and by leveraging our systems technology to deliver targeted, relevant 


outreach programs and education—when it’s needed to the people who need it. 


Your real-time view into program management 


With Scion Dental as your partner, you will have instant, online access to the same real-time data 


and analytical reporting tools that we use to efficiently manage your dental benefit program. 


Our Client Web Portal offers you an unprecedented level of transparency and oversight into 


program operations. With real-time statistics and metrics available online, DHCFP staff will have 


the information you need to continuously monitor program success and ensure your program 


objectives are consistently achieved.  


By logging on to the Client Web Portal, DHCFP staff can access sophisticated analysis tools, 


including: 
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 Executive Dashboards, which offer detailed operational statistics and graphics related to 


critical business areas, including claim volume and processing, authorization volume and 


processing, Member Services statistics, and financial performance metrics. 


 Provider Profiling reports, which compare services performed by selected providers against 


services performed by peer groups. Scion Dental uses these reports to analyze provider 


performance by identifying service frequencies, service comparisons expressed as ratios, 


performance rankings, and provider trends. DHCFP will have access to these same reports 


through our portal, and can generate them online, at any time. 


 Self-service analytical reporting, which will allow DHCFP to generate your own detailed 


reports on recipient access to care, quality of care, cost of care and much more—by simply 


selecting data options from a list. The system generates these analytical reports by extracting 


historical claims and authorization data drawn directly from our software system’s data 


warehouses. 


 Enterprise Business Intelligence System (eBIS), which is an analytical reporting tool that 


offers full access to paid claim history and Per Member Per Month information. eBIS provides 


customizable, on-demand reports that analyze costs, utilization, practice trends, outcomes, 


and benchmarks. DHCFP staff can easily generate their own reports, at any time, by simply 


selecting filter options—no SQL programming required. 


Through the Client Web Portal, DHCFP staff can easily generate your own analytical reports any 


time, from anywhere.  


Peace of mind: now and into the future 


At Scion Dental, we lead the way with superior Medicaid dental benefit administration and with 


innovative ways to partner with you and support your dental program. However, we believe the 


most important thing we can offer you is peace of mind. That is, peace of mind in knowing: 


 You are increasing access to care for your recipients, thereby increasing dental HEDIS scores 


and improving health outcomes; 


 You are increasing provider satisfaction with your dental program, thereby increasing 


recipient access to care and helping providers focus on their patients, rather than on 


administration; 


 You are working with a proven partner who is knowledgeable and experienced in Nevada. We 


will meet your objectives as your dental partner, while concurrently lowering your overall 


budgeted dollars for dental care; and 


 With a carve out that focuses specifically on dental care, you are absolutely, unequivocally 


lowering your total expenditures from where your dental costs are right now—which will 


allow you to use these funds in other areas of need and provide significant savings for the 


taxpayers of Nevada.  


We look forward to the opportunity to work with you as a valued partner and provide you with 


peace of mind for many years to come. 
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3. Scope of Work 


3.1  General  


3.1.1 


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


Scion Dental has both the qualifications and the experience necessary to administer the Medicaid 


dental benefit program for the State of Nevada. We share the DHCFP mission to provide high 


quality, cost-effective dental care to the people of Nevada, and we look forward to working with 


you to achieve the goals you’ve set for your program. 


Scion Dental has been administering dental benefits for Medicaid recipients in Nevada since 


2010. A few highlights of our experience in Nevada include: 


 During the past six years, we have paid more than $70 million dollars in claims, and our 


dental-specific edits have yielded more than $8 million dollars in benefit cost savings.  


 The results of our most recent quarterly recipient survey showed 96% of recipients were 


satisfied with the dental care they received, and 92% of recipients reported being satisfied 


with their dental plan.  


 During the past four years, Scion Dental’s claims payment accuracy in Nevada has been 


99.999%. From 2013 through YTD 2016, our Finance department audited nearly 10,000 


claims, for nearly $1.10 million dollars, and found just one overpayment of $15.67. 


 Scion Dental’s YTD statistical accuracy is 99.99%. From November 2015 through August 2016, 


our Finance department analyzed 64,000 claims and found just 8 data entry errors. 


 In 2016, Scion Dental paid 99.9% of all clean claims within 30 days of receipt and 100% within 


60 days. 


 Scion Dental’s running rate for both timeliness and accuracy regarding notice of action is 


99.9%. 


In addition, Scion Dental has spent the past six years building and maintaining strong 


relationships with the provider community in Nevada. Because we believe provider satisfaction is 


a key component of a positive experience for recipients, Scion Dental has taken a provider-centric 


approach to managing the Medicaid Dental program in Nevada. Both a local field representative 


in Nevada, as well as an experienced team of Provider Relations Representatives, are accountable 


for supporting and servicing Nevada dental providers who participate in the Medicaid network. 


As part of our provider-centric approach, Scion Dental’s established protocol for provider 


outreach includes the following elements: 


 Ongoing outreach and education  


 Annual provider survey 
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 Improving the provider experience 


Ongoing outreach and education 


In-person provider visits. Our local Provider Relations representative visits each provider office 


at least twice each year, an average of 65 in-person provider visits each month. These personal 


visits are instrumental in strengthening the relationship between Scion Dental and providers, 


resulting in high provider retention and satisfaction rates. During these visits, our local field 


representative: 


 Educates providers on current topics and provider-specific issues.  


 Promotes use of electronic interaction including Provider Web Portal registration, EDI claim 


submission, and EFT. 


 Gives providers the opportunity to share thoughts and concerns in person. 


Monthly provider outreach calls. Scion Dental Provider Relations Representatives are in frequent 


contact with in-network providers by telephone to gather feedback and reinforce a sense of 


partnership and shared commitment. Each in-network provider in Nevada is assigned a Provider 


Relations Representative and given a dedicated phone number, email address, and fax line for 


inquiries. Whenever our representatives respond to an inquiry, they not only help providers 


resolve the immediate issue, they also make providers aware of online resources and tools that 


may help them get the information they need even faster, and further improve their overall 


experience. 


Quarterly newsletters. These newsletters include information on program updates, promote the 


Provider Web Portal, promote the Medicaid dental program, provide tips and “how‐to” ideas 


relating to a variety of dental health topics, and discuss any updates or changes to the Provider 


Policy and Procedure Manual. Our newsletters are targeted to office managers and billing staff. 


The newsletter is posted on the Provider Web Portal and may also be distributed by email to 


provider offices. 


Advisory board meetings. Scion Dental hosts advisory board meetings with in-network Nevada 


providers every quarter. These meetings help us continuously improve our policies and 


procedures and also help us identify and address areas of concern to the entire provider 


community. As just one example, the Nevada Advisory Board highlighted the need for 


improvements in the pre-authorization process. Based on data related to utilization and 


geographic access, Scion Dental was able to implement a custom authorization schedule for 


certain specialist providers, resulting in minimized treatment wait time. Recipients who benefit 


most from this new process are children and those in rural areas of northern Nevada. 


In addition, during our ongoing conversations with providers in Nevada, many providers have 


recommended expanding coverage of preventive dental services for adult recipients. Providers 


believe more access to preventive care would reduce the need for more expensive procedures 


for adults, including root canals, extractions, and dentures.  


We agree with providers that increasing access to preventive care will likely not only lower 


benefit costs, but more importantly, have a positive impact on the overall health and wellbeing of 


adult recipients. With the strong link between oral health and overall health, we believe better 
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preventive dental care could help improve health outcomes for adults with chronic medical 


conditions. We also anticipate better access to preventive care will reduce the number of costly 


emergency room visits. 


Should DHCFP be interested in working with our Chief Dental Officer to evaluate and add 


additional preventive services for adults, Scion Dental will renegotiate our cost proposal 


accordingly. 


Recipient outreach partnerships. Many providers in Nevada have expressed interest in taking 


part in recipient outreach programs. We value the opportunity to partner with providers in 


community service events. For example, Scion Dental has commitments to participate at 


upcoming events from both the UNLV School of Dentistry and dental providers in private 


practices. At these events, licensed dental professionals offer recipients basic on-site treatment 


and referral services. Dental hygienists from the Clark County Future Smiles program have also 


participated, providing dental screenings, fluoride varnish treatments, sealants, and provider 


referrals. 


“Scion Dental does an excellent job of responding to the needs of their 
providers. We do feel we have a voice. I sit on an advisory board 
organized by Scion Dental, which offers an opportunity to voice 
concerns. We feel Scion Dental has done a good job of administering 
Nevada Medicaid programs and we would support an ongoing 
relationship with Scion Dental.” 
Channing Christiansen, Northern Nevada Dental Specialties Group, LLC, Reno, Nevada 


Annual provider satisfaction survey 


Scion Dental administers annual provider satisfaction surveys to quantify and qualify our 


performance. Results of Scion Dental’s most recent annual provider survey reflect high 


satisfaction among network providers in Nevada, as shown below: 


 Satisfied* No Opinion Not Satisfied 


Contracting process 84.4% 15.6% 0.0% 


Credentialing process 81.2% 12.5% 6.3% 


Provider Manual 93.8% 0.0% 6.2% 


Web Portal support 100.0% 0.0% 0.0% 


Call Center support 96.9% 0.0% 3.1% 


Authorization process 96.9% 0.0% 3.1% 


Payment accuracy 93.8% 0.0% 6.2% 


Payment turnaround time 96.9% 0.0% 3.1% 


* Satisfied responses include Somewhat Satisfied, Satisfied, and Very Satisfied ratings 
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Scion Dental takes the results of these annual surveys seriously, both in terms of assessing where 


we are succeeding and, particularly, in drawing our attention to areas where our efforts may fall 


short. 


For example, citing “information availability” and “ease-of-use” as strengths, we are pleased that 


Scion Dental’s Provider Web Portal has consistently received positive provider ratings.  


Although 93.8% of responses indicated satisfaction with our provider manual, Scion Dental is in 


the process of reorganizing and reformatting our provider manuals to ensure content is not only 


technically accurate, but also easy to read and understand. 


While nearly 97% of providers are satisfied with our authorization and claim payment 


turnaround, we believe those satisfaction ratings will continue to improve as more providers take 


advantage of automated tools available to them through the web portal. For example, providers 


who submit claims and authorizations through the web portal experience fewer administrative 


denials, because the system does not allow incomplete or illogical entries to be submitted. Claims 


and authorizations submitted through the portal enter the processing system immediately, where 


they can be processed faster, with instant status updates available through the portal.  


Enhancing the provider experience – daily payments program 


Scion Dental believes offering daily payments for providers who submit clean claims electronically 


and receive electronic payments will be an effective way to continue enhancing high satisfaction 


among Nevada providers. With daily payments, Nevada network providers could receive EFT 


payments every business day, giving them an attractive cash flow. Transitioning to a daily 


payment program offers providers many advantages. Submitting claims electronically through a 


web portal, rather than mailing paper claims, is less expensive and less time consuming for 


providers and their office staff. 


“In the last two years, it has been very efficient to know that every week 
the revenue from paid patient claims is determined in advance. This 
allows my practice and staff to manage overhead, scheduling, and 
supply needs.” 
Dr. Jay K Selznick, D.M.D., M.D., Southern Nevada Oral & Maxillofacial Surgery, Las Vegas, NV 
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Scion Dental intends to offer a daily payment option to providers in Nevada who submit claims 


and authorizations electronically and receive electronic payments. We believe the prospect of 


creating immediate cash flow on a regular basis, while doing less administrative work, is a 


powerful inducement for providers to join—and remain active—in the Nevada Medicaid dental 


program. 


3.1.2  


3.1.2 Authorization to operate as a certified vendor in the State of Nevada with the projected number of Medicaid 
and Nevada Check Up recipients by the United States Secretary of Health and Human Services and the 
Insurance Commissioner of the State of Nevada are conditions precedent to the contract and shall continue 
as conditions during the term of any contract. The vendor must hold a current certificate of authority from 
the Nevada State Insurance Commissioner for the applicable contract period and throughout the contract 
period, or have a written opinion from the Insurance Commissioner that such a certificate is not required. 
The awarded vendor must provide proof of a valid certificate of authority prior to the contract readiness 
review. 


Scion Dental has been licensed to conduct business in the State of Nevada since April 23, 2009. 


Additionally, on or about August 24, 2016, in anticipation of serving as the State of Nevada’s 


Dental Benefits Administrator, providing the services required under this RFP to Nevada Medicaid 


and Nevada Check Up recipients, Scion Dental filed an application with the Department of 


Insurance to obtain a Certificate of Authority to operate as a Prepaid Limited Health Service 


Organization. Scion Dental will provide the Prepaid Limited Health Service Organization 


Certificate of Authority prior to the readiness review. Scion Dental understands that receipt and 


maintenance of all such licenses and certificate of authority are requirements of the contract. 


3.1.3 


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


In serving as the State of Nevada Dental Benefits Administrator, Scion Dental will adhere to all 


applicable laws, regulations and authorities including, without limitation, Title XIX, Title XXI state 


plans and amendments, Code of Federal Regulations, and the Medicaid Services Manual. 


3.1.4 


3.1.4 The DHCFP intends to procure dental services for eligible individuals in urban Clark and Washoe Counties. 
Other services, populations and/or geographic areas may be included in the DBA plan during the course of 
this contract and are to be considered as covered for this Request for Proposal.  


Scion Dental’s provider network currently services recipients in both Clark and Washoe Counties. 


Based on additional service area expansion, we would continue to actively recruit providers to 


meet adequacy standards.  


As other services, populations, and/or geographic areas are added to the DBA plan during the 


course of the contract, Scion Dental can quickly build compliant networks that meet the needs of 


recipients, using our self-service Provider Contracting Portal and Credentialing Portal. 
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3.1.5 


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


Scion Dental’s Enterprise System software can easily identify providers located outside of the 


State of Nevada in catchment areas as in-network providers. Our Enterprise System software can 


be configured to automatically identify any provider/location/network as in-network, regardless 


of whether a provider practices in the State of Nevada, another state, or in both Nevada and any 


other state. 


3.2  Vendor Duties and Responsibilities 


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


Scion Dental acknowledges and is prepared to meet the requirements of section 3.2. 


To ensure the success of the Nevada Dental Medicaid program, Scion Dental will hire a local Operations 


Manager to oversee our operations with the State. Our Nevada Operations Manager will serve as the 


single point of contact for the DHCFP and will be supported by our Wisconsin-based Client Experience 


team. The Nevada Operations Manager will report directly to Scion Dental’s Vice President of Operations. 
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Working together with key DHCFP representatives, Scion Dental’s Nevada Operations Manager and/or 


Client Experience team will: 
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 Participate in all designated key meetings as required by section 3.2 of this RFP. 


 Manage and mitigate risks by proactively investigating inquiries and openly communicating across 


internal departments and with your points of contact. 


 Achieve high levels of client satisfaction, measured by formal surveys with your staff. 


 Help improve the success of your Medicaid dental program by understanding your strategic goals and 


suggesting creative tactics and solutions to achieve those goals. 


3.3  Dental Services 


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


Individuals age 21 and over who qualify for full Medicaid benefits receive emergency extractions, palliative care, and 
may also be eligible to receive prosthetic care (dentures/partials) under certain guidelines and limitations.  


Nevada Medicaid offers expanded dental services in addition to the adult dental services for Medicaid-eligible 
pregnant women. 


Except as otherwise provided in this RFP, the vendor’s benefits package provided to the DHCFP recipients shall not be 
less in amount, duration, and scope than those covered services specified in the respective State Plans for Title XIX 
and XXI programs and the Nevada Medicaid Service Manual Chapter 1000, but may be more than stated therein. Any 
changes in Title XIX or Title XXI benefit amounts, duration, or scope shall be preceded by a review of impact on 
capitation amounts. 


Each vendor must provide, either directly or through subcontractors, the dental care benefit package, as described in 
this RFP, to enrolled and eligible recipients to ensure all covered medically necessary dental services covered are 
available and accessible to them.  


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


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


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


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


3.3.1 General Information 


The DBA vendors are required to provide all covered medically necessary dental services with the exception 
of orthodontic services, which are covered under FFS.  


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


The Dental vendor must ensure that enrollees who are receiving orthodontic services are also receiving all 
medically necessary dental services covered in the dental care benefit package. 
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The Dental Vendor’s are not responsible for any services provided by an Orthodontist but must ensure 
coordination of care between a participant’s Orthodontist and primary dental provider. 


The Dental vendor as applicable will be required to conduct EPSDT screenings of its recipients under the age 
of twenty-one (21) years at six (6) month intervals to recipients of orthodontic services. The screening must 
meet the EPSDT requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 
1905(r) of the Social Security Act, and 42 CFR 441.50 through 441.62. The vendor must conduct all 
interperiodic screening on behalf of recipients, as defined in MSM Chapter 1500. 


The very heart of Scion Dental’s success is the passion we have for serving our clients by 


providing unparalleled dental benefit management. We have the vision, the experience, and the 


first-class technology to help DHCFP meet and exceed its goals for the Nevada State Medicaid 


Dental Services program.  


As described throughout this section, Scion Dental is confident that its processes are already set 


up to manage the State of Nevada’s benefits at an exceptional level. We are able to leverage the 


power of our one-of-a-kind benefits management software to: 


 Deliver dental benefits efficiently and effectively, in accordance with the State’s plan. 


 Continually improve utilization. 


 Effectively audit and review dental and billing records to ensure only medically necessary 


services are reimbursed. 


If awarded the Nevada Medicaid contract, Scion Dental will serve as DHCFP’s partner in: 


 Delivering dental benefits efficiently and effectively to children, pregnant women, and adult 


recipients in accordance with DHCFP requirements. 


 Ensuring referral and coordination of care for orthodontic services as outlined in this RFP, as 


well as all medically necessary dental services covered in DHCFP’s dental care benefit 


package. 


 Conducting ESPDT screenings per the requirements outlined above.  


As the nation’s premier innovator in Medicaid dental benefit management, Scion Dental has an 


unrivaled ability to identify, discourage, and, to a large extent, even prevent fraud, waste, and 


abuse in real-time. Scion Dental is particularly aggressive when it comes to using software tools to 


identify and stop providers who may be involved in the mistreatment of children.  


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


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


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


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


Scion Dental acknowledges these requirements and will provide services as outlined 


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


Generally, for medical necessity services must be: 


 Necessary to protect life, to prevent significant illness or disability, or to alleviate 


severe pain. 


 Individualized, specific, and consistent with symptoms or confirmed diagnosis of 


the illness or injury under treatment, and not in excess of the recipient’s needs. 


 Consistent with generally accepted professional medical standards. 


 Reflective of the level of service that can be safely furnished, and for which no 


equally effective and more conservative or less costly treatment is available. 


 Furnished in a manner not primarily intended for the convenience of the recipient, 


the recipient’s caretaker, or the provider. 


Scion Dental will work with DHCFP to define medically necessary services for Nevada 


Medicaid. At minimum, we will apply the State’s definition. 


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


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


Scion Dental’s innovative provider self-servicing tools and automated processing 


allows us to offer a full range of consistent, efficient, and accurate prior 


authorization review services. Scion Dental will handle initial and continuing prior 


authorization for service requests as required by DHCFP, with none more restrictive 


than the State. We maintain written policies and procedures for the filing, receipt, 


prompt resolution, and documentation of any and all prior authorization requests.  


Scion Dental routinely creates customized versions of policies and procedures to 


meet specific client requirements. We leverage our unique benefits management 


software to assign authorization numbers, track authorization actions from receipt 


to determination, ensure only medically necessary services are authorized, apply 


regulatory limits and rules, and generate provider and member notifications, 


including appeals rights for adverse determinations. 


Automated business rules for prior authorizations 


As also mentioned in section 3.12.3.1, as part of the project startup phase, the 


Scion Dental Implementation team will work with DHCFP to fully understand all 


aspects of the State’s dental plan including program benefits, coverage limitations, 
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age restrictions, additional benefits based on special needs or other criteria, and so 


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


Upon hire, all members of the clinical review staff who make utilization 


management decisions participate in a training program based on consistent 


guidelines. We propose the following staff member audit process to ensure the 


consistent application of criteria for the State of Nevada: 
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In addition, all clinical reviewers will be subject to Inter-Rater Reliability testing on a 


yearly basis.  


In the case of adverse decisions, providers may request a peer-to-peer consult. 


Through Scion Dental’s process for timely informal reconsideration, we will attempt 
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to contact the provider starting the next business day, and within 72 hours, make 


two attempts to contact the provider for the peer-to-peer request. 


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


With our unique dental benefit management software, Scion Dental can offer 


industry-leading oversight and transparency. We will monitor prior authorization 


requests, and DHCFP will have instant, online access to real-time data available 24/7  


If and when DHCFP requires a change to prior authorization requirements, we can 


quickly and easily configure business rules directly through the Enterprise System 


user interface without requiring assistance from software programmers or IT staff. 


Scion Dental acknowledges that DHCFP may require removal of prior authorization 


requirements at its sole discretion. 


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


As requested, all denial decisions will be made by a licensed dental professional with 


appropriate clinical expertise. Scion Dental’s extensive, national network of dental 


consultants is a critical asset in our accredited utilization management and review 


program. Because our dental benefits administration software is web-based, the 


highly-qualified clinicians we employ are able to work online, from anywhere in the 


country. Our dental consultants are all licensed dentists with clinical and consulting 


experience who act as experts in medical necessity as it relates to dental treatment.  


E. The vendor shall coordinate prior authorizations and edit patterns with those used in the 
FFService program. 


With our flexible software system, Scion Dental can ensure DHCFP’s prior 


authorization rules and edit patterns are coordinated with the FFS program. We 


have extensive experience in supporting both fee-for-service claims processing and 


claim processing for a capitated product, often simultaneously for the same client. 


In the case of Nevada Medicaid, we will work closely with DHCFP to define business 


rules which align with the FFS program.  Should the FFS program prior authorization 


requirements change, Scion Dental can easily make similar edits to bring Nevada 


Medicaid into alignment with no programming needed, all through step-by-step 


configuration through our system’s user interface.  


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


Not applicable. 
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3.3.1.5 Must allow each recipient to choose his or her dental care professional, including the Primary 
Dental Provider (PDP) to the extent possible and appropriate. 


A. Recipients will have an individual dentist, a clinic or a FQHC assigned as their PDP. 


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


As also mentioned in section 3.5.4.1, at Scion Dental, our experience shows many new 


recipients may already have established relationships with network providers, and 


recipients who select their own primary dental providers are more likely to schedule 


appointments with their Dental Home. Because of this, we offer and encourage 


recipient choice. We employ a comprehensive outreach and education program to 


encourage recipients to be actively involved in the selection and timely assignment of 


their Primary Dental Provider (PDP). We also make it quick and easy for recipients to find 


network providers and change their Dental Home assignment online through the 


Member Web Portal. 


Recipients (or their designated family member or caregiver) can find a dental provider in 


the network through the provider search feature in the Member Web Portal or by 


calling the Scion Dental Call Center. We also make it clear recipients are free to receive 


services from any provider in the network without first being assigned to a Dental Home 


and without prior approval. 


Recipients are encouraged to select a PDP when they enroll in the program, as part of 


the Scion Dental welcome process. Scion Dental continues educating and encouraging 


recipient choice in selecting a PDP, even after recipients are enrolled. Our recipient 


welcome letter, which highlights major program components, includes information on 


selecting a Primary Dental Provider. 


Throughout the years, Scion Dental has learned that recipients may not know their PDP 


assignment because they are automatically assigned when the care model is 


implemented. Even with frequent and various communication channels regarding their 


PDP assignment, recipients may not be aware of or understand the importance of a 


Primary Dental Provider. We have learned it’s more effective when providers initiate 


outreach to their assigned recipients directly, rather than relying solely on a benefit 


administrator’s recipient outreach team. 


We give recipients the option of calling the Scion Dental Call Center for help finding a 


primary dental provider who meets their needs, or selecting their Primary Dental 


Provider from the Member Web Portal—online, anytime. Recipients can also change 


their PDP assignment at any time through the Member Web Portal or by calling the Call 


Center. 


To ensure all recipients have access to care during the transition phase, Scion Dental will 


establish a continuation of care period until all recipients can be transferred to an 


appropriate network of providers. The continuation of care period can go into effect at 


the Go-Live date of the contract and will continue for a predetermined amount of time 


agreed upon by DHCFP. During the continuation of care period, out-of-network 


providers are paid the standard rates for services rendered to recipients. We also 
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encourage these providers to consider joining the network, even if just on a limited 


basis. 


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


A. The anticipated DHCFP recipient DBA enrollment; 


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


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


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


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


At Scion Dental, our leadership team has a long-standing and proven track record of 


building, maintaining, and monitoring first-class provider networks. 


Since its inception in 2009, Scion Dental 
has delivered an on-time provider 
network for every client recruitment 
campaign.  


As described previously in our response to this RFP, Scion Dental has been managing a 


network of dental providers in Nevada since October 2010. The providers in our network 


are already contracted, credentialed, and satisfied with Scion Dental’s performance as a 


dental benefits administrator.  


“I work with Dr. Aaron Adamson in the Northern Nevada area. We are 
contracted with all three Nevada Medicaid programs. Our experience 
with Scion Dental has been nothing but excellent. Kevin Johnston, our 
local Scion Dental representative, is very knowledgeable about Nevada 
Medicaid programs, which is so helpful when trying to resolve a claims 
issue. I look forward to working with Scion Dental.” 
Dany M, Mountainside Oral & Maxillofacial Surgery, Reno, NV 
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With an established network already in place, Scion Dental will be able to seamlessly 


transition to your new Medicaid dental program on July 1, 2017‒without disruption to 


recipients or providers. 


We will also continue to actively monitor, maintain, and recruit new providers to the 


network. Our processes and technology tools for understanding your network in Nevada 


and identifying and recruiting eligible providers are outlined below. 
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Scion Dental uses these proven techniques to recruit qualified providers within required 


locations and expertise—to always meet and exceed expectations for accessibility to 


care. This success includes recruiting providers who have experience treating children 


and adults with special needs.  


Scion Dental already has an established network of Medicaid-certified providers in Clark 


and Washoe counties. With our network success and high satisfaction ratings in the 


area, we are confident many Scion Dental contracted providers will join the new 


program.  


Contracting Portal outreach 


Scion Dental has created and hosts an innovative and secure provider Contracting 


Portal. The Contracting Portal was designed to shorten the turnaround time for network 


development by allowing providers to agree to contract terms and fees online. As part 


of the contracting process, providers are presented with a URL and an access code. 


When a provider logs on to the portal, the system presents a customized contract and 


offers electronic copies of all requisite forms, which can be submitted online 


immediately. Scion Dental can customize the look of the Contracting Portal with State of 


Nevada logos and color schemes, if desired. 


During the past year, more than 90% of all 
of Scion Dental’s newly added providers 
were contracted through a web portal.  


Scion Dental’s goal is to maximize the use of the online Contracting Portal; however, a 


small number of providers may still prefer paper. For those providers who request it, we 


fax, email, or mail contracting packets. We also educate providers about the benefits of 


working online through web portals, so they may be more likely to participate in our 


other online services. We host webinars, conferences, and in-person meetings to 


educate providers on how to access and use the Contracting Portal. Our experience has 
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shown that most providers step through the online process independently without 


assistance—the intuitive design of the portal makes it easy.  


Credentialing Portal 


Our Credentialing Portal guides providers step-by-step through the initial credentialing 


process. All required documentation can be submitted online, with no faxing or mailing 


required. The Credentialing Portal, which is fully integrated with the Enterprise System 


software platform, allows providers to save a partial application and then return and 


complete it later. When a provider is due for re-credentialing, the portal generates an 


email notification that prompts the provider to return to the portal and complete the re-


credentialing process. With this streamlined approach, providers can simply retrieve and 


update the online information saved from their previous credentialing application. 


“I have had a great relationship Scion Dental. They have worked hard to 
credential my providers in a timely manner, streamline authorizations 
for surgery patients, provide compensation on time, and generally be 
available to answer questions and assist my office managers. I am very 
pleased with the Nevada Medicaid program overall.” 
Dr. Steven DeLisle, DDS, Las Vegas, NV 


Phone, fax, and email outreach 


When building a new network, we reach prospective providers through phone calls 


and/or faxes and email messages. As part of this initial contact, providers are given a 


website address and market-specific code granting them access to the online 


Contracting Portal.  


In addition, we recommend partnering with the State of Nevada to craft a letter 


notifying providers about the change in dental benefit administrators. Providers often 


take notice when they receive a message addressed to them from the state, and we’ve 


found they are more likely to follow through with the onboarding process. 


Monitoring your network 


As also mentioned earlier in section 3.3.1.6, Scion Dental’s innovative, web-based 


technology also gives DHCFP the ability to track and analyze network changes. 


As just one example, all provider information is tracked within Scion Dental’s Provider 


Contracting Module. This is a central repository of unique data elements relating to each 


and every licensed, contracted, and credentialed dental provider in the State’s network. 


This information is analyzed—on a regular basis—to identify any geographic areas of 


concern from a network adequacy and network ratio perspective.  
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This analysis can then be provided to the State through a variety of in-depth reports—


including, for example, geo-access reports, Dental Home ratio reports, and network 


adequacy reports.  


Distance standards 


Scion Dental has the ability to generate a wide range of reports that effectively assess a 


network. Among other things, we are able to measure and compare direct access 


standards across multiple provider groups, to identify any potential recipient access 


issues in a given service coverage area or county. Our reports can also filter maps by 


dentist specialty—enabling us to ensure consistent recipient access to specialty care. 


By geo-coding our provider and recipient data, we can determine the average travel 


distance for recipients from a particular number of provider offices. Most commonly, 


reports list the average distance to the first, second, and third closest provider locations.  


This reporting feature allows our team to continually analyze the dental network to 


ensure its compliance with the recipient access to care and travel distance requirements 


as set by the State of Nevada. 


Our operational standard is to verify the compliance of each market every month by 


generating a comprehensive set of geo access reports. Reporting frequency can be 


adjusted to meet the State guidelines.  


Because Scion Dental already has an established network of Medicaid-certified providers 


in Clark and Washoe Counties, we are confident the 220 providers at 93 locations we 


have positive relationships with would actively participate in the State Medicaid 


program.  


3.3.1.7 Must cover services out of network for the recipient adequately and timely for as long as the 
vendor is unable to provide them. If the network is unable to provide necessary services covered 
under the contract to a particular recipient, the vendor must negotiate a contract and determine 
the rate or pay no more than the FFS rate. Must exhaust all out of network providers located 
within 25 miles of the recipient’s address before contracting with out of network providers located 
over 25 miles from recipient’s address. 


As mentioned in section 3.3.5.1, the Scion Dental Customer Service Center has well-


documented procedures in place to assist recipients with appointments and to escalate 


requests for out-of-network providers and specialty care. Please refer to section 3.3.1.9 


for information on how our Provider Relations team negotiates contracts to ensure the 


provider is not paid more than the FFS rate. 


When a recipient requires service and no suitable in-network provider can be found 


within the contract access standards, a Scion Dental Customer Service Representative 


will help the recipient identify the nearest provider office within 25 miles meeting the 


recipient’s needs. If the recipient requests a particular out-of-network provider, or if 


they were referred to a specific provider, the Customer Service Representative collects 


all necessary information on the preferred provider. The Customer Service 
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Representative may also assist by contacting the provider office to set up the 


appointment if needed. 


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


Scion will make provisions for a second opinion as outlined above at no cost to the 


recipient. 


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


As stated in section 3.3.1.7, when a recipient requires service and no suitable in-


network provider is available within the contract access standards, a Scion Dental 


Customer Service Representative helps the recipient identify the nearest provider office 


meeting the recipient’s needs. The Provider Relations team receives an automated email 


notification, which includes a link to the detailed follow-up record. A Provider Relations 


Representative then personally contacts the out-of-network provider to negotiate rates 


and execute a single case agreement. 


Prior to claims processing, the Enterprise System is configured to authorize and pay out-


of-network providers within the system. During claims processing, a series of edits run 


against claims and services to verify the rendering provider is appropriately certified to 


provide services for the client’s program and its recipients. Our flexible system 


configuration allows us to ensure client-specific business rules are followed for out-of-


network providers. This ensures there is never an additional cost to eligible recipients, 


and it allows us the flexibility of paying out-of-network providers appropriately, based 


on agreements negotiated by our Provider Relations team. 


The Provider Relations and Dental Reimbursements teams monitor the out-of-network 


provider’s claim in the system to ensure timely and accurate payment. 


3.3.1.10 Must ensure that the network providers offer hours of operation that are no less than the hours of 
operation offered to commercial recipients or comparable to Medicaid FFS, if the provider services 
only Medicaid recipients pursuant to 42 CFR 438.206; must meet and require its providers to meet 
State standards for timely access to care and services, taking into account the urgency of the need 
for services; 


Scion Dental performs a range of monitoring activities to assess provider compliance 


regarding appointment availability and wait times, and we manage this aspect of 


recipient satisfaction proactively. At least annually, we analyze appointment accessibility 


including routine and urgent care against defined standards using industry‐accepted 


survey tools.  


Compliance monitoring 


The methods we use to monitor and verify provider compliance with scheduling 


appointments and office wait time standards include: 


 Site visits 


 Secret shopper compliance calls 
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 Formal surveys 


 Recipient grievance reports 


Site visits 


As discussed in detail in section 3.6.2.7, if a provider is not complying with the 


appointment availability standards, a Scion Dental Provider Relations Representative 


contacts the provider by telephone to re-educate the provider about the access to care 


standards outlined in the Provider Policy and Procedure Manual. The Provider Relations 


Representative then places a secret shopper compliance call during the next quarter as 


a follow-up verification to ensure the provider is in compliance. If the provider does not 


achieve compliance, the Provider Relations Representative forwards the office contact 


information to the local Provider Relations Representative who contacts the provider 


personally by telephone or holds an on-site meeting to discuss the plan, re-educate the 


provider about the standards, and obtain agreement for follow-up reassessment to 


bring the provider into compliance. 


The local Provider Relations Representative then schedules regular check-ins with the 


provider to monitor progress and ensure the appointment availability and wait time 


standards are being met. 


If the provider continues to fail to meet the standards, their information is then 


forwarded to the Scion Dental Network Development and Credentialing Committee for 


review and possible contract termination. 


Secret shopper compliance calls 


The Scion Dental staff may conduct secret shopper compliance calls throughout the year 


to perform real-time monitoring of appointment scheduling. A secret shopper 


compliance call consists of our staff calling the provider’s office during normal business 


hours and after hours, posing as a recipient requesting an appointment. Once the office 


staff provides an appointment date and time, the surveyor identifies themselves, the 


purpose of the call, and provides the survey results. If the call is made after hours, our 


staff verifies that the provider has an answering service or a telephone recording 


instructing callers with after-hour care instructions. If an appointment is offered within 


the State of Nevada’s standards for the type of appointment and appropriate after‐


hours procedures are in place, all providers in the office are credited with meeting the 


standard. If not, the surveyor immediately reviews the standards with the office staff 


and requires that corrective actions be implemented. 


Formal surveys 


Scion Dental conducts comprehensive appointment availability surveys at least annually. 


Survey results are compiled, analyzed, and presented to the Quality Improvement 


Committee for review. 
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Recipient grievance reports 


Scion Dental also measures compliance with appointment availability standards through 


our ongoing analysis of recipient and provider grievance data. All appointment 


scheduling and wait time grievances are addressed immediately by our Member 


Services and/or Provider Relations staff. We work with those providers whose patients 


have filed an accessibility grievance against them to reinforce expectations and 


contractual requirements regarding appointments and wait times. Corrective Action 


Plans may be initiated.  


As part of our Provider Network Compliance Review, our internal staff works together to 


monitor accessibility-related activities among providers and review recipient and 


provider inquiries and grievances in order to identify accessibility trends associated with 


specific providers. If we identify a trend with a specific provider, a designated staff 


member conducts a site visit and/or secret shopper compliance call as described above.  


3.3.1.11 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week. The 
vendor must have written policies and procedures describing how recipients can obtain urgent 
coverage and emergency services after business hours and on weekends. Policies and procedures 
must include provision of direct contact with qualified dental professionals. Participants should be 
given the option to speak with a qualified dental professional during an emergency to advise and 
direct recipients to the correct service location which may include the local emergency 
departments or dental offices. Urgent coverage means those problems which, though not life-
threatening, could result in serious injury or disability unless dental attention is received. Urgent 
care may be provided directly by the primary care dentist or directed by the DBA plan through 
other arrangements. Care coordination services should also be in place to monitor recipient 
utilization of emergency dental services, ensure recipients have properly addressed chief 
complaint and provide report metrics to the DHCFP.  


To ensure all recipients have access to emergency care when it’s needed, Scion Dental 


requires all primary dental providers to have emergency phone numbers in place. This 


allows recipients to speak with a qualified dental professional during an emergency—


day or night—and advise them to the correct service location.  


Scion Dental’s Call Center has procedures in place to handle calls outside of regular 


business hours and during holidays. When we receive a call when our Call Center is 


closed, our automated telephone system responds with an automated message alerting 


callers to our regular business hours and providing instructions about what to do in the 


event of a dental emergency. 


Our Member Handbook, Provider Policy and Procedure Manual, and Member Web 


Portal also all contain information on what to do in an emergency, including definitions 


of urgent and emergent care.  


To provide care coordination services, monitor recipient utilization of emergency room 


services, and provide report metrics, Scion Dental will partner with DHCFP to receive 


notifications from health plans when dental plan recipients are treated for oral pain in 


an emergency room. This information will be stored in our software system’s integrated 


databases and used for reporting and outreach. 
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Emergency room dental visit outreach 


Scion Dental can provide outreach to members who visit the emergency room for oral 


pain if provided notification from the health plan of the emergency room visit. The 


outreach can provide education to members on preventative dental services, our online 


provider directory, and the Scion Dental toll-free Customer Service number to assist 


with finding a provider or help with appointment scheduling. 


3.3.1.12 The vendor must participate in State and federal efforts to promote the delivery of services in a 
culturally competent manner to all recipients, including those with limited English proficiency and 
diverse cultural and ethnic backgrounds pursuant to MSM Chapter 100. For the purposes of this 
RFP, the State has identified the prevalent non-English language in Nevada to be Spanish. The BBA 
Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), and the DHCFP 
requires that vendors offer accessible and high quality services in a culturally competent manner. 


As also mentioned in section 3.6.2.8, as we build networks, we understand and 


appropriately respond to the unique combination of cultural variables—including ability, 


age, ethnicity, linguistic background, race, and socioeconomic status—that comprise 


membership in a particular locale. 


Scion Dental employs a number of tactics to ensure all recipients receive necessary and 


appropriate care and services—regardless of cultural backgrounds and practices. For 


example, Scion Dental can cover, without charge, over-the-phone translation services 


for any non-English-speaking recipient who needs language interpretation during a 


dental visit. 


To ensure all providers in the network are trained in cultural awareness and provide 


exceptional service to all recipients, our provider training promotes the importance of 


and respect for culture and language and the traditions and heritage associated with 


recipients. 


3.3.2 Vendor Covered Services 


3.3.2.1 At a minimum the vendor must provide directly or by subcontract, all covered medically necessary 
dental services as defined in MSM Chapter 1000 – Dental with the exception of Orthodontic 
Services. Provider types and services shall include but not limited to the following: 


A. General Dentists 


B. Pediatric Dentists 


C. Oral Surgeon 


D. Oral and Maxillofacial Surgeon 


E. Endodontists 


F. Periodontists 


G. Prostodontists 


H. Dental Hygienists 


 The vendor shall ensure that pediatric dental services are provided as medically necessary to 
children under the age of 21, in accordance with EPSDT federal regulations as described in 42 CFR 
Part 441, Subpart B, and the Omnibus Budget Reconciliation Act of 1989, whether or not such 
services are covered under the DHCFP’s state plan and without regard to any service limits 
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otherwise established in this RFP. This requirement shall be met by either direct provision of the 
service by the vendor or by referral in accordance with 42 CFR 441.61. Pediatric dental utilization 
shall be in accordance with The American Academy of Pediatric Dentistry (AAPD) 
recommendations regarding the periodicity of professional dental services for children, and EPSDT 
guideline for dental.  


Scion Dental will provide services consistent with the above parameters. 


3.3.2.2 Limited medically necessary emergency extractions and palliative care for adults over the age of 
21 to include dentures/partial dentures under certain guidelines and limitations as defined in 
MSM Chapter 1000 Dental. 


We understand the importance of a beautiful smile to all adults, including those in 


Nevada’s high-growth tourism industry. With our flexible software system, we can easily 


configure the Nevada Medicaid benefit plan to cover dentures/partial dentures as 


requested. Scion Dental will provide services consistent with the above parameters. 


3.3.2.3 Offer expanded dental services in addition to the adult services for Medicaid-eligible pregnant 
women for periodontal scaling and root planning, to reduce the risk of pregnancy related 
gingivitis, as well as treatment of inflamed gums around third molars during the pregnancy as 
defined in MSM Chapter 1000 Dental. 


Scion Dental has extensive experience in defining business rules and managing claims 


processing for specific populations, including adult pregnant women. We have processes 


in place to categorize pregnant women based on the information we receive during 


eligibility updates. This information is used to configure the appropriate authorization 


guidelines and covered dental services for pregnant recipients and their appropriate 


coverage rules. We will provide services consistent with the above parameters. 


3.3.2.4 The vendor must coordinate with the MCO in obtaining access to facilities and physician services 
that are necessary to support the dental provider who is providing dental services to a Medicaid 
or CHIP member under general anesthesia or intravenous (IV) sedation. 


Through our current partnership with DHCFP as well as other clients, Scion Dental has 


developed valuable experience in managing of dental benefits provided in non-dental 


settings. We will assist in coordination of services consistent with the above parameters.  


3.3.2.5 Non-Emergency Transportation (NET) 


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


To provide assistance to recipients who require transportation services, Scion Dental will 


work with the NET Broker to assist with arranging transportation. We will make 


information about transportation services and resources available from: 


 Member Handbook. Upon enrollment, all recipients will have access to our 


Member Handbook, which includes information on arranging transportation 


services. Scion Dental’s Member Handbook is posted online and accessible 24/7 via 


the Member Web Portal. 
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 Member Web Portal. We can display customized messages on web pages, and we 


can attach approved resource information as PDF documents, available for online 


viewing and/or printing. 


 Call Center Content Management System. The Scion Dental Call Center staff is 


fully trained in client-specific details, policies, and procedures. We store resource 


materials, including information about transportation services, in an online Content 


Management System, to provide quick and easy online access when Call Center 


representatives are on the phone with recipients. 


Scion Dental will also verify dental appointments upon request by the DHCFP or the NET 


Broker when transportation to provider offices is requested. 


3.3.2.6 Orthodontic services for eligible managed care recipients are covered under FFS pursuant to MSM 
Chapter 1000. The vendor is responsible for ensuring referral and coordination of care for 
orthodontic services, pursuant to this RFP and for management of EPSDT services at six (6) month 
intervals for recipients of orthodontic services.  


Scion Dental has extensive experience in managing of orthodontic benefits. For DHCFP, 


we will provide services consistent with the above parameters.  


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


3.3.3.1 The vendor vendor as applicable will be required to conduct the oral examination component of 
EPSDT screenings for its recipients under the age of twenty-one (21) years. The screening must 
meet the EPSDT requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 
1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 441.50 through 441.63. The 
vendor must conduct all interperiodic screening on behalf of recipients, as defined in MSM 
Chapter 1500. 


 Through the EPSDT benefits, individuals under the age of 21, receive comprehensive dental care 
such as periodic and routine dental services needed for restoration of teeth, prevention, and 
maintenance of dental health. 


Scion Dental will provide services consistent with the above parameters. 


3.3.3.2 Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic 
or interperiodic screening must be provided to all eligible Medicaid children under the age of 21 
years if the service is listed in 42 U.S.C. § 1396 d(a). For Title XIX children, the vendor is responsible 
for reimbursement of all medically necessary dental services under EPSDT whether or not the 
service is in the Medicaid State Plan. The vendor is responsible for the coordination of care in 
order to ensure all medically necessary coverage is being provided under EPSDT. 


Scion Dental will provide services consistent with the above parameters. 


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


We acknowledge this requirement and are well-positioned to implement it for Nevada 


Medicaid.   
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3.3.3.4 The vendor is not required to provide any items or services determined to be unsafe or ineffective, 
or which are considered experimental. However, if ADA guidelines and/or peer reviewed studies 
are submitted, verified and determined by the vendor’s Dental Director to demonstrate safety and 
effectiveness that item or service may be approved for use as non-experimental. Appropriate 
limits may be placed on EPSDT services based on medical necessity. 


Scion Dental will provide services consistent with the above parameters. 


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


Scion Dental strongly believes in the importance of dental wellness at an early age. We 


believe recipient education and outreach on this issue is most effective as an active and 


ongoing process. We utilize a variety of recipient outreach methods designed to engage, 


educate, and motivate parents to take a proactive approach to their child’s dental 


health. Each outreach method centers on routine dental cleanings and exams, 


preventive care, and the importance of early detection and treatment of dental cavities.  


Scion Dental has reporting capabilities to identify and track recipients who receive 


dental sealants and fluoride treatments. This information allows us to determine ages 


that are underperforming and target outreach initiatives to these ages. We can also 


compare this list with the complete list of membership and determine which recipients 


have not received these services. We can then create an outreach campaign directed at 


these recipients to increase utilization of preventive services. 


Scion Dental has found EPSDT outreach methods that are most effective include 


coordination with public health and other entities, automated outbound telephone 


campaigns, electronic communications, postcard campaigns, and missed appointment 


calls.  


Coordination with public health and other entities. Scion Dental can offer a variety of 


services and targeted outreach programs to improve oral health outcomes for children. 


Some examples of programs we offer include the following: 


 DentiKids program. Scion Dental adopted the American Academy of Pediatric 


Dentistry’s guidelines when we created this program designed to boost early 


preventive care. As part of the program, Scion Dental closely monitors children 


under the age of one for preventive dental visits. If a child enrolled in the program 


has not yet visited the dentist by age one, we send the parent or guardian targeted 


correspondence that highlights the benefits of establishing a Dental Home and 


stresses the importance of regular dental visits. 


 Children’s Mobile Dental program. In our current network in Nevada, we provide 


comprehensive mobile dental services to children ages 0-21 at various schools and 


other locations in the Reno/Sparks area. The services are provided to about 500-


600 patients a month using a mobile dental van. This van goes out daily, Monday 


through Saturday from 8:00 am – 4:00 pm. 
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 Children’s Cavity Prevention program. Also in our current network in Nevada, this 


program provides oral hygiene instruction, dental screenings, fluoride varnish, and 


dental sealants to 2nd graders at low-income schools in the Reno/Sparks area. This 


program operates during the school year, usually Monday through Thursday. The 


program treats on average about 150-200 children per month. 


 Future Smiles. Scion Dental partners with the Clark County School District (CCSD) 


to provide dental care for public school students. CCSD operates three Future 


Smiles clinics located on Clark County campuses. The program is staffed by dental 


hygienists who provide dental screenings, fluoride varnishing, and dental referrals 


to 21 local Clark County schools. The Future Smiles staff also participates with Scion 


Dental during health fairs at various locations around Clark County. 


Automated outbound telephone campaign. One of the first steps in EPSDT outreach is 


an automated outbound telephone campaign. These calls deliver automated messages 


that are easily adaptable and can be custom-suited to the importance of childhood oral 


health and targeted to parents of young children. During business hours, recipients have 


the option of pressing “0” to be immediately connected to the Scion Dental Call Center 


to speak to a Customer Service Representative. These campaigns allow us to reach more 


recipients faster. Using real-time data drawn from our software platform, we can 


precisely customize call scripts and target parents of young children.  


Electronic communication. Electronic communication, such as online articles and blog 


posts, can also be used as an effective way to educate recipients on EPSDT. Electronic 


communication can be posted on our Member Web Portal and sent to recipients via 


individual email addresses.  


Scion Dental looks forward to working with DHCFP to gather accurate recipient email 


addresses and phone numbers to facilitate electronic communications. One of our 


objectives is to make communication with recipients faster, easier, and more 


convenient. Electronic correspondence is an ideal method for creatively offering the 


intended audience an interactive experience. Engaging the recipient/parent 


electronically via email or text message creates a higher level of impact and leaves a 


lasting impression, which increases the likelihood of positive change to the recipient’s 


oral health habits. The more interactive the medium, the greater the ability to create an 


emotional response to the subject. 


Postcard campaign. A postcard mailing campaign provides a standard-sized postcard to 


dental benefit plan recipients and contains a specific topic designed to spur thought and 


action. Postcards provided to recipients are developed by Scion Dental and approved 


prior to use. Postcard campaigns can be implemented for a wide variety of topics and 


audiences.  
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A sample customizable postcard that can be used in ongoing recipient outreach 


campaigns is shown below.  


 


Missed appointment calls. Scion Dental works in partnership with providers to 


implement a process of reporting missed appointments. When we receive notification 


from a provider of a missed appointment, we call the recipient and remind them to 


reschedule the dental appointment, address barriers or concerns that caused the 


missed appointment, stress the importance of routine dental care, and remind them to 


notify their dental office ahead of time if they must reschedule a future appointment.  


Customizable outreach. Scion Dental’s approach to recipient education and outreach is 


to use a combination of innovative initiatives to maximize reach, impact, and 


effectiveness. Each outreach initiative is customizable to meet your needs and target 


specific recipient needs. Topics can include, but are not limited to: 


 Noncompliance 


 Mouth guards 


 Sealants 


 Routine dental visits 


 Child’s first dental visit 


 How to brush and floss 


 Fluoride treatments 


 Baby bottle tooth decay 


3.3.4 Health Promotion and Education Programs 


The vendor shall identify relevant community issues and health promotion and education needs of its 
recipients, and implement plans that are culturally appropriate to meet those identified needs and issues 
relevant to each of the target population groups of recipients served. The vendor shall use community-based 
needs assessments and other relevant information available from State and local governmental agencies 
and community groups. Health promotion and education activities shall be evidence-based, whenever 
possible, and made available in formats and presented in ways that meet the needs of all recipient groups. 
The vendors shall comply with all applicable State and federal statues, regulations and protocols on health 
wellness programs. The vendor shall submit a written description of all planned health promotion and 
education activities and targeted implementation dates to Nevada Division of Public and Behavioral Health, 
Chronic Disease Prevention and Health Promotion for approval, prior to implementation, including culturally 
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and linguistically appropriate materials and materials developed to accommodate each of the enrolled 
target populations. Health promotion topics shall include, but are not limited to, the following: 


3.3.4.1 The vendor shall conduct regionally located and regularly scheduled outreach activities to inform 
members about the availability of dental services and to significantly increase the number of 
children receiving services. The results of the outreach activities should be measurable and 
support the overall goal of increasing awareness of and/or utilization of dental services. 


Scion Dental wants recipients to lead the healthiest life possible, and proper oral care is 


a necessary component of a healthy lifestyle. Our comprehensive recipient outreach 


programs provide recipients with educational materials and tools to help them make 


informed decisions about dental care. 


We use multiple outreach tactics to communicate with recipients, parents, and 


caregivers, influence recipient behavior, and expand access to care. We use enrollee 


data, claim history, demographics, and other factors to precisely target particular groups 


of recipients. For details on recent outreach activities we have performed in Nevada, 


please see section 3.3.3.5. 


Program options for recipient outreach may include: 
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3.3.4.2 The vendor must at a minimum develop and implement health education initiatives that 
effectively and accurately educate members about: 


A. How the dental program operates; 


B. Medically Necessary Covered Dental Services, benefit limitations, and any Value-Added 
services offered by the vendor; 


C. Dental Exams and preventive care; 


D. The importance of oral health, proper nutrition and including the relationship between oral 
health and systemic/overall health;  


E. Oral health literacy; and  


F. Non-Emergency Transportation for Medicaid Members. 


 The vendor is encouraged to offer additional preventive or cost-effective services to enrolled 
recipients if the services do not increase the cost to the State. 


At Scion Dental, we understand good oral health is directly linked to disease prevention 


and wellness, which is why we have targeted outreach and education programs to help 


recipients make informed choices about their dental care. We are committed to 


educating recipients about the link between good dental health and good medical 


health. We publish oral health information in our Member Handbook and on our web 


portal in a variety of formats, including downloadable PDFs and online videos. We 


partner with the American Dental Association to provide high-quality educational 


materials and online videos in both English and Spanish.  


We believe educating recipients about preventative care can directly affect their health 


and wellness. Our comprehensive dental education program focuses on ways to keep a 


healthy smile. We offer educational materials about healthy living, nutrition, preventive 


care, and early intervention. For example, we promote sealant education, provide 


information about the benefits, explain the application process, and assure recipients 


the procedure is not painful, but only beneficial.  


We believe when recipients are better educated in dental health, they increase their 


oral hygiene efforts and take better oral care—this includes more visits to the dentist. 


Scion Dental is committed to working with the State of Nevada to explore and identify 


the best possible ways to reach and educate recipients in the Medicaid dental program.  
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Transportation services 


As referenced in section 3.3.2.5, to provide assistance to recipients who require 


transportation services, Scion Dental will work with the NET Broker to arrange 


transportation services and make information about transportation services and 


resources available from: 


 Member Handbook. Upon enrollment, all recipients will have access to our 


Member Handbook, which includes information on arranging transportation 


services. Scion Dental’s Member Handbook is posted online and accessible 24/7 via 


the Member Web Portal. 


 Member Web Portal. We can display customized messages on web pages, and we 


can attach approved resource information as PDF documents, available for online 


viewing and/or printing. 


 Call Center Content Management System. The Scion Dental Call Center staff is 


fully trained in client-specific details, policies, and procedures. We store resource 


materials, including information about transportation services, in an online Content 


Management System, to provide quick and easy online access when Call Center 


representatives are on the phone with recipients. 


Developing and designing an outreach program 


Using data from our software system, outreach messages can be targeted to specific 


recipient groups based on previous claim and dental visit history. By combining this data 


with today’s technology, we are confident in our ability to increase access to care for 


Medicaid recipients in Nevada. 


For maximum effectiveness, we will customize our recipient educational materials as 


much as possible to meet the recipient’s circumstances and health needs. For instance, 


to encourage recipient’s use of EPSDT services and to achieve the goal of ensuring that 


children receive age-appropriate, comprehensive dental services, our recipient 


educational materials may include: 


 Targeted mailings, such as postcards and reminders 


 Tip sheets for distribution from providers’ offices, local service agencies, health 


clinics, and other community-based healthcare locations 


 Information posted on our website 


 Proactive outreach calls with follow-up written notices to non‐compliant recipients’ 


parents, guardians, and caregivers 
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 Distribution of materials designed for children, available from locations such as 


school-based settings and Head Start classrooms 


By implementing a variety of tactics, we can offer a constant, customizable flow of 


information that provides recipients with the education they need most. 


3.3.5 Out-of-Network Services 


If the vendor’s provider network is unable to provide medically necessary services covered under the plan to 
a particular recipient, the vendor must adequately and timely cover these services out of network for the 
recipient for as long as the vendor is unable to provide them. The vendor benefit package includes covered 
medically necessary dental services for which the vendor must reimburse certain types of providers with 
whom formal contracts may not be in place. The vendor must also coordinate these services with other 
services in the vendor benefit package. 


3.3.5.1 When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. 
the recipient needs to see a specialist for which the vendor has no such specialist in its network), 
the vendor must: 


A. Coordinate the care with out-of-network providers;  


B. Offer the opportunity to the out-of-network provider to become part of the network; and 


C. Negotiate a contract to determine the rate prior to services being rendered or pay no more 
than the Medicaid FFS rate. 


Scion Dental is committed to delivering exceptional access to care. We continue to 


recruit for our well-established network in Nevada to identify additional providers to 


add to our networks.  


The Scion Dental Customer Service Center has well-documented procedures in place to 


assist recipients with appointments and to escalate requests for out-of-network 


providers and specialty care. When a recipient requires service and no suitable in-


network provider can be found within the contract access standards, a Scion Dental 


Customer Service Representative helps the recipient identify the nearest provider office 


meeting the recipient’s needs. If the recipient requests a particular out-of-network 


provider, or if they were referred to a specific provider, the Customer Service 


Representative collects all necessary information on the preferred provider. The 


Customer Service Representative may also assist by contacting the provider office to set 


up the appointment if needed.  
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Prior to claims processing, the Enterprise System is configured to authorize and pay the 


out-of-network provider within the system. During claims processing, a series of edits 


run against claims and services to verify the rendering provider is appropriately certified 


to provide services for the client’s program and its recipients. Our flexible system 


configuration allows us to ensure client-specific business rules are followed for out-of-


network providers. This ensures there is never an additional cost to eligible recipients, 


and it allows us the flexibility of paying out-of-network providers appropriately, based 


on agreements negotiated by our Provider Relations team. 


The Provider Relations and Dental Reimbursements teams monitor the out-of-network 


provider’s claim in the system to ensure timely and accurate payment. 


3.3.5.2 When it is necessary for recipients to obtain services from an out-of-state (OOS) provider, the 
vendor must negotiate a contract to determine the rate prior to services being rendered. The 
vendor must inform the provider to accept vendor reimbursement as payment in full. The only 
exception is for TPL. The OOS provider must not bill, accept or retain payments from Medicaid or 
Nevada Check Up recipients. 


Scion Dental acknowledges and is prepared to meet the requirements in section 3.3.5.2.  


Scion Dental’s single-case agreement specifies the mutually agreed upon 


reimbursement for services rendered. This reimbursement is identified as payment in 


full for the services. 
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3.3.6 Emergency Dental Services 


3.3.6.1 The vendor may not deny payment for emergency services treatment when a representative of 
the vendor instructs the recipient to seek emergency services care.  


Scion Dental will provide reimbursement for emergency services consistent with Nevada 


Medicaid benefit provisions. 


3.3.6.2 The vendor shall be responsible for dental related services provided in an emergency.  


Scion Dental will provide services consistent with the above parameters. 


3.3.6.3 In providing for emergency dental services and care as a covered service, the vendor shall not:  


A. Require prior authorization for emergency dental services and care.  


B. Indicate that emergencies are covered only if care is secured within a certain period of time.  


C. Use terms such as “life threatening” or “bona fide” to qualify the kind of emergency that is 
covered.  


D. Deny payment based on the member’s failure to notify the vendor in advance or within a 
certain period of time after the care is given.  


Scion Dental will provide services consistent with the above parameters. 


3.3.6.4 The vendor shall not deny payment for emergency dental care unless it is performed under the 
medical benefit in a hospital, emergency room or ambulatory surgery center. 


Scion Dental understands DHCFP’s objectives with this requirement, and we are well-


positioned to accurately provide services consistent with its parameters. 


3.3.6.5 The vendor shall not deny payment for treatment obtained when a member had an emergency 
dental condition and stabilization of condition, including cases in which the absence of immediate 
dental attention would not have had the outcomes specified in 42 CFR §438.114(a) of the 
definition of an emergency dental condition. 


Scion Dental will provide services consistent with the above parameters. 


3.3.6.6 The vendor is not responsible for emergency dental coverage provided on an emergency basis in a 
hospital, emergency room or ambulatory surgery center under the medical benefit which may 
include dislocated jaw, traumatic damage to teeth and supporting structures, and removal of 
cysts; treatment of oral abscess of tooth or gum origin; treatment and devices for correction of 
craniofacial anomalies; and drugs. 


Scion Dental acknowledges and is prepared to implement this requirement. 
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3.3.6.7 The vendor shall not deny emergency dental services claims submitted by a non-contracting 
provider solely based on the period between the date of service and the date of clean claim 
submission unless that period exceeds 365 days.  


Scion Dental will provide reimbursement of services consistent with the above 


parameters. 


3.3.6.8 Non-emergent services provided in an emergency room are a covered service. Providers are 
expected to follow national coding guidelines by billing at the most appropriate level for any 
services provided in an emergency room setting. 


Scion Dental acknowledges non-emergent services provided in an emergency room as a 


covered service. We will provide reimbursement of services consistent with the above 


parameters. 


3.3.6.9 Post-Stabilization Services  


 The vendor is financially responsible for:   


A. Post-stabilization services obtained within or outside the network that are pre-approved by a 
network provider or organization representative; 


Scion Dental will provide post-stabilization care related to dental services not 
covered under the medical program. 


B. Post-stabilization services obtained within or outside the network that are not pre-approved 
by a network provider or other organization representative, but administered to maintain the 
recipient's stabilized condition within one (1) hour of a request to the vendor for pre-approval 
of further post-stabilization care services; 


Scion Dental will provide post-stabilization care related to dental services not 
covered under the medical program. We acknowledge the parameters of this 
requirement and will be prepared to meet them. 


C. Post-stabilization care services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but are administered to 
maintain, improve, or resolve the recipient's stabilized condition if vendor does not respond to 
a request for pre-approval within one (1) hour, or the vendor cannot be contacted or the 
vendor and the treating physician cannot reach an agreement concerning the recipient's care 
and a network provider or other organization representative is not available for consultation. 
In this situation, the vendor must give the treating physician the opportunity to consult with a 
network physician and the treating physician may continue with care of the recipient until a 
network physician is reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 
is met; 


Scion Dental will provide post-stabilization care related to dental services not 
covered under the medical program. We acknowledge the parameters of this 
requirement and will be prepared to meet them. 


D. Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s financial responsibility for 
post-stabilization care it has not pre-approved ends when a network physician with privileges 
at the treating hospital assumes responsibility for the recipient’s care or a network physician 
assumes responsibility for the recipient's care through transfer or the vendor and the treating 
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physician reach an agreement concerning the recipient's care or the recipient is discharged; 
and 


Scion Dental will provide post-stabilization care related to dental services not 
covered under the medical program. We acknowledge this requirement. 


E. Pursuant to CFR 438.114(e), the vendor charges for post stabilization care services provided 
by an out-of-network provider to a recipient may be no greater than the amount the vendor 
would charge if the services had been obtained in network. 


Scion Dental will provide post-stabilization care related to dental services not 
covered under the medical program. We acknowledge this requirement and are 
well-prepared to meet it. 


3.3.6.10 Coordination with Other Vendors and Other Services  


 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to implement procedures to 
coordinate services it may provide to the recipient with the services the recipient may receive from 
any other vendor. Upon request or notification of need, the vendor is required to communicate 
with other vendors serving the recipient the results of its identification and assessment of any 
special health care needs to ensure that services are not duplicated, and to ensure continuity of 
care. The vendor’s procedures must ensure that, in the process of coordinating care, each 
recipient’s privacy is protected consistent with the confidentiality requirements in 45 CFR Parts 
160 and 164 [(the Health Insurance Portability and Accountability Act (HIPAA)]. 


A. The vendor will be responsible for coordinating services with other appropriate Nevada 
Medicaid and non-Medicaid programs. This coordination includes electronic data sharing for 
integrated health care. 


As the organization representing Nevada’s Division of Health Care Financing and 


Policy (DHCFP), Scion Dental recognizes the great responsibility placed upon us to 


ensure enrolled recipients have access to the care they need to help improve their 


health outcomes. We also recognize our role in working collaboratively throughout 


and across recipients’ local communities to attend to and consider a variety of 


potential scenarios including care gaps, recommendations for care, over utilization, 


and appropriateness of care (or care settings) to name just a few examples.  


Scion Dental recognizes one of DHCFP’s primary purposes in carving dental care out 


of its MCOs and delivering dental care through the state-wide prepaid ambulatory 


health plan (PAHP) is to allow the State to better focus on dental care and improve 


performance on key dental measures, including appropriate use of all healthcare 


services, enhanced access to care, and improved health outcomes, and to provide 


person-centered planning and integrated service delivery. 


As an experienced dental benefits administrator, Scion Dental recognizes the value 


of collaborating with community resources and healthcare entities to be sure that 


among other activities, the following happen: 


 A primary care dentist or Dental Home is designated for each enrolled 


recipient. 


 Dental services are coordinated, as appropriate, with other clinical care or 


community resources.  
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 Clinical information, records, data, and the like for recipients with special 


health care needs are freely and routinely shared with other providers to guard 


against and prevent duplicative services. 


 In all instances of care coordination the recipient’s privacy is protected with 


the confidentiality requirements of 45 CFR § 160 & 164 (HIPAA). 


Primary Dental Provider (PDP) / Dental Home 


Scion Dental is a strong proponent of the value of the Dental Home concept, and we 


have considerable experience implementing the program and assigning PDPs to 


recipients. As described in detail in section 3.5.4, recipients are encouraged to 


select a PDP when they enroll in the Medicaid dental program, as part of the Scion 


Dental welcome process.  
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Coordination of Care 


To deliver better overall health to Medicaid recipients, Scion Dental recognizes that 


medical and dental communities must collaborate routinely and efficiently. We 


know this is especially true for children, elderly individuals with special needs, 


pregnant women, as well as individuals living with chronic conditions. Nowhere is 


the need for coordination of care, and care navigation, more important than among 


recipients with the most chronic or complex conditions. Scion Dental is committed 


to working within the framework of the Health Care Guidance Program’s (HCGP) 


care management program. In addition, and beyond our participation in the HCGP 


program for certain of Nevada’s Medicaid recipients, we understand the value of 


coordinating care across a number of fronts, from both a health outcome and cost 


perspective. 


We also understand the challenges posed by many of these scenarios, for example: 


 Medical (patient centered medical home/PCMH) and dental care coordination 


 Transportation issues and appointment adherence 


 Patient self-management and health outcomes 


 Medication compliance and increased care utilization 


 Behavioral health and community social support services 
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 Connecting these with and to health information technology 


It is not without notice that Nevada has been recognized by CMS for its 


HealthInsight of Nevada nursing facility intervention program aimed at coordination 


and appropriate level of care for beneficiaries. 


Health information technology  


With our fully integrated, online, real-time processing system, Scion Dental can 


ensure coordination of care, including implementing procedures for communicating 


with other vendors to ensure services are medically necessary, appropriate for the 


recipient’s condition, and are not duplicated. Recipient health data can be imported 


and stored in our system databases and can be extracted into agreed-upon file 


formats and securely transmitted to other vendors, as a means of coordinating care.  


Our Call Center and Member Services teams can work closely with DHCFP to 


develop processes and procedures for referrals and care coordination across 


multiple vendors. Our goal is to coordinate dental care for recipients in a way that 


ensures the right care, in the right place, at the right cost, with a high quality 


clinical outcome. 


Protecting recipient privacy (HIPAA) 


To ensure recipient privacy is protected consistent with the confidentiality 


requirements in 45 CRF Parts 160 and 164, Scion Dental has implemented policies, 


procedures, and internal controls to safeguard recipient privacy rights. This includes 


policies and procedures to ensure the privacy and security of Protected Health 


Information (PHI) by limiting the use and disclosure of PHI to what is minimum or 


reasonably necessary to accomplish the intended purpose and robust policies and 


procedures to comply with the privacy and security provisions of the Health 


Insurance Portability and Accountability Act (HIPAA).  


Our internal controls also include requiring all employees to participate in annual 


HIPAA training. Further, Scion Dental represents that “for medical records and any 


other health and enrollment information that identifies a particular enrollee” we will 


use and disclose such individually identifiable health information only in accordance 


with the requirements in set forth in the HIPAA Privacy Rule. 


B. In addition, the vendor is responsible to ensuring continuity of services for recipients with 
special needs. These recipients may include, but are not limited to:  juveniles temporarily 
detained by a state or county agency; Seriously Emotionally Disturbed children, adults with 
Severe Mental Illness and individuals with substance abuse disorders; Children with Special 
Health Care Needs; homeless recipients; recipients with chronic conditions; women with 
pregnancies, and referring orthodontic recipients to their appropriate Dental Home for 
periodic examinations and cleanings. 


As noted immediately above within this section, Scion Dental recognizes that the 


need for care coordination exists for all DHCFP’s recipients, but nowhere is that 


need more acute than for recipients with the most complex medical conditions, 
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those who live with chronic conditions or who have special health needs, those who 


are homeless or who have behavioral/emotional/mental illness or substance abuse, 


as well as in-custody juveniles. For these situations, and for this small percentage of 


recipients, there is no easy answer, nor is there a single “one size fits all” solution. It 


is because there is neither a simple solution nor a singular answer that Scion Dental 


is committed to working with other healthcare providers, community agencies, as 


well as inter-and intra-agencies within the State of Nevada.  


Existing functionality within Scion Dental’s Enterprise System software allows us to 


coordinate in a number of ways, including the following examples: 
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3.3.6.11 Federally Qualified Health Center (FQHC) 


 The vendor must pay for services provided by a Federally Qualified Health Center (FQHC). Vendors 
may enter into contracts with FQHCs provided that payments are at least equal to the amount 
paid to other providers for similar services. If the vendor does not have a contract with an FQHC, 
the vendor must pay at a rate equivalent to the FFS rate. This does not apply to out of network 
providers of emergency services. The vendor must demonstrate a good faith effort to negotiate a 
contract with FQHCs and include all licensed and qualified FQHC providers in the vendor’s 
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network. Contracting with just one provider at each FQHC does not constitute a good faith effort 
to include the FQHC in the vendor’s network. The vendor must report to the DHCFP payments and 
visits made to FQHCs. The DHCFP is responsible for FQHC wrap payments; the vendor will be 
responsible for quarterly reporting on FQHC activity. 


Scion Dental acknowledges and is prepared to meet the requirements of section 


3.3.6.11. Scion Dental can send the DHCFP ad hoc FQHC payment and visit reports at 


any time, upon request.  


We contract with any willing and eligible provider group, including FQHCs. For 


contracted FQHC providers, our reimbursement is based on the Medicaid 


reimbursement encounter rate. For uncontracted providers, Scion Dental will pay at a 


rate equivalent to the FFS rate. Scion Dental will reprocess any claims for FQHC when 


there is a delay in the issuance of the encounter rate data that indicates an increase in 


the rate.  


We already configure the Enterprise System to accommodate out-of-network 


reimbursement for FQHCs. Prior to claims processing, the Enterprise System is 


configured to authorize and pay the FHQC provider within the system. During claims 


processing, a series of edits run against claims and services to verify the rendering 


provider is appropriately certified to provide services for the client’s program and its 


recipients. Our flexible system configuration allows us to ensure client-specific business 


rules are followed for FHQC providers. This ensures there is never an additional cost to 


eligible recipients, and it allows us the flexibility of paying FHQC providers appropriately. 


3.4  Enrollment Requirements and Limitations 


3.4.1 


The vendor eligibility and enrollment functions are the responsibility of the DHCFP and the DWSS. The 
vendor shall establish and implement enrollment procedures and maintain applicable enrolled recipient 
data. The vendor shall accept each recipient who is enrolled in or assigned to the vendor by the DHCFP 
and/or its enrollment sections and/or for whom a capitation payment has been made or will be made by the 
DHCFP to the vendor. The first date a Medicaid or Nevada Check Up-eligible recipient will be enrolled is not 
earlier than the applicable date in the vendor’s specified contract.  


Scion Dental maintains up-to-date policies and procedures for recipient enrollment data and can 


make them available to the DHCFP upon request. Scion Dental ensures that appropriate systems 


management staff oversees electronic record retentions, including recipient eligibility and 


enrollment data. 


Scion Dental will begin enrolling Medicaid and/or Nevada Check Up-eligible recipients on the date 


as defined by our contract. Scion Dental will accept each recipient assigned by the DHCFP, any 


designated enrollment sections, and all recipients for whom a capitation payment has been made 


or will be made by the DHCFP. 
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Loading and maintaining eligibility data 


Scion Dental receives, processes, and loads hundreds of eligibility data files into our system 


databases every month. We work with our clients to define their specific business rules, and then 


apply those rules to the incoming eligibility and enrollment data. Our data file import process 


manages enrollee updates through eligibility change files submitted in HIPAA-compliant 834 v. 


5010 transaction sets and through full file data imports, which reflect full membership. Built-in 


logic compares full files against membership records stored in the processing system database, 


and customizable business rules are applied to correct any discrepancies. 


Our goal is to achieve hands-off, 
automated data file imports, 
transformation, and loading.  
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3.4.2 


The vendor must accept recipients eligible for enrollment in the order in which they apply without 
restriction, up to the limits set under the contract 42 CFR 438.6(d)(1) . The vendor acknowledges that 
enrollment is mandatory except in the case of voluntary enrollment programs that meet the conditions set 
forth in 42 CFR 438.50(a). Per 42 CFR 438.6(d)(3)(4) the vendor will not, on the basis of health status or 
need for health services, discriminate against recipients eligible to enroll. The vendor will not deny the 
enrollment nor discriminate against any Medicaid or Nevada Check Up recipients eligible to enroll on the 
basis of race, color or national origin and will not use any policy or practice that has the effect of 
discrimination on the basis of race, color or national origin. The vendor must have written policies and 
procedures for enrolling all eligible populations and receiving monthly and other updates from the DHCFP of 
recipients enrolled in, the vendor. The vendor will accept as enrolled all recipients appearing on monthly 
enrollment reports. 


Scion Dental accepts all recipients eligible for enrollment in the order in which they apply without 


restriction, up to the limits set under the contract 42 CFR 438.6(d)(1), and acknowledges that 
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enrollment is mandatory except in the case of voluntary enrollment programs that meet the 


conditions set forth in 42 CFR 438.50(a). 


Our automated, configurable data file import process accepts 834 enrollment files on any 


schedule that meets our client’s needs. Built-in logic compares full files against enrollee records 


stored in the processing system database, and customizable business rules are applied to correct 


any discrepancies. Updated information is available immediately, as soon as an eligibility file is 


loaded into the system or an enrollee record is created or modified through the software system 


user interface. 


Scion Dental does not and will never discriminate against Medicaid recipients eligible to enroll for 


services on the basis of race, color, or national origin, and does not use any policy or practice that 


has the effect of discrimination on the basis of race, color, or national origin.  


Scion Dental routinely customizes its policies and procedures for our enrollment procedures, 


based on the unique requirements of each client. We will update and maintain customized 


policies and procedures for the DHCFP during the startup phase of the contract, before the go-


live date.  


Scion Dental’s benefits management software is compliant with Accredited Standards Committee 


(ASC) x12 healthcare version 5010 transaction sets that are mandated under HIPAA’s 


Administrative Simplification provisions. Our software fully supports 834 EDI Health Plan 


Enrollment, Disenrollment and Maintenance Transaction Sets, 270 Eligibility Status Requests, and 


271 Eligibility Status. We are highly experienced in processing inbound 834 eligibility files, 270 


eligibility inquiries, and 271 eligibility response files.  


Scion Dental receives monthly full files that list all enrolled and active recipients from many of our 


clients. If there are discrepancies between Scion Dental’s enrollment records and what is 


submitted on a client full file, our technical staff can perform a termination by omission (TBO) 


process that automatically terminates any active enrollment record for those recipients who did 


not appear on the full eligibility file. This process is optional and can be implemented based on 


client needs. The TBO process helps to prevent further discrepancies with client data.  


3.4.3 


The vendor is responsible for services rendered during a period of retroactive enrollment in situations where 
eligibility errors have caused an individual to not be properly and timely enrolled with the vendor. In such 
cases, the vendor shall only be obligated to pay for such services that would have been authorized by the 
vendor had the individual been enrolled at the time of such services. For in-state providers in these 
circumstances, the vendor shall pay the providers for such services only in the amounts that would have 
been paid to a contracted provider in the applicable specialty. Out-of-state providers in these circumstances 
will be paid according to a negotiated rate between the vendor and the out-of-state provider. The 
timeframe to make such corrections will be limited to 180 days from the incorrect enrollment date. The 
DHCFP is responsible for payment of applicable capitation for the retroactive coverage 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.4.3. All claims 


that are submitted within timely filing standards are processed and paid appropriately, based on 


the recipient’s effective date of coverage. How claims are handled in response to retroactive 


changes to recipient eligibility is based on client business rules. Scion Dental can identify claims 
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that were denied because recipients were ineligible, and then reprocess them accordingly, after 


eligibility is updated. 


If a recipient’s eligibility is updated retroactively, enrollee records in our system are updated 


accordingly with an effective date of coverage. If claims are affected by a retroactive eligibility 


change, we can easily identify those claims and reprocess them all at once, using the Enterprise 


System’s automated Bulk Adjustment feature.  


For example, if claims were denied because recipients were not eligible, and then a retroactive 


eligibility change is applied, all affected claims can be identified as candidates for bulk 


adjustment, and then resubmitted for payment. Claims that were paid for recipients whose 


eligibility was later retroactively terminated can be identified for bulk adjustment, and then 


resubmitted for overpayment recovery. 
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3.4.4 Enrollment Interface 


Upon initiation of the transition phase for a new vendor, the vendor must furnish the technical means by 
which the vendor’s Enrollment Sections can: 


A. Determine the number of recipients each enrolled PDP will accept as new patients; and  


B. Transmit recipient elections regarding PDP assignment for the forthcoming month.  


Scion Dental’s Enterprise System software can track the maximum number of recipients each PDP 


will accept as new patients as part of each provider record. The system also tracks the Patient 


Access Status, which identifies whether, at a particular location, an individual provider is: 


 Accepting new patients 


 Accepting new patients only by referral 


 Scheduling appointments with only existing patients 


 Not accepting any new patients 
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In addition, the system tracks recipient PDP assignments, including effective date and termination 


date, as part of each enrollee record. 


Each month, Scion Dental can generate either a change-only or a full file of current PDP 


assignments to DHCFP, in a file format that meets your needs. Scion Dental can also report on the 


number of recipients each enrolled PDP will accept as new patients, the Patient Access Status for 


each provider/location, and the number of recipients currently assigned to each provider. 


3.4.5 Provider Enrollment Roster Notification 


The vendor must either notify or provide the means for providers to verify recipients’ PDP selection. The 
vendor must establish and implement a mechanism to inform each PDP about any newly enrolled recipients 
assigned to the PDP on at least a monthly basis. This information must be made available to each PCP 
within five (5) business days of the vendor receiving the Membership File. The Enrollment Sections will pass 
the Membership File through the system for verification of eligibility prior to distribution to the vendor, who 
will in turn be responsible for keeping individual participating providers informed. The vendor may elect to 
update its Membership File more frequently to keep PDPs informed of the enrollment activity. 


Providers in the Nevada Medicaid dental program will always have instant access to their PDP 


assignments through the Provider Web Portal. As soon as eligibility data is loaded into Enterprise 


System databases, the information is available instantaneously throughout the processing system 


and through the integrated web portals.  
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3.4.6 Transitioning/Transferring of Recipients  


It may be necessary to transfer a recipient from one vendor to another or to FFS for a variety of reasons. 
When notified that a recipient has been transferred to another plan or to FFS, the vendor must have written 
policies and procedures for transferring/receiving relevant patient information, dental records and other 
pertinent materials to the other plan or current FFS provider. This must be done in compliance with the 
Health Insurance Portability and Accountability Act (HIPAA) and other privacy laws. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.4.6. Scion 


Dental has written policies and procedures in place, which comply with HIPAA privacy laws, for 


transferring patient information to, and receiving patient information from, other plans or 


providers. 


3.5  Recipient Services 


3.5.1 Information Requirements 


3.5.1.1 The vendor must have written information about its services and access to services including 
Recipient Services phone number available to recipients and potential recipients. This written 
information must also be available in the prevalent non-English languages, as determined by the 
State, in its particular geographic service area. The vendor must make free, oral interpretation 
services available to each recipient and potential recipient. This applies to all non-English 
languages, not just those that the State identifies as prevalent.  


At Scion Dental, we believe providing new recipients with easy-to-understand, clear 


communications about the program makes them feel welcome and comfortable. Scion 


Dental will send all new recipients a Member Welcome Packet and provide them with an 


electronic Provider Directory accessible online, anytime via the Member Web Portal. A 
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printed copy of the Provider Directory and/or Member Handbook can be sent to 


recipients and potential recipients upon request.  


Member Welcome Packet 


Scion Dental provides all new recipients with a Member Welcome Packet that 


introduces them to the Medicaid dental program. Our goal is to help recipients 


understand how to access dental services, learn about their benefits, and become 


educated about the importance of dental health. The Member Welcome Packet 


provides essential education, instruction, and tools recipients, parents, and caregivers 


need to get started in and make the most of the program.  


Welcome letter 


Our welcome letter will highlight major program features and all necessary contact 


information. The letter also encourages the establishment of a Dental Home. If the 


recipient has selected a Primary Dental Provider (PDP), or if a PDP has been assigned 


automatically, we will confirm that assignment and provide the PDP’s name, location, 


and telephone number. If a recipient has not selected a PDP during the enrollment 


process, the welcome packet will include the PDP selection form with clear instructions 


on how to select a PDP. 


Our recipient welcome material will also include: 


 Information on benefit  plan coverage  


 Introduction to our self-servicing Member Web Portal, including how to register 


and a description of the online tools available 


 Introduction to services available from the Scion Dental Customer Service Call 


Center, including our toll‐free telephone number 


 Member’s right to file grievances and appeals  


Scion Dental notifies enrollees that verbal interpretation is available for any language 


during business hours and that written information is available in both English and 


Spanish at no expense to them. We publish this information in our Member Handbook, 


member enrollment letters, our Member Web Portal outreach and education materials, 


and our Provider Policy and Procedure Manual. 


3.5.1.2 The vendor is required to notify all recipients and potential recipients that oral interpretation is 
available for any language and written information is available in prevalent languages. The 
vendor must notify all recipients and potential recipients how to access this information. 


As stated in section 3.5.1.1, Scion Dental notifies enrollees that verbal interpretation is 


available for any language during business hours and that written information is 


available in prevalent languages at no expense to them, as well as how to access 


language translation services, in a number of ways. We publish this information in our 


Member Handbook, recipient enrollment letters, our Member Web Portal, and our 


Provider Policy and Procedure Manual. 







SECTION 3 
3. Scope of Work 
3.5  Recipient Services 


56  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


3.5.1.3 The vendor’s written material must use an easily understandable format and language. The 
vendor must also develop appropriate alternative methods for communicating with visually and 
hearing-impaired recipients, and accommodating physically disabled recipients in accordance 
with the requirements of the Americans with Disabilities Act of 1990. All recipients and potential 
recipients must be informed that this information is available in alternative formats and how to 
access those formats. The vendor will be responsible for effectively informing Title XIX Medicaid 
recipients who are eligible for EPSDT services, regardless of any thresholds. 


At Scion Dental, we believe that recipient access to easily understood, well-written 


material is vital for the success of any program. Every recipient should have access to 


materials regardless of language spoken, reading level, or special needs.  


All materials will be made available in alternative formats upon request for recipients 


with special needs or appropriate interpretation services will be provided by Scion 


Dental at no charge to the recipient. 


Our Call Center has the ability to assist recipients with limited English proficiency and 


special needs. Callers in need of Spanish translation are routed to internal bilingual 


Customer Service Representatives who are fluent in both English and Spanish. Should 


interpretation for another language be required, our representatives initiate three-way 


calls that include U.S.-based translators from a third-party service vendor (translators 


are specially trained for the healthcare industry).  


For recipients with mental illness or cognitive impairment, we offer three-way calls with 


guardians or designated assistants. 


For callers who are hearing impaired, we support onsite Teletype (TTY/TTD) services 


connected to our Call Center. Callers are never charged a fee for translator or 


interpreter services offered through our Call Center. 


Scion Dental will also inform Title XIX Medicaid recipients who are eligible for EPSDT 


services, regardless of any thresholds.  


3.5.2 Member Handbook 


The vendor must provide all recipients with a Member Handbook. The vendor can meet this requirement by 
sending the Member Handbook to the head of the household. The handbook must be written at no higher 
than an eighth (8th) grade reading level and must conspicuously state the following in bold print. 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE CONSTRUED OR INTERPRETED 
AS EVIDENCE OF INSURANCE COVERAGE BETWEEN THE VENDOR AND THE RECIPIENT.” 


3.5.2.1 The vendor must submit the Member Handbook to the DHCFP before it is published and/or 
distributed. The DHCFP will review the handbook and has the sole authority to approve or 
disapprove the handbook, in consultation with the Medical Care Advisory Committee (MCAC). The 
vendor must agree to make modifications in handbook language if requested by the DHCFP, in 
order to comply with the requirements as described above or as required by CMS or State law. In 
addition, the vendor must maintain documentation that the handbook is updated at least once 
per year. 


Scion Dental acknowledges and is prepared to meet the requirements in 3.5.2.1. Scion 


Dental will submit the Member Handbook template to the State of Nevada for the 
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Department’s approval before the publication date and will make any required changes. 


Any revisions made to the Member Handbook will be submitted to the State for re-


review and approval. We will also maintain documentation that the handbook is 


updated at least once per year. 


We intend to work closely with DHCFP staff to ensure that our Member Handbook aligns 


with Department goals and meets the unique needs of Nevada residents. 


3.5.2.2 The vendor must mail the handbook to all recipients within five (5) business days of receiving 
notice of the recipient’s enrollment and must notify all recipients of their right to request and 
obtain this information at least once per year or upon request. The vendor will also publish the 
Member Handbook on the vendor’s Internet website upon contract implementation and will 
update the website, as needed, to keep the Member Handbook current. At a minimum, the 
information enumerated below must be included in the handbook: 


A. Orienting new members of its benefits and services including confirmation of the recipient's 
PDP selection or assigned PDP; 


B. Role of the primary care dentist; 


C. The days the office or facility is open and services are available; 


D. The address and telephone number of the vendor’s office or facility; 


E. How to utilize services in sufficient detail to ensure that recipients understand benefit 
amount, duration and scope including prior authorization requirements; 


F. What to do in a dental emergency or urgent dental situation including how to access 
emergency dental care after hours and on weekends, or out of the service area, inform the 
member to dial 911 if there is a medical emergency; 


G. Information on Grievance, Appeals, and Fair Hearing procedures, as specified in 42 CFR 
438.10(g);  


H. A list of current network PDPs who are and who are not accepting new patients in the 
recipient’s service area and all languages spoken; 


I. The provider list located on the vendor’s website shall be updated by the vendor monthly; 


J. Any restrictions on the recipient’s freedom of choice among network providers; 


K. Procedures for changing a PDP; 


L. Recipient rights and protections as specified in 42 CFR 438.100. The vendor must maintain 
written policies and procedures for informing recipients of their rights and responsibilities, 
and must notify recipients of their right to request a copy of these rights and responsibilities; 


M. Procedures for enrollment and disenrollment; 


N. Procedure for referral to specialists or other medically necessary dental services; 


O. Referral for service that the vendor does not cover because of moral or religious objections, 
the vendor need not provide the information on how or where to obtain the service. The 
vendor must notify the State and recipient regarding services that meet these criteria and in 
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those instances, the State must provide the information on where and how to obtain the 
service; 


P. Any information regarding cost sharing which may apply for a non-covered service; 


Q. How to access Non-Emergency Transportation; 


R. The vendor is required to provide to the recipient upon request, information on the structure 
and operation of the vendor and information about provider incentive plans as set forth in 42 
CFR 438.6(h); 


S. Information the member needs in order to decide among all relevant treatment options; 


T. The risk, benefits, and consequences of treatment and non-treatment;  


U. The member’s right to participate in decisions regarding his or her healthcare, including the 
right to refuse treatment, and to express preferences about future treatment decisions; 


V. The member handbook must include a distinct section for eligible recipients which explains 
the EPSDT program and includes a list of all the services available to children; a statement 
that services are provided to the recipient at no costs and a telephone number which the 
recipient can call to receive assistance in scheduling an appointment; 


W. Notification of the recipient’s responsibility to report any third-party payment service to the 
vendor and the importance of doing so; and 


X. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, 
including hotlines, e-mail addresses and the address and telephone number of the vendor’s 
fraud and abuse unit. 


In addition to being mailed to recipients within five days of enrollment, Scion Dental’s 


Member Handbook will also be posted online and accessible 24/7 via the Member Web 


Portal. The Member Handbook will address all issues related to accessibility, recipient 


responsibility, and how to get assistance with any issue. The Handbook will contain all 


required content outlined in section 3.5.2.2, and begin with a table of contents to 


provide readers with a quick method for finding content.  


We will organize the Handbook content with the information used most frequently by 


recipients first, putting more specialized information later in the book. Our toll‐free 


Member Services and TDD/TTY numbers will be prominent at the bottom of each page. 


The Member Handbook will open with a reminder that a recipient may request the 


Handbook translated into another language or alternative format.  


Scion Dental will submit the Member Handbook template to the State of Nevada for the 


Department’s approval before publication and will make any required changes. Any 


revisions made to the Member Handbook will be submitted to the State for re-review 


and approval.  


We intend to work closely with DHCFP staff to ensure that our Member Handbook aligns 


with Department goals and meets the unique needs of Nevada residents. 


Real-time Provider Directory 


Scion Dental will also inform recipients on how to access our instant, real-time Provider 


Directory via the Member Web portal. The online, real-time directory includes:  


 Provider name 


 Address 
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 Telephone numbers 


 Office hours 


 Foreign languages spoken 


 Specialty 


 Whether the provider is accepting new patients 


 Practice limitations, including whether the provider is willing to serve children and 


adults with special health care needs and whether the provider’s practice has age 


restrictions 


Because data in our web portals is directly referenced from our benefits management 


software system, all provider-related data is instantly updated in the portals as soon as it 


is updated in our software platform—with no file extracts or data uploads needed. 


Recipients who use our self-service Member Web Portal will always have the most 


accurate, up-to-date provider information available, 24/7, through an easy-to-use 


Provider Search tool.  


We also include step-by-step instructions for selecting a Primary Dental Provider (PDP) 


online, and how to change their PDP assignment at any time through the Member Web 


Portal. Recipients can also call the Scion Dental Call Center for help finding a primary 


care dentist who meets their needs or change their PDP assignment at any time. 


3.5.2.3 The vendor must give each recipient written notice of any significant change, as defined by the 
State, in any of the enumerations noted above. The vendor shall issue updates to the Member 
Handbook, 30-days before the intended effective date, as described in 42 CFR 438.10(f)(4), when 
there are material changes that will affect access to services and information about the DBA 
Program. The vendor will provide notification when a change directly affects the ongoing care of 
the recipients. The vendor shall also provide such notices in its semi-annual recipient newsletters 
and shall maintain documentation verifying handbook updates. 


Scion Dental will provide written notice to recipients of any significant changes as 


defined by the state. We will issue updates to the Member Handbook at least 30 days 


before the effective date of the change and notify recipients when a change directly 


affects their ongoing care. 


We will also provide notices in a semi-annual recipient newsletter to be produced for 


the State of Nevada. We currently produce quarterly newsletters to recipients for a 


client’s state Medicaid program, and have seen very positive results and feedback. 


3.5.2.4 The vendor must give written notice of termination of a contracted provider, within fifteen (15) 
business days after receipt or issuance of the termination notice. This notice shall be provided to 
each recipient who received his/her primary care from, or was seen on a regular basis by, the 
terminated provider. 


In those rare situations when a provider contract must be terminated, Scion Dental 


takes proactive steps, including a thorough geo-analysis, to ensure every affected 


recipient is notified and connected with another nearby provider. When it is necessary 


to remove a provider or provider group from the network, our goal is always to ensure 


continuous access to care and minimal disruption to recipients. 
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Scion Dental will ensure each recipient who previously received dental services from a 


terminated provider will have written notice of the termination within 15 business days 


and the DHCFP Provider Enrollment Unit will be notified within 5 business days along 


with reasons for the termination. 


3.5.3 Recipient Services Department/Concierge Services 


The vendor shall maintain a Recipient Services Department (that also includes a Concierge Service) that 
personally assists recipients to find a service provider. This department must be adequately staffed with 
qualified individuals who shall also assist recipient, recipients’ family members, or other interested parties 
(consistent with laws on confidentiality and privacy) in obtaining information and services under the 
vendor’s plan. 


Scion Dental offers a highly efficient, professional call center that serves both recipients and 


providers utilizing fully automated call distribution technology—with intelligent skill-based call 


routing—to automatically transfer calls to the Customer Service Representative best able to 


handle that customer’s needs.  


At Scion Dental, we settle for nothing less than providing outstanding customer service. We can 


guarantee this because we hire the best people, give them the best training, and then support 


them with the technology they need to meet our customer’s every need. 


Scion Dental’s Call Center is staffed with well-trained, knowledgeable, and professional Customer 


Service Representatives (CSRs) equipped with the tools needed to assist callers with locating a 


provider or answering questions regarding available benefits under their plan. 


3.5.3.1 The Recipient Services Department is to be operated at a minimum, traditional business hours of 
Monday through Friday, 8:00 a.m. through 5:00 p.m., and not less than what is provided to the 
vendor’s commercial clients, if applicable. 


Scion Dental operates a HIPAA-compliant Call Center located in Wisconsin. We service 


recipient calls throughout the United States in all time zones, and we can accommodate 


hours of operation Monday through Friday between 8:00 AM and 5:00 PM Pacific Time. 


3.5.3.2 Ensure that a toll-free hotline telephone number is operated at a minimum, traditional business 
hours of Monday through Friday, 8:00 a.m. through 5:00 p.m. for recipient access. 


Scion Dental will provide Nevada with a dedicated toll-free telephone number for 


recipients to contact the Customer Service Center. As stated in section 3.5.3.1, Scion 


Dental’s Call Center can service recipient calls throughout the United States in all time 


zones, and we can accommodate hours of operation Monday through Friday between 


8:00 AM and 5:00 PM Pacific Time. 
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3.5.3.3 At a minimum, Recipient Services Department staff must be responsible for the following: 


A. Explaining the operation of the vendor; 


B. Explaining covered benefits; 


C. Resolving, recording and tracking recipient grievances and appeals in a prompt and timely 
manner; 


D. Responding to recipient inquiries;  


E Providing Concierge Services; and 


F. If the recipient requires assistance with accessing care, including finding a provider, the 
Recipient Services Department will transfer the recipient to the in-person Concierge Services. 
The in-person Concierge Service staff will assist the recipient to find a provider, this assistance 
is over and above providing a list of network providers or directing to the web. The Concierge 
will provide the following assistance: 


1. Assisting recipients in selecting and/or changing PDPs or Primary Dental Care Sites. The 
vendor must report any PDP and/or Primary Dental Care Sites changes electronically to 
the DHCFP; 


2. Assisting recipient to make appointments and obtain services; the vendor is required to 
find and schedule an appointment if the recipient reports they are unable to access or find 
a provider or make an appointment; 


3. Assisting recipient in obtaining out-of-area and out-of-network care; and 


4. While the Recipient Services Department will not be required to operate after business 
hours, the vendor must comply with the requirement to provide urgent care and 
emergency coverage twenty-four (24) hours per day, seven (7) days per week. The vendor 
must have written policies and procedures describing how recipients can obtain urgent 
coverage and emergency services after business hours and on weekends. Policies and 
procedures must include provision of direct contact with qualified dental professionals. 
Participants should be given the option to speak with a qualified dental professional 
during an emergency to advise and direct recipients to the correct service location which 
may include local emergency departments or dental offices. Urgent coverage means those 
problems which, though not life-threatening, could result in serious injury or disability 
unless medical attention is received. 


At Scion Dental, we expect our Customer Service Representatives to provide superior 


customer service to our callers to ensure each caller is satisfied with the outcome 


whenever possible.  


Scion Dental believes a timely response is not only measured by how quickly a ringing 


telephone is answered, but also whether the inquiry is resolved at the first point of 


contact. We rely on our technology tools to ensure we consistently meet contracted 


Service Level Agreements for Call Center performance and to accurately and efficiently 


answer inquiries from both providers and recipients. 


Providing appointment assistance 


Scion Dental’s Call Center Representatives are trained to assist recipients with 


scheduling appointments while on the phone with a recipient. We also have procedures 


in place to actively assist recipients when no contracted provider is available. 
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At Scion Dental, our Concierge-level Care treats each recipient with respect and offers 


personalized assistance with appointment scheduling and oral health education. With 


just a simple toll-free phone call to the Scion Dental Call Center team, recipients may 


request and receive hands-on assistance with appointment scheduling. 


On-the-phone appointment scheduling 


Our Concierge-level Care for recipients offers: 
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Handling recipient and provider grievances and appeals 


At Scion Dental, we recognize that recipients, providers, and clients are best served by 


the quick and accurate processing of all grievances and appeals, which helps to ensure 


satisfaction and foster a network of mutual trust and respect. We have proven policies, 


procedures, and workflows already in place to manage and resolve grievances and 


appeals from both recipients and providers.  


When Scion Dental receives a grievance or appeal from a recipient or a provider, the 


issue is immediately assigned to a trained Appeals Specialist for investigation and 


resolution. 


Customer Service software system 


Our fully integrated Customer Service software allows Customer Service Representatives 


to respond to and track calls and other correspondence from recipients and providers. 


The customer service system was designed to give our staff all of the information they 


need in one place, so they can quickly and efficiently answer each inquiry at the initial 


point of contact. 
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Interactive Voice Response (IVR) System 


Callers can take advantage of our telephone system by using the 24/7 self-service 


feature within our Interactive Voice Response (IVR) system. The IVR can guide a caller 


through eligibility verification or help them locate a provider that meets their needs 


near their preferred location.  


During regular business hours, the caller has the option of pressing “0” at any time to be 


immediately connected to a Customer Service Representative. 


Telephone software tools 
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Quality Management software suite 


To help ensure accurate, professional, and respectful responses to inquiries, Scion 


Dental uses a software suite as part of our Call Center Quality Management program. 


Software tools include: 


 Call recording and retrieval. 


 Screen capture for every transaction, automatically combined with agent voice 


recording, making it easy to review the entire customer experience. 


 Comprehensive agent evaluation, with immediate coaching, advanced e-learning, 


and in-depth, customized reporting. 


Quality Assurance program 


Each Customer Service Representative who joins the Scion Dental team not only 


participates in the comprehensive training and ongoing education described above, but 


also receives intensive one-on-one attention, coaching, and support from our Call 


Center Managers. 


Our Quality Assurance program for the Call Center includes: 
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 Recording of 100% of the calls received by our Call Center 


 Random live call monitoring with immediate feedback 


 Customer Service Representative evaluations based on meeting quality standards 


as well as Scion Dental and State-specific guidelines 


 Monthly coaching sessions 


 Side-by-side training and evaluation 


Scion Dental’s dedicated Quality Monitoring Specialists conduct monthly quality reviews 


to ensure our representatives are striving for first-call resolution, providing callers with 


accurate and complete information, and serving callers with professionalism and 


respect. Our Quality Monitoring Specialist team evaluates each Customer Service 


Representative at least once a month by reviewing five to ten recorded calls and 


observing live calls.  


Each Customer Service Representative is evaluated on: 


 Courtesy and professionalism 


 Caller interaction and rapport building 


 Accuracy of information provided 


 Problem resolution and efficiency 


 HIPAA and PHI compliance 


 Appropriate documentation of call log 


All Customer Service Representatives are expected to demonstrate effective listening 


skills, take the time to identify caller’s needs, build rapport, and strive for a first call 


resolution. If unable to immediately resolve and issue, the Customer Service 


Representative is required to follow appropriate steps outlined in our formal policies 


and procedures. We expect our Customer Service Representatives to ensure each caller 


is satisfied with the outcome whenever possible.  


“If I have questions regarding denials, or need additional information on 
a pre-authorization we’ve received, I never have any issues contacting 
the right person to discuss them with. I have NEVER had a patient 
complain about any Scion Dental representative they’ve spoken to. In 
fact, they’ve praised them for being helpful and polite.” 
Christine Reed, Office Manager, Reno Dentures, Reno, NV 
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3.5.4 Dental Provider Requirements 


3.5.4.1 Primary Dental Provider (PDP) or Primary Dental Care Site  


 The vendor shall allow each enrolled recipient the freedom to choose from among its participating 
PDPs and change PDPs as requested. The vendor must implement procedures to ensure that each 
recipient has an ongoing source of primary care appropriate to their needs. 


 Each enrolled recipient must be assigned to a PDP or Primary Dental Care Site, within five (5) 
business days of the effective date of enrollment. The vendor may auto-assign a PDP or Primary 
Dental Care Site that has traditionally served the Medicaid population to an enrolled recipient 
who does not make a selection at the time of enrollment. 


Scion Dental supports recipient choice, and recommends allowing recipients to visit any 


dental provider in the network without referral or prior approval. Whenever possible, 


we use existing Dental Home assignment data from the former plan administrator along 


with business logic and data analysis to: 


 Educate and encourage all recipients to select their own primary care dentists. 


 Automatically match recipients with appropriate dental providers, based on 


business rules approved by DHCFP. 


 Provide targeted outreach and intervention to recipients that includes contact 


information for their primary dental provider. 


 Increase the number of recipients receiving preventive care and necessary dental 


covered services. 


 Make it easier and more efficient for providers to manage patient rosters and 


caseloads. 


As stated in section 3.3.1.5, our experience shows many new recipients may already 


have established relationships with network providers, and recipients who select their 


own primary care dental providers are more likely to schedule appointments with their 


Dental Home. Because of this, we offer and encourage recipient choice. We employ a 


comprehensive outreach and education program to encourage recipients to be actively 


involved in the selection and timely assignment of their Primary Care Dentist (PDP). We 


also make it quick and easy for recipients to find network providers and change their 


Dental Home assignment online through the Member Web Portal. 


Recipients (or their designated family member or caregiver) can find a dental provider in 


the network through the provider search feature in the Member Web Portal or by 


calling the Scion Dental Call Center. We also make it clear recipients are free to receive 


services from any provider in the network without first being assigned to a Dental Home 


and without prior approval. 


Recipients are encouraged to select a PDP when they enroll in the program, as part of 


the Scion Dental welcome process. Scion Dental continues educating and encouraging 


recipient choice in selecting a PDP, even after recipients are enrolled. Our recipient 


welcome letter, which highlights major program components, includes information on 


selecting a primary dental provider. 
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Throughout the years, Scion Dental has learned that recipients may not know their PDP 


assignment because they are automatically assigned when the care model is 


implemented. Even with frequent and various communication channels regarding their 


PDP assignment, recipients may not be aware of or understand the importance of a 


Primary Dental Provider. We have learned it’s more effective when providers initiate 


outreach to their assigned recipients directly, rather than relying solely on a benefit 


administrator’s recipient outreach team. 


We understand that even with PDP education and easy-to-use sign up tools, some 


recipients will still not select a primary care dentist themselves within five days of 


enrollment. To ensure all recipients are assigned a PDP, Scion Dental uses an automated 


algorithm to assign recipients to PDPs who are accepting new patients. Wherever 


possible, we assign recipients to the same PDP who has been providing their care prior 


to the transition. 
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When recipients are notified of their auto-assigned PDP, they are also informed that 


they may change their PDP at any time. 


Recipients who are unable to be matched to a provider through the auto-assignment 


logic are manually matched to a PDP. Our Call Center staff is available to answer 


questions regarding PDP selection and to help recipients locate and select appropriate 


dental providers.  


3.5.4.2 Twenty-Five (25) Mile Rule 


 The vendor must offer every enrolled recipient a PDP or Primary Dental Care Site located within a 
reasonable distance from the enrolled recipient’s place of residence. In a county having a 
population of 100,000 or more, must have a radius of not more than 25 miles between the 
subscriber or individual enrollee and PDP without the written request of the recipient. 


As stated in section 3.5.4.1, the algorithm we use when assigning PDPs uses geo‐access 


methodology to auto‐assign a PDP within a reasonable distance from the enrolled 


recipient’s residence if one has not been selected by the recipient. We can ensure 


recipients in a county with a population of 100,000 or more are within a radius of no 


more than 25 miles, unless a written request is received from the recipient. 
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3.5.4.3 Assignment of a PDP or Primary Dental Care Site 


 If an enrolled recipient does not choose a PDP, the vendor shall match enrolled recipients with 
PDPs by one or more of the following criteria:  


A. Assigning enrolled recipients to a provider from whom they have previously received services, 
if the information is available; 


B. Designating a PDP or Primary Dental Care Site who is geographically accessible to the 
enrolled recipient per NAC 695C.160 (25 Mile Rule); and 


C. Assigning all children within a single family to the same PDP. 
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When recipients are notified of their auto-assigned PDP, they are also informed that 


they may change their PDP at any time. 


Recipients who are unable to be matched to a provider through the auto-assignment 


logic are manually matched to a PDP. Our Call Center staff is available to answer 


questions regarding PDP selection and to help recipients locate and select appropriate 


dental providers.  


3.5.4.4 Changing a PDP or Primary Dental Care Site 


A. An enrolled recipient may change a PDP or PDCS for any reason. The vendor shall notify 
enrolled recipients of the procedures for changing PDPs or Primary Dental Care Sites. 


Recipients can select a Primary Dental Provider (PDP) online, anytime, and they can 


change their PDP assignment at any time through the Member Web Portal. Step-by-


step instructions for selecting a PDP are included in the Welcome Packet and on the 


Member Web Portal. Recipients can also change their PDP assignment at any time 


by calling the Scion Dental Call Center. 


B. In cases where a PDP has been terminated, the vendor must notify enrolled recipients in 
writing and allow recipients to select another primary Dental provider, or make a re-
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assignment within fifteen (15) business days of the termination effective date, and must 
provide for urgent care for enrolled recipients until re-assignment. 
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Scion Dental will provide the enrolled recipients with urgent care until PDP re-


assignment.  


C. The vendor may initiate a PDP or Primary Dental Care Site change for an enrolled recipient 
under the following circumstances: 


1. The enrolled recipient’s residence has changed such that distance to the PDP is greater 
than twenty-five (25) miles. Such change will be made only with the consent of the 
recipient; 


2. The PDP ceases to participate in the vendor’s network; or 


3. Legal action has been taken against the PDP, which excludes provider participation. 


In the event of the circumstances outlined above, Scion Dental will initiate a PDP 


change for enrolled recipients. We will notify the appropriate recipients of the 


change in a written letter sent by US postal mail. The letter will include information 


on selecting a new PDP via the Call Center or Member Web Portal.  
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D. The vendor shall track the number of requests to change PDPs and the reasons for such 
requests.  


Scion Dental has the ability to generate a wide range of reports that effectively 


assess a network. Among other things, we are able to track PDP change requests 


and the reason for each request through our Enterprise System software.  







SECTION 3 
3. Scope of Work 
3.5  Recipient Services 


70  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


3.5.4.5 Use of Dental Homes 


A. The vendor is encouraged to use existing patient-centered Dental homes/health homes, when 
available and appropriate. 


B. Vendor should use supportive provider services and contracting to support the expansion of 
patient-centered dental homes/health homes. 


C. Vendor is encouraged to use other innovative models, when available and appropriate. 


At Scion Dental, we believe a quality Dental Home contributes to the ongoing 


relationship between providers and recipients and can be a cost-effective, advanced 


value alternative to emergency care. Our process is to utilize recruiting mechanisms to 


enter into contracts with Dental Homes in each county or identified region. We use our 


network access reporting to ensure recipient access standards are met, and we establish 


targeted outreach campaigns to meet any identified deficiencies. 


Our Enterprise System software platform has had the capability to support the Dental 


Home concept with Primary Care Dentist/Primary Care Location assignments since its 


inception. Over the past several years, we’ve noticed interest in the Dental Home 


concept has been trending upward. Scion Dental has implemented Dental Home models 


in several states, as client interest in the concept has increased.  


As stated in section 3.3.1.5, our experience shows many new recipients already have 


established relationships with network providers, and recipients who select their own 


primary dental providers are more likely to schedule appointments with their Dental 


Home. Because of this, we offer and encourage recipient choice. We employ a 


comprehensive outreach and education program to encourage recipients to be actively 


involved in the selection and timely assignment of their Primary Care Dentist (PDP).  


Recipients are encouraged to select a PDP when they enroll in the program, as part of 


the Scion Dental welcome process. Recipient education regarding PDP selection begins 


prior to enrollment, and Scion Dental continues educating and encouraging recipient 


choice in selecting a PDP, even after recipients are enrolled. Our recipient welcome 


letter, which highlights major program components, includes information on selecting a 


primary care dentist.  


Recipients can call the Scion Dental Call Center for help finding a primary dental provider 


who meets their needs and for help changing their PDP.  


We also allow recipients to select their Primary Dental Provider from the Scion Dental 


Member Web Portal. Step-by-step instructions for registering for the portal and 


selecting a PDP are included in the welcome packet. Recipients can use our online Find-


a-Provider search tool to verify whether their current preferred provider is contracted in 


the network, and it can help them find a participating provider in their local area. 


Recipients can select a PDP online, and they can change their PDP assignment at any 


time through the Member Web Portal. 


We understand that even with PDP education and easy-to-use sign up tools, some 


recipients will still not select a primary care dentist themselves. To ensure all recipients 


are assigned a PDP, Scion Dental uses an automated algorithm to assign recipients to 
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PDPs who are accepting new patients. Wherever possible, we assign recipients to the 


same PDP who has been providing their care prior to the transition. 
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When recipients are notified of their auto-assigned PDP, they are also informed that 


they may change their PDP at any time. 


Recipients who are unable to be matched to a provider through the auto-assignment 


logic are manually matched to a PDP. Our Call Center staff is available to answer 


questions regarding PDP selection and to help recipients locate and select appropriate 


dental providers.  


We’ve learned it’s important to communicate to recipients – often and clearly – that 


they can switch their PDP at any time. Communicating the concept of Dental Home to 


recipients can be challenging. Our goal is to work closely with providers to help get more 


patients in the door.  


3.5.5 Children with Special Health Care Needs (CSHCN) 


3.5.5.1 The vendor must produce a treatment plan for recipients with special health care needs who are 
determined through an assessment by appropriately qualified health care professionals to need a 
course of treatment or regular care monitoring. The treatment plan must be: 


A. Developed by the recipient’s primary dental provider with recipient participation, and in 
consultation with any specialists caring for the recipient; 


B. Approved by the vendor in a timely manner, if approval is required by the vendor; and 


C. In accordance with any applicable State quality assurance and utilization review standards. 


Scion Dental will provide a treatment plan for services consistent with the CSHCN 


parameters. 


3.5.5.2 Must have a mechanism in place to allow these recipients direct access to a specialist through a 
standing referral or an approved number of visits, as deemed appropriate for the recipient’s 
condition and identified needs. 


Scion Dental acknowledges and is prepared to meet this requirement. Our process does 


not restrict recipients in seeking the services of specialists. 
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3.6  Network 


The vendor is required to establish and manage appropriate provider networks and maintain existing written 
provider agreements with such providers in geographically accessible locations. The vendor must maintain a network 
of General Dentists, Pediatric Dentists, Endodontists, Oral Surgeons, Oral and Maxillofacial Surgeon, Periodontists 
and Prostodontists, Dental Hygienists, and ancillary services sufficient to provide access to all services covered in this 
RFP in a manner that complies with access standards described in this RFP, in the DHCFP’s Access to Care Plan, and 
the Code of Federal Regulations. Consideration must be given to the number of expected recipients that may enroll. 
The vendor when establishing and maintaining its network must consider the expected utilization of services and the 
numbers and types of providers given the characteristics and dental care needs of the specific Medicaid population 
enrolled with the vendor. The vendor’s management oversight includes, but is not limited to, credentialing, 
maintenance, provider profiling, peer review, dispute resolution and Dental Director Services. The vendor must 
conduct secret shopper surveys to a statistically sound sample across their network as part of the Access to Care 
Monitoring Plan to identify appointment standards and access to services which must be reported annually. 


The vendor must describe their approach to network management including if the network will be an open or closed 
network and if some services are currently planned to be provided through subcontractors, sub capitation, fee for 
service or alternative models. 


Network providers will be required to use designated practice guidelines and protocols. Prior to the contract start 
date the vendor shall identify the practice guidelines it intends to use for acceptance by the DHCFP. Submission shall 
occur after awarded contract but before the contract start date. The State shall accept or reject, in writing, within ten 
(10) business days of receipt.  


If the vendor puts a provider group at substantial financial risk for services not provided by the provider group, the 
vendor must ensure that the provider group has adequate stop-loss protection. 


3.6.1 


The vendor must adopt practice guidelines and protocols which: 


3.6.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in the 
particular field; 


There are no published clinical criteria for dental services; however, Scion Dental has 


adopted the generally accepted principles of diagnoses and treatment modalities taught 


in all American dental schools and post graduate dental programs to create our clinical 


algorithms (guidelines). In conjunction with these principles, Scion Dental incorporates 


state Medicaid guidelines, educational literature and best practice guidelines published 


by the various dental specialty organizations, benefit plan description documents, as 


well as the information contained in the current CDT Code of Dental Terminology 


published by the American Dental Association. 


Dental specialty organizations include: 


 The American Academy of Pediatric Dentistry 


 The Academy of General Dentistry 


 The American Endodontic Society 


 The American Orthodontic Society 


 The American Association of Oral and Maxillofacial Surgery 
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For those procedures requiring prior authorization, Scion Dental utilizes its proprietary 


clinical criteria in cases where State clinical criteria do not exist. Where State clinical 


criteria exist, State criteria will be utilized.  


3.6.1.2 Are adopted in consultation with contracting dental professionals; and 


Scion Dental seeks contracting dental professionals’ feedback, and this feedback is 


noted in relation to practice guidelines and protocols. 


3.6.1.3 Are reviewed and updated periodically as needed to reflect current practice standards. 


Practice guidelines and protocols are reviewed and updated annually by Scion Dental’s 


Peer Review Committee.  


3.6.2 


The Vendor must:  


3.6.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, 
upon request, to recipients and potential recipients, including prior authorization policies and 
procedures; 


Scion Dental will disseminate its practice guidelines to all affected providers prior to the 


contract start date and, upon request, to recipients and potential recipients, including 


prior authorization policies and procedures. 


Scion Dental offers providers multiple resources and online tools regarding practice 


guidelines to follow, billing requirements, how to file claims, and other key information 


about the dental program.  


Please see section 3.6.10.2 for more information on how we disseminate practice 


guidelines via our Provider Policy and Procedure Manual. 


To ensure providers are aware of clinical guidelines and dental treatment frequency 


standards, we make information about medical necessity guidelines, benefit plan details 


and authorization requirements, and practice guidelines available in our provider 


orientation sessions, webinars, our Policy and Procedures Manual, and Provider Web 


Portal.  


 We publish practice guidelines based on either the client’s treatment requirements 


or based on a dental periodicity schedule developed by the American Academy of 


Pediatric Dentistry (AAPD). 


 Medical necessity guidelines are not only published in various online formats as 


education materials, they are also integrated into the web portal user interface—


giving providers the option of instant feedback when they submit an authorization. 


Before clicking “Submit,” providers can step through a series of guideline questions 


and immediately see whether their authorization request is likely to be approved. 
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3.6.2.2 Ensure that decisions for utilization management, recipient education, coverage of services, and 
other areas to which the guidelines apply are consistent with the guidelines; 


Scion Dental uses proprietary clinical guidelines as the foundation of our dental protocol 


process to ensure consistent and equitable determination of coverage (medically 


necessary covered dental services). Our clinical guidelines have been developed over the 


past ten years under the direction of our Chief Dental Officer and independent dental 


consultants, and are based on cost effective, evidence-based standards of practice 


within the dental community. 


Scion Dental can modify any of our 120+ generic clinical guidelines, which cover over 


400 dental procedures, to meet the State of Nevada’s requirements. In our experience, 


most client implementations employ Scion Dental’s standard proprietary guidelines for 


the majority of covered procedures requiring authorization. 


Scion Dental’s Peer Review Sub-Committee is responsible for maintaining the highest 


level of quality for recipient dental care. All Utilization Management (UM) clinical 


criteria, as policy, are subjected to, at a minimum, annual clinical review, and a 


recommendation for approval is forwarded to the UM Sub-Committee for their review 


and approval. Clinical algorithms (guidelines), as a prescreening tool for a utilization 


review process, are subjected to the Chief Dental Officer’s review and approval before 


release to the Utilization Management department. 


3.6.2.3 Meet and require its providers to meet State standards for timely access to care and services, 
taking into account the urgency of the need for services; 


As mentioned previously in section 3.3.1.10, Scion Dental requires providers to meet 


State standards for timely access to care and services. We make information about 


timely access to care and appointment standards available in our provider orientation 


sessions, webinars, Provider Policy and Procedure Manual, and Provider Web Portal.  


3.6.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation 
offered to commercial recipients or comparable to Medicaid FFS, if the provider serves only 
Medicaid recipients; 


Scion Dental will ensure that its providers offer hours of operation that are no less than 


the hours of operation offered to commercial recipients or comparable to Medicaid FFS, 


if the provider serves only Medicaid recipients. 


Scion Dental implements site visits and secret shopper compliance calls to ensure that 


our providers offer hours of operation that are no less than the hours of operation 


offered to commercial recipients or Medicaid FFS. 


3.6.2.5 Mechanisms to ensure compliance by providers; 


3.6.2.6 Monitor providers regularly to determine compliance; 
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Please see section 3.3.1.10 for more details on how we monitor compliance. 


3.6.2.7 Take corrective action if there is a failure to comply by network providers;  


If a provider is not complying with the appointment availability standards, our Provider 


Relations team intervenes with education about the requirements, monitors for 


improvements, and takes corrective action if required. Our education and corrective 


action process includes the following steps: 
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3.6.2.8 Participate in state and federal efforts to promote the delivery of services in a culturally 
competent manner to all recipients, including those with limited English proficiency and diverse 
cultural and ethnic backgrounds; 


As stated in section 3.3.1.12, as we build networks, we understand and appropriately 


respond to the unique combination of cultural variables—including ability, age, 


ethnicity, linguistic background, race, and socioeconomic status—that comprise 


membership. 


Scion Dental employs a number of tactics to ensure all recipients receive necessary and 


appropriate care and services—regardless of cultural backgrounds and practices. For 


example, Scion Dental can cover, without charge, over-the-phone translation services 


for any non-English-speaking recipient who needs language interpretation during a 


dental visit.  


To ensure all providers in the network are trained in cultural awareness and provide 


exceptional service to all recipients, our provider training promotes the importance of 


and respect for culture and language and the traditions and heritage associated with 


recipients.  


3.6.2.9 Not discriminate for the participation, reimbursement, or indemnification of any provider who is 
acting within the scope of his/her license or certification under applicable State law, solely on the 
basis of that license, specialty or certification. The vendor may not discriminate against particular 
providers who serve high risk populations or specialized conditions that require costly treatment. 
If the vendor declines to include an individual or groups of providers in its network, it must give 
the affected network provider(s) written notice of the reason for its decision. 42 CFR 438.12 (a) 
may not be construed to require the vendor to contract with providers beyond the number 
necessary to meet the needs of its recipients; or, preclude the vendor from using different 
reimbursement amounts for different specialties or for different practitioners in the same 
specialty; or, preclude the vendor from establishing measures that are designed to maintain 
quality of services and control costs and are consistent with its responsibilities to recipients; and 


Scion Dental acknowledges and is prepared to meet the requirements in section 3.6.2.9.  


The types of providers credentialed by Scion Dental is driven by client requirements. We 


typically credential all licensed dentists, but we also credential dental hygienists when 


clients require it. 


Any DDS or DMD who is interested in participation with Scion Dental, Inc. is invited to 


apply. Providers who seek participation in any Scion Dental Managed Care network must 


be credentialed prior to participation in the network. Scion Dental will not differentiate 


or discriminate in the treatment of providers seeking credentialing on the basis of race, 


ethnicity, sex, age, national origin or religion. 


3.6.2.10 Provide to the DHCFP supporting documentation, in a format specified by the DHCFP, which 
demonstrates it has the capacity to serve the expected enrollment in its service area in 
accordance with the DHCFP’s standards for access to care at the time it enters into the contract 
with the State and any time there is a significant change in their operations that impact services. 
Such documentation must demonstrate that the vendor offers an appropriate range of services 
and maintains a network of providers that is sufficient in number, mix, and geographic 
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distribution to meet the needs of the anticipated number of recipients in the service area. A 
significant change includes but may not be limited to:  


A. Changes in the vendor’s services, benefits, geographic service area or payments; or 


B. Enrollment of a new population in the network. 


Scion Dental acknowledges and is ready to meet the requirements in section 3.6.2.10. 


All providers contracted with Scion Dental as part of the Nevada Dental Medicaid 


network must comply with the access standards mandated by DHCFP. These standards 


will be clearly stated in our Provider Agreement. The Provider Policy and Procedure 


Manual will also define the State of Nevada’s access standards and will be available to all 


participating providers during the initial onsite orientation session and thereafter. 


During the orientation, providers and their staff will receive training regarding 


contractual obligations and requirements, including appointment scheduling and wait 


times. 


As also mentioned earlier in section 3.6.2.10, Scion Dental’s innovative, web-based 


technology gives DHCFP the ability to track and analyze all network changes in real-time. 


As just one example, all provider information is tracked within Scion Dental’s Provider 


Contracting Module. This is a central repository of unique data elements relating to each 


and every licensed, contracted, and credentialed dental provider in the State’s network. 


This information is analyzed—on a regular basis—to identify any geographic areas of 


concern from a network adequacy and network ratio perspective.  


This analysis can then be provided to the State through a variety of in-depth reports—


including, for example, geographic access reports, provider directories, Dental Home 


ratio reports, and network adequacy reports.  


3.6.3 Network Management 


3.6.3.1 Primary Dental Provider (PDP) or Primary Dental Care Site Responsibilities:  


A. The PDP (a General Dentist or Pediatric Dentist) in a Primary Dental Care Site serves as the 
recipient’s initial point of contact with the vendor. As such, the PDP or the dentist at the 
Primary Dental Care Site is responsible for the following: 


1. Delivery of covered medically necessary, dental services and preventive services, including 
EPSDT screening services; 


2. Referrals for specialty care and other covered medically necessary services in the vendor 
benefit package; 


3. Continuity and coordination of the enrolled recipient’s dental care; and 


4  Maintenance of a current Dental record for the enrolled recipient, including 
documentation of all services provided by the PDP, and specialty or referral services, or 
out-of-network services.  


 Although PDPs must be given responsibility for the above tasks, the vendor must agree to 
retain responsibility for monitoring PDP and Primary Dental Care Site activities to ensure they 
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comply with the vendor’s and the State’s requirements. The vendor is prohibited from 
imposing restrictions on the above tasks. 


Scion Dental will require Primary Dental Providers (PDPs) and dentists at Primary 


Dental Care Sites to meet all the requirements of 3.6.3.1. Scion Dental agrees to 


retain responsibility for monitoring PDP and Primary Dental Care Site activities to 


ensure they comply with Scion Dental’s and the State’s requirements. 


Scion Dental will work with the DHCFP to establish the Dental Home responsibilities 


according to recipients’ needs and will ensure verification processes are in place. 


Every Medicaid program seeks to meet specific needs of their population; therefore, 


Dental Home responsibilities are structured to meet the utilization goals and 


performance standards set by the Medicaid program. 


Some of the responsibilities include outreach and appointment-tracking. Providers 


may be expected to perform outreach to recipients within 30 days, notifying them 


of office hours of operations, primary contact phone numbers, and appointment 


guidelines. They may be required to track the dates associated with all outreach 


efforts and document whether or not an appointment was made, the date of the 


appointment, and any comments. If applicable, they should include additional 


information such as recipients refusing the appointment or incorrect demographic 


information. 
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3.6.3.2 Essential Community Providers 


 An essential community provider accepts patients on a sliding scale fee, determined on the 
income of the patient; does not restrict access or services due to financial limitations of a patient; 
and can demonstrate to the DHCFP that the restriction of patient base from this provider would 
cause access problems for either Medicaid or low-income patients. 


Scion Dental acknowledges and is ready to meet the requirements in section 3.6.3.2. 


We contract with any willing and eligible provider group, including essential community 


providers as defined in this RFP. For contracted essential community providers, our 


reimbursement is based on the Medicaid reimbursement encounter rate. For 


uncontracted essential community providers, Scion Dental will pay at a rate deemed 


appropriate by the DHCFP. Scion Dental will reprocess any claims for essential 


community providers when there is a delay in the issuance of the encounter rate data 


that indicates an increase in the rate.  


3.6.3.3 The vendor is required to negotiate in good faith with all of the following essential community 
providers if they provide covered dental services: 


A. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC);  


B. The University Medical Center of Southern Nevada; 


C. The University of Nevada School of Medicine (UNSOM); 


D. The University of Nevada, Las Vegas School of Medicine (UNLV SOM); 


E. Division of Public and Behavioral Health (DPBH); 


F. Division of Child and Family Services (DCFS);  


G. Community Centered Behavioral Health Clinics (CCBHC);  


H. County Child Welfare Agencies; 


I. Any dental provider designated by the DHCFP as an essential community provider. The DHCFP 
will notify the Vendor of providers designated by the DHCFP as essential community 
providers; 


 Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial 
to the provider as contracts with other providers in the same geographic area for similar services. 
Providers who work through one of the essential community providers must be negotiated in good 
faith.  


Scion Dental acknowledges and is ready to meet the requirements in section 3.6.3.3. 


We offer all providers contracts made in good faith, and will continue to do so for the 


essential community providers listed in 3.6.3.3.A-I. 


Scion Dental already partners with the University of Nevada Las Vegas School of 


Dentistry (UNLV) to offer treatment services to Medicaid recipients. UNLV dental 


students have a strong history of participation in Scion Dental health fairs. Please see 


section 3.6.6.3 for more details. 
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3.6.4 Subcontractors 


3.6.4.1 All Subcontracts, excluding network provider contracts but including delegation agreements, must 
be in writing, must be prior approved by the DHCFP, and must contain all applicable items and 
requirements as set forth in the DHCFP DBA Contract, as amended. The vendor may not delegate 
any item or requirement in the DHCFP DBA Contract to any subcontractor without the express, 
written approval of the DHCFP. The vendor’s failure to obtain advance written approval of a 
Subcontract from the DHCFP will result in the application of a penalty equal to $25,000 for each 
incident. Without limitation the vendor must make all Subcontracts available within five (5) 
business days of a request by the DHCFP. This includes but is not limited to administrative, 
technical and sub-contracted dental providers. 


Scion Dental acknowledges and agrees that all subcontracts, excluding network provider 


contracts but including delegation agreements, need to be in writing and approved by 


the DHCFP in advance, and must contain all applicable items and requirements as set 


forth in the DHCFP DBA Contract, as amended. Scion Dental will not delegate any item 


or requirement in the DHCFP DBA Contract to any subcontractor without the express, 


written approval of the DHCFP. Without limitation, Scion Dental will make all 


subcontracts available within five (5) business days of a request by the DHCFP. This 


includes but is not limited to administrative, technical and sub-contracted dental 


providers. 


3.6.4.2 The vendor may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes 
Capitation payments to the vendor. Notwithstanding the use of subcontractor(s), the vendor 
accepts and acknowledges its obligation and responsibility under this Contract as follows:  


A. For the provision of and/or arrangement for the services to be provided under this Contract 
and to ensure the coordination of care between dental, orthodontia and as applicable 
medical needs is maintained; 


B. For the evaluation of the prospective subcontractor’s ability to perform the activities to be 
delegated;  


C. For the payment of any and all claims payment liabilities owed to providers for services 
rendered to enrolled recipients under this RFP, for which a subcontractor is the primary 
obligor provided that the provider has exhausted its remedies against the subcontractor; 
provided further that such provider would not be required to continue to pursue its remedies 
against the subcontractor in the event the subcontractor becomes insolvent, in which case 
the provider may seek payment of such claims from the Vendor. For the purposes of this 
section, the term “Insolvent” shall mean: 


1. The adjudication by a court of competent jurisdiction or administrative tribunal of a party 
as a bankrupt or otherwise approving a petition seeking reorganization, readjustment, 
arrangement, composition, or similar relief under the applicable bankruptcy laws or any 
other similar, applicable Federal or State law or statute; or 


2. The appointment by such a court or tribunal having competent jurisdiction of a receiver or 
receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part 
of its property upon the application of any creditor or other party entitled to so apply in 
any insolvency or bankruptcy proceeding or other creditor’s suit. 


D. For the oversight and accountability for any functions and responsibilities delegated to any 
subcontractor. The vendor shall indemnify, defend and hold the State of Nevada, the DHCFP 
and their officials, representatives and employees harmless from any and all liabilities, losses, 
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settlements, claims, demands, and expenses of any kind (including but not limited to 
attorneys’ fees) which are related to any and all claims payment liabilities owed to providers 
for services rendered to enrolled recipients under this RFP for which a subcontractor is the 
primary obligor; 


E. Subcontracts which must be submitted to the DHCFP for advance written approval include 
any subcontract between the vendor, excluding network provider contracts, and any 
individual, firm, corporation or any other entity engaged to perform part or all of the selected 
vendor’s responsibilities under the DHCFP DBA Contract. This provision includes, but is not 
limited to, claims processing, recipient services, provider services, cost containment services 
such as utilization management, third party liability, surveillance and utilization review. This 
provision does not include, for example, purchase orders. In addition, the vendor must 
provide written information to the DHCFP prior to the awarding of any contract or 
Subcontract regarding the disclosure of the vendor’s ownership interests of five percent (5%) 
or more in any delegated entity or Subcontractor;  


F. As part of its provider contracting and subcontracting, the vendor agrees that it shall comply 
with the procedures set forth in Attachment D, Contract Form; 


G. Subcontractor contracts may not be structured to provide financial or other incentives to 
providers and subcontractors for denying, reducing or limiting medically necessary services; 
and 


H. The use of “gag” clauses in subcontractor contracts is prohibited. 


Scion Dental acknowledges and agrees to all of the obligations and responsibilities set 


forth in Section 3.6.4.2. 


3.6.5 Access and Availability 


The vendor shall: 


3.6.5.1 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance 
with access standards, and take appropriate corrective action, if necessary, to comply with such 
access standards.  


Scion Dental has the ability to generate a wide range of reports that effectively assess a 


network. Among other things, we are able to measure and compare direct access 


standards across multiple provider groups, to identify any potential recipient access 


issues in a given service coverage area or county. Our reports can also filter maps by 


dentist specialty—enabling us to ensure consistent recipient access to specialty care. 


By geo-coding our provider and recipient data, we can determine the average travel 


distance for recipients from a particular number of provider offices. This reporting 


feature allows our team to continually analyze the dental network to ensure its 


compliance with the recipient access to care and travel distance requirements as set by 


the State of Nevada. 


Our operational standard is to verify the compliance of each market on a quarterly basis 


by generating a comprehensive set of geo access reports. Reporting frequency can be 


adjusted to meet the State guidelines.  


Because of our experience and the tools at our disposal, Scion Dental has also been very 


successful when it comes to achieving favorable Dentist-to-Recipient ratios. As just one 
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example, Scion Dental has contracts with all four MCOs in the State of West Virginia, as 


well as three MCOs in the State of Kansas. We built statewide networks for a combined 


membership of approximately 650,000 in those two states with a Dentist-to-Recipient 


ratio of approximately 1:400. We look forward to providing favorable ratios and 


recipient access to dental providers for the State of Nevada. 


3.6.5.2 Partner actively with the DHCFP, community providers and stakeholders to identify and address 
issues and opportunities to improve dental care access and availability for Medicaid and CHIP 
recipients.  


At Scion Dental, we lead the way with superior Medicaid dental benefit administration 


and with innovative ways to partner with you and support your dental program. We 


strive to build excellent working relationships with community providers and 


stakeholders to address any issues and opportunities to improve dental care access and 


availability for Medicaid and CHIP recipients.  


Our overall goal is to get the right people into the right care, at the right time. While 


Scion Dental uses many technology tools and techniques to gather and analyze the 


necessary data, we know from experience the key to success isn’t just data—it’s sharing 


data with providers in a meaningful way, and enlisting providers and stakeholders as 


our partners in improving recipient health outcomes. 


Engaging providers in quality improvement initiatives 


We invite and encourage providers to participate in our quality improvement initiatives 


in numerous ways, including: 


 Written communication on the Provider Web Portal and in the Provider Policy and 


Procedure Manual highlights the importance of quality in care and service, and 


makes it clear that we view our providers as partners in meeting those goals.  


 Providers are encouraged to share their feedback and suggestions via the online 


provider satisfaction survey on the Provider Web Portal. They also have 


opportunities for face-to-face conversation and idea-sharing in regularly scheduled 


onsite office visits.  


 As with recipients, we work to ensure all providers have every opportunity to 


exercise their rights to a fair and timely resolution to any grievances and appeals. 


Since Scion Dental was founded, we have found that open, clear communication is 


essential for securing recipients’ and providers’ participation in our quality assurance 


and improvement efforts.  


Scion Dental understands that the voice of the provider is critical to the success of 


maintaining and growing a robust network. Therefore we seek provider feedback and 


implement change based on that feedback. Scion Dental collects provider feedback 


through provider advisory boards, town hall meetings, in person visits, and through 


customer service opportunities. This feedback is captured in meeting minutes, visit logs, 


and the Enterprise System. We then use that feedback to implement quality 
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improvements to the program. The following examples are cases in which we responded 


to provider feedback by implementing quality improvements.  
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3.6.5.3 Promotion of preventative care services shall be accomplished by completing welcome calls to 
new recipients. This method ensures orientation with emphasis on access to care and choice of 
PDP. 


A Member Outreach and Education Coordinator will make personal phone calls to new 


recipients to welcome them to the program and provide them with important 


information about their benefit plan such as transportation and interpreter services, 


grievance and appeal processes, and a phone number to contact should they have any 


questions or issues with their benefit plan. The Member Outreach and Education 


Coordinator can also help recipients find a provider or check if a certain provider is in 


the network, provide them with general information on when to see a dentist, and 


answer any questions the recipient may have on the program or direct them to the 


Scion Dental toll‐free telephone number to get in touch with a Customer Service 


Representative. 


3.6.5.4 Maintain an adequate network that ensures the following: 


A. The vendor must have at least one (1) full-time equivalent (FTE) dentist per one thousand five 
hundred (1,500) recipients per geographic service area. The vendor’s dental provider network 
must also include at a minimum, pediatric dentist, dental hygienists, and oral surgeons in 
each geographic service area sufficient to provide necessary access to care. In clinic practice 
settings where a dentist provides direct supervision of dental residents who have a temporary 
permit from the State Board of Dentistry in good standing, the vendor may request and the 
DHCFP may authorize the capacity to be increased as follows: one (1) dental resident per one 
thousand (1,000) recipients per vendor. The dentist shall be immediately available for 
consultation, supervision, or to take over treatment as needed. Under no circumstances shall 
a dentist relinquish or be relieved of direct responsibility for all aspects of care of the 
recipients enrolled with the dentist.  


Scion Dental will maintain all network adequacy standards set forth in the 


requirements.  


B. In order to increase capacity, the vendor shall submit for prior approval by the DHCFP a 
detailed description of the dental delivery system to accommodate an increased patient load, 
work flow, professional relationships, work schedules, coverage arrangements, and a twenty-
four-hour (24-hour) access system. 


Scion Dental’s Provider Web Portal, part of our dental delivery system, has become 


the gold standard in the industry. Those of our clients who have previously used—or 


seen—other systems, have said Scion Dental’s web portal offers key functionality 


that providers appreciate and cannot get elsewhere. The Provider Web Portal is a 


web-based application and can be accessed over the Internet by any device with a 


supported web browser, including mobile devices and tablets—no special hardware 


or software installation is needed. 


The use of our web-based technologies lowers administrative costs for providers 


and frees up their time to provide first-class dental care to recipients. Our Provider 


Web Portal equips providers with their own set of management tools to effectively 


accommodate increased patient loads, work flow, professional relationships, work 


schedules, and coverage arrangements—online, anytime. Real-time data referenced 


directly from integrated Enterprise System databases gives providers instant access 
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to up-to-date information. These web-based patient management tools help 


provider offices operate more efficiently. The result: providers can care for more 


patients with fewer hassles, and recipients have more choices available to them. 


“Scion Dental’s easy-to-use Provider Web Portal is very beneficial when 
it comes to patient eligibility and claim inquiries. I find the web portal to 
be user-friendly and manageable.”  
Nataly Hernandez, Future Smiles Program Resource Coordinator, Las Vegas, NV 
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3.6.5.5 PDP Network Requirements 


 Demonstrate that the capacity of the PDP network meets the FTE requirements for accepting 
eligible recipients per service area. This ratio cannot exceed the FTE requirement. In no case may a 
single provider accept more recipients than allowed by the FTE requirement. 


Scion Dental has the ability to generate a wide range of reports that effectively assess a 


network. Among other things, we are able to measure and compare recipient and 


provider ratios to ensure we are complying with the state requirement of 1 provider for 


every 1500 recipients in each geographic service area. 


3.6.5.6 Primary Dental Provider Participation 


 Per geographic service area, at least fifty percent (50%) of all of the Network PDPs must 
contractually agree to accept eligible recipients. At least fifty percent (50%) of the 
aforementioned PDPs must accept eligible recipients at all times. If the vendor has a contract with 
a Federally Qualified Health Center (FQHC) and/or the University of Nevada Las Vegas School of 
Dental Medicine, the dentists of the DBAs can be counted to meet the fifty percent (50%) 
participation and fifty percent (50%) acceptance requirement. The DHCFP or its designee may 
audit the vendor’s network monitoring tool for compliance. 


Scion Dental requires all contracted providers accept eligible recipients. For the DHCFP, 


we will ensure at least 50% of providers accept eligible recipients at all times by 


including it in the contract. To ensure we meet this requirement, Scion Dental will 


monitor provider information tracked within our Provider Contracting Module. This is a 


central repository of unique data elements relating to each and every licensed, 


contracted, and credentialed dental provider in the State’s network.  


As mentioned in section 3.3.1.10, Scion Dental also surveys the network on an annual 


basis by making periodic secret shopper compliance calls to provider offices posing as a 


recipient seeking an appointment. These unscripted calls include questions to determine 


compliance with established standards. If a provider is not compliant with access 


standards, Scion Dental reminds providers about appointment standards, completes a 


follow-up survey in the following quarter, and takes corrective action if required. 


3.6.5.7 Dental Specialists 


 The vendor must provide access to all types of dental specialists for PCP referrals, and it must 
employ or contract with specialists in sufficient numbers to ensure specialty services are available 
in a timely manner. The vendor should provide access to at least two specialists/subspecialists in 
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their service areas. The minimum ratio for specialists (i.e., those who are not PCPs) is one (1) 
specialist per one thousand five hundred recipients per service area (1:1500).  


 These ratios may be adjusted by the DHCFP for under-served areas, upon the analysis of dental 
specialist availability by specific service area. 


 If a recipient is unable to arrange specialty care from a network provider, the vendor must 
arrange for services with a provider outside the vendor’s network.  


Scion Dental has been extremely successful in identifying and increasing the number of 


specialists who participate in our networks. Part of our success also is based on the 


awareness that dentistry is different from the practice of medicine. While medical 


doctors become specialists to provide specialty care, general dentists often provide not 


only general care, but also some level of specialty care. When building and maintaining 


our provider networks, we not only recruit as many dental specialists as possible, we 


also track the specialty services provided by our general dentists. Our approach is to 


recruit as many dental specialists as we can. We encourage network participation by 


making it fast and easy to contract with us online, through a web portal. 


Using our innovative reporting software, Scion Dental is able to measure and compare 


direct access standards across multiple specialty provider groups to identify any 


potential recipient access issues in a given service area. 


We will ensure recipients in Nevada have access to at least two specialists/subspecialists 


in their service area. If a recipient is unable to arrange specialty care from a network 


provider, Scion Dental will arrange for services with an out-of-network provider.  


3.6.5.8 Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, as 
follows: 


A. Emergency dental services provided on an emergency basis in a hospital, emergency room or 
ambulatory surgery center are provided as part of the medical MCO benefit. The vendor must 
educate recipients and providers about availability of, and how to access emergency dental 
services; 


Scion Dental’s Call Center has procedures in place to handle calls outside of regular 


business hours and during holidays. When we receive a call when our Call Center is 


closed, our automated telephone system responds with an automated message alerting 


callers to our regular business hours and providing instructions about what to do in the 


event of a dental emergency. 


Our Member Handbook, Provider Policy and Procedure Manual, and Member Web 


Portal also all contain information on what to do in an emergency, including definitions 


of urgent and emergent care.  
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B. PDP Appointments 


1. Urgent care, including urgent specialty care, must be provided within 24 hours.  


2. Therapeutic and diagnostic care must be provided within 14 days.  


3. Routine or preventive dental services for eligible recipients within six (6) weeks in 
accordance with the American Academy of Pediatric Dentistry (AAPD) periodicity 
schedule. 


4. PDP's must make referrals for specialty care on a timely basis, based on the urgency of the 
Member’s medical condition, but no later than 30 days.  


C. Specialist Appointments 


 For specialty referrals to dental specialists and other diagnostic and treatment health care 
providers, the vendor shall provide: 


1. Same day, emergency appointments within twenty-four (24) hours of referral; 


2. Urgent appointments within three (3) calendar days of referral; 


3. Routine appointments within thirty (30) calendar days of referral; and  


4. Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


Scion Dental will ensure all providers comply with the appointment standards set forth 


by the State. Scion Dental will communicate appointment expectations to providers in 


several ways. First, the contractual agreement between Scion Dental and providers will 


include the State of Nevada’s specific requirements for appointments. 


All providers contracted with Scion Dental as part of the Nevada Medicaid Dental 


Program must comply with these access standards, which are clearly stated in our 


Provider Agreement. The Provider Policy and Procedure Manual will contain the State of 


Nevada’s access standards and will be available to all participating providers during the 


initial onsite orientation session and thereafter. During the orientation, providers and 


their staff will receive training regarding contractual obligations and requirements. 


We make the requirements available to providers in the Provider Policy and Procedure 


Manual and online, anytime via the Provider Web Portal. We post reminders of 


appointment standards on our website and include reminders in provider educational 


materials, such as newsletters and bulletins. In addition, Provider Relations 


Representatives educate practitioners regarding appointment standards during routine 


onsite visits.  


As stated in section 3.3.1.10, Scion Dental also surveys the network on an annual basis 


by making periodic secret shopper compliance calls to provider offices posing as a 


recipient seeking an appointment. These unscripted calls include questions to determine 


compliance with established standards. If a provider is not compliant with access 


standards, Scion Dental reminds providers about appointment standards, completes a 


follow-up survey in the following quarter, and takes corrective action if required. 
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D. Appointment Standards 


 The vendor shall have established written policies and procedures: 


1. Disseminating its appointment standards to all network providers, and must assign a 
specific staff member of its organization to ensure compliance with these standards by 
the network. 


Scion Dental publishes appointment standards in our Provider Policy and Procedure 


Manual. The manual is available to all participating providers during the initial onsite 


orientation session and thereafter on the Provider Web Portal—online, anytime. 


Providers may choose to print the manual from the portal, or they may call our toll-


free Call Center to request a copy be sent via email or postal mail.  


We also post reminders of appointment availability standards on our website and 


include reminders in provider educational materials. In addition, Provider Relations 


Representatives educate practitioners regarding appointment availability standards 


during routine onsite visits.  


Our dedicated Provider Relations team ensures compliance with appointment 


standards by conducting site visits, secret shopper compliance calls, formal surveys, 


and recipient grievance reports. Please refer to section 3.3.1.10 for more 


information on how we monitor compliance.  


2. Concerning the education of its provider network regarding appointment time 
requirements, the vendor shall: 


a. Monitor the adequacy of its appointment process and compliance; and  


b. Implement a Plan of Correction (POC) when appointment standards are not met. 


Scion Dental performs a range of monitoring activities to assess provider compliance 


regarding appointment availability and wait times, and we manage this aspect of 


patient satisfaction both proactively and reactively. At least annually, we analyze 


appointment accessibility including routine and urgent care against defined 


standards using industry‐accepted survey tools.  
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3.6.5.9 Office Waiting Times 


 The vendor shall establish written guidelines that a recipient’s waiting time at the PDP’s or 
specialist’s office is no more than one (1) hour from the scheduled appointment time, except when 
the provider is unavailable due to an emergency. Providers are allowed to be delayed in meeting 
scheduled appointment times when they “work in” urgent cases, when a serious problem is found, 
or when the patient has an unknown need that requires more services or education than was 
described at the time the appointment was scheduled. 


Scion Dental will communicate waiting time expectations to providers in several ways. 


First, the contractual agreement between Scion Dental and providers will include the 


State of Nevada’s specific requirement for appointments and wait times of no more 


than one hour from the scheduled appointment time, except when a provider is 


unavailable due to an emergency. 
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All providers contracted with Scion Dental as part of the Nevada Medicaid Dental 


Program must comply with office waiting time standards, which are clearly stated in our 


Provider Agreement. The Provider Policy and Procedure Manual will contain the State of 


Nevada’s standards and will be available to all participating providers during the initial 


onsite orientation session and thereafter. During the orientation, providers and their 


staff will receive training regarding contractual obligations and requirements, including 


appointment scheduling and wait times. 


3.6.5.10 Access Exceptions 


 Document and submit to the DHCFP, in writing within 15 days, justification for exceptions to 
access standards set forth in this RFP. Such justifications shall include alternative standards that 
are equal to or better than the usual and customary community standards for accessing care. 


Should Scion Dental identify any areas requiring exceptions to access standards, we will 


provide the DHCFP a written document that includes justification for the exceptions and 


alternate standards within 15 days.  


3.6.5.11 Provider Terminations 


A. The vendor must give written notice of termination of a contracted provider, within fifteen 
(15) days of receipt or issuance of the termination notice, to each recipient who received 
his/her primary care from, or was seen on a regular basis by the terminated provider. 


B. If the vendor decredentials, terminates, or disenrolls a provider; the vendor must inform the 
DHCFP Provider Enrollment Unit within five (5) business days.  


C. The vendor at a minimum must provide the DHCFP the basis, reasons or causes for such 
action and any and all documentation, data, or records obtained, reviewed, or relied on by 
the vendor including but not limited to:  


1. Provider/patient files. 


2. Audit reports and findings. 


3. Medical necessity reviews. 


D. If the decredentialing, termination or disenrollment of a provider is due to suspected criminal 
actions, or disciplinary actions related to fraud or abuse, the DHCFP is responsible for 
notifying the MFCU or HHS-OIG. 


Scion Dental acknowledges and is prepared to meet the requirements in section 


3.6.5.11, A-D. 


Scion Dental will ensure each recipient who previously received dental services from a 


terminated provider will have written notice of the termination within 15 business days, 


and the DHCFP Provider Enrollment Unit will be notified within 5 business days along 


with reasons for the termination. 


Scion Dental is committed to building strong, positive relationships with dental providers 


in our networks—and our open panel is evidence of that commitment. 


When any potential issue with a provider or provider group is identified, our goal is to 


work with our client to maintain a working relationship with the provider or group and 


change behavior through open communication, education, and interventions or 
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sanctions when necessary. In those instances when a provider or group refuses to work 


with us and our client, we implement interventions.  


Depending on the situation, we use a number of different intervention tactics, from less 


severe to more severe, including, but not limited to, provider discussions and education, 


more stringent authorization and documentation requirements, fee schedule 


modifications, conditional network participation status, fraud and abuse referral, and 


contract termination.  


In those rare situations when less-severe interventions are not successful and a provider 


contract must be terminated, Scion Dental takes proactive steps, including a thorough 


geo-analysis, to ensure every affected participant is notified and connected with 


another nearby provider. When it is necessary to remove a provider or provider group 


from the network, our goal is always to ensure continuous access to care and minimal 


disruption to participants. 


3.6.5.12 Notification of Significant Network Changes 


A. The vendor will notify the DHCFP’s designated staff, within one (1) business day, of any 
unexpected change that would impair its provider network. This notification shall include: 


1. Information about the nature of the change and how the change will affect the delivery of 
covered services; and 


2. The vendor’s plans for maintaining the quality of recipient care if the provider network 
change is likely to result in deficient delivery of covered services. 


B. The vendor must notify the DHCFP of any change in its network that will substantially affect 
the ability of recipients to access services as soon as the change is known, or not later than 
fifteen (15) calendar days prior to the change. 


Scion Dental will notify the DHCFP’s designated staff, within one business day, of any 


unexpected change that would impair its provider network, including information about 


the nature of the change and how the change will affect the delivery of covered 


services; and our plans for maintaining the quality of recipient care if the provider 


network change is likely to result in deficient delivery of covered services. 


Scion Dental will also notify the DHCFP of any change in its network that will 


substantially affect the ability of recipients to access services as soon as the change is 


known, or not later than 15 calendar days prior to the change. 


Scion Dental is aware of the impact significant network changes, such as large-scale loss 


of providers, can have on recipients. We have processes in place to ensure we are able 


to react swiftly and efficiently, should such an event occur. By being proactive, we 


believe we can ensure a smooth transition for recipients. One proactive measure we 


take is to continually monitor the network for adequacy. Our Network Development 


Representatives and Provider Relations Representatives assess the network for 


adequate coverage and access every month. 


When a provider notifies us they are considering leaving the network, we implement 


work flows that ensure due diligence has been done to address the provider’s concerns 
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and keep the provider in the network. If the provider leaves, they are contractually 


required to provide us with 90 days’ notice. 


As also described in section 3.15.3.5, in cases where provider behavior dictates we 


remove them from the network, we provide a 30-day notice for termination. However, if 


the infraction is egregious, or if recipient care may be at risk, we terminate the 


provider’s participation in the network immediately. 


Before removing providers from the network, we run multiple reports to determine the 


impact on recipient access to care, and we immediately search for additional providers 


and recruit those who can fulfill the affected areas of expertise. In the event of a large-


scale loss of providers, Scion Dental follows the same due-diligence outlined above for 


an individual provider. In addition, we take immediate steps to ensure all affected 


parties are notified and properly advised. We have a number of automated systems in 


place to ensure recipients are adequately supported and transitioned.  


Our plan includes the following expedient actions: 


CONFIDENTIAL/TRADE SECRET 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







SECTION 3 
3. Scope of Work 
3.6  Network 


94  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


 


 


 


 


  


 


 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







SECTION 3 
3. Scope of Work 


3.6  Network 


© 2016 Scion Dental, Inc. | State of Nevada RFP 3290  –  SECTION 3: Technical Proposal 95 


 


 


 


 


 


 


 


 


 


 


3.6.5.13 Prohibited Practices 


 The vendor shall take affirmative action so that recipients are provided access to covered 
medically necessary services without regard to race, national origin, creed, color, gender, gender 
identity, sexual preference, religion, age, and health status, physical or mental disability, except 
where medically indicated. Prohibited practices include, but are not limited to, the following: 


A. Denying or not providing an enrolled recipient a covered service or available facility; 


B. Providing an enrolled recipient a covered service which is different, or is provided in a 
different manner, or at a different time from that provided to other recipients, other public or 
private patients, or the public at large; 


C. Subjecting an enrolled recipient to segregation or separate treatment in any manner related 
to the receipt of any covered medically necessary service, except where medically indicated; 


D. The assignment of times or places for the provision of services on the basis of race, national 
origin, creed, color, gender, gender identity, sexual preference, religion, age, physical or 
mental disability, or health status of the recipient to be served;  


E. The vendor may not prohibit, or otherwise restrict, a health care professional acting within 
the lawful scope of practice, from advising or advocating on behalf of a recipient who is his or 
her patient: 


1. For the recipient's health status, dental care, or treatment options, including any 
alternative treatment that may be self-administered; 


2. For any information the recipient needs in order to decide among all relevant treatment 
options; 


3.  For the risks, benefits, and consequences of treatment or non-treatment; and 


4. For the recipient's right to participate in decisions regarding his or her health care, 
including the right to refuse treatment, and to express preferences about future 
treatment decisions. 


F. Employing or contracting with providers excluded from participation in Federal health care 
programs. [42 CFR 438.214(d)]; and 


G. Charging a fee for a medically necessary covered service or attempting to collect a co-
payment.  


All providers contracted with Scion Dental as part of the Nevada Medicaid Dental 


Program must comply with these standards, which are clearly stated in our Provider 


Agreement. The Provider Policy and Procedure Manual will contain the State of 


Nevada’s standards and will be available to all participating providers during the initial 
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onsite orientation session and thereafter on the Provider Web Portal. During the 


orientation, providers and their staff will receive training regarding contractual 


obligations and requirements. 


3.6.5.14 If the vendor knowingly executes a subcontract with a provider with the intent of allowing, 
encouraging, or permitting the subcontractor to implement unreasonable barriers or segregate 
(i.e., the terms of the subcontract are more restrictive than the vendor’s contract with the DHCFP 
or incentives or disincentives are structured to steer enrolled recipients to certain providers) the 
vendor will be in default of its contract with the DHCFP. In addition, if the vendor becomes aware 
of any of its existing subcontractors’ failure to comply with this section and does not take 
immediate action, it will be in default of its contract with the DHCFP.  


Scion Dental acknowledges and agrees to all of the obligations, responsibilities and 


ramifications set forth in Section 3.6.5.14. 


3.6.6 Provider Contracts 


3.6.6.1 The vendor will execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to 
provide enrolled recipients with all medically necessary covered services. 


Please see section 3.3.1.6 to learn more about how Scion Dental delivers first-class 


provider networks and meets and exceeds access and compliance standards. 


Because Scion Dental has already built an established network of Medicaid-certified 


providers in Clark and Washoe Counties, we are confident many will actively participate 


in the Nevada Medicaid dental program. In addition, many providers in the area are 


already familiar with our electronic outreach, receive EFT payments, and use our 


Provider Web Portal to submit claims, authorizations, and perform other self-service 


tasks. Our experience in the Nevada marketplace will help ensure a smooth 


implementation and a successful program for the DHCFP. 


Scion Dental has the ability to generate a wide range of reports that effectively assess a 


network. We are able to measure and compare direct access standards across multiple 


provider groups and can identify any potential recipient access issues in a given service 


coverage area or county. Our reports can also filter maps by dentist specialty—enabling 


us to ensure consistent recipient access to specialty care.  


Scion Dental requires providers to review and sign a customized Provider Services 


Agreement, made available on our Provider Contracting Portal, to demonstrate their 


compliance with Scion Dental network standards. Along with our other self-service 


portals, Scion Dental actively promotes our Provider Contracting Portal so that our 


providers can spend more time treating patients – and less time filing paperwork. 


3.6.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments 
to the base contract, the vendor shall submit drafts of standard language for any such contract to 
the DHCFP for review. Provider contracts must meet all state and federal requirements. Vendors 
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are expected to submit all necessary information to demonstrate agreements are complete. The 
vendor shall submit any of its provider contracts to the DHCFP upon request.  


Scion Dental acknowledges and is ready to meet the requirements of section 3.6.6.2. 


Scion Dental can provide the DHCFP a copy of its base provider contract prior to 


contract execution for the DHCFP’s review. Scion Dental maintains electronic records of 


all provider application and contracting documents, including provider contracts. These 


documents are attached to the corresponding provider records in our system database 


and are easily accessible online, anytime.  


3.6.6.3 The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to 
providers who are not currently participating in the DHCFP’s medical assistance programs or have 
a signed agreement but do not actively accept eligible recipients. Prior to becoming a network 
provider, a provider who is a non-Medicaid provider must be referred to the DHCFP for completion 
of the Medicaid provider enrollment. However, vendors may enter into single case agreements 
with non-Medicaid providers as needed. Any provider located outside of the state of Nevada must 
be licensed in their home state of practice in order to enter into a single case agreement with a 
vendor.  


Scion Dental acknowledges and is prepared to meet the requirements in section 3.6.6.3. 


As stated in section 3.15.3.4, Scion Dental typically enters into single case agreements 


for out-of-network and out-of-state providers. Scion Dental will ensure out-of-state 


providers are licensed in their home state of practice to enter into a single case 


agreement with Scion Dental.  


Should a recipient have a need to seek care from an out-of-network provider, Scion 


Dental will accommodate the recipient via single case agreement following state 


guidelines relative to licensure and certification. 


Scion Dental will refer all non-Medicaid providers to the DHCFP for completion of the 


Medicaid provider enrollment process. Our Enterprise System software ensures 


providers must be fully credentialed before they are considered contracted and eligible 


to provide services to recipients. Our credentialing workflow includes a requirement to 


verify each provider has a valid and active Medicaid ID. 


During claims processing, a series of edits run against claims and services to verify the 


rendering provider is appropriately certified to provide services for the client’s program 


and its participants. Our processing system has safeguards in place to ensure claims 


submitted by non-participating providers are automatically flagged and routed to work 


queues for manual review. This ensures there is never an additional cost to eligible 


participants, and it allows us the flexibility of paying out-of-network providers 


appropriately, based on agreements negotiated by our Provider Relations team. 
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Outreach to non-Medicaid providers 


As mentioned in section 3.3.5.1, Scion Dental has already begun its outreach to non-


Medicaid providers in both Washoe and Clark Counties. Our activities include identifying 


and working with: 


 Providers not currently participating in the State Medicaid program. 


 Providers who are participating but not accepting new recipients. 


 Providers who are participating but who are not actively treating recipients.  


We work with these identified providers to identify and address any issues or concerns. 


We encourage providers whose dental practices are not operating at 100% capacity to 


consider accepting Medicaid recipients into their practice as an attractive option for 


generating additional revenue. We offer providers streamlined, low-cost administration 


through our Provider Web Portal and can offer daily payment to providers who submit 


electronic claims and accept electronic payments. 
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3.6.6.4 The vendor must also have written policies and procedures for monitoring and complete this 
monitoring on its providers, and for disciplining providers who are found to be out of compliance 
with the vendor’s dental management standards.  


Scion Dental maintains up-to-date policies and procedures for monitoring and 


disciplining providers who are found to be out of compliance with our dental 


management standards. 


Scion Dental has a Cost Containment and Child Protection Team and highly effective 


technology tools in place to monitor provider treatment practices and identify potential 


outliers. We use a comprehensive list of criteria to evaluate and review a provider’s 


overall treatment patterns. 
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Please see section 3.19 for details on how we evaluate provider treatment patterns and 


identify potential outliers.  


3.6.6.5 Provider contracts may not be structured to provide financial or other incentives to providers and 
subcontractors for denying, reducing, or limiting medically necessary services to a recipient. 


Scion Dental’s provider contracts are not and will never be deliberately structured to 


provide financial or other incentives to providers and subcontractors for denying, 


reducing, or limiting medically necessary services to a recipient. 


3.6.6.6 The use of “gag” clauses in Provider contracts is prohibited. 


Scion Dental prohibits the use of “gag” clauses in our Provider Services Agreements. 
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3.6.6.7 All provider contracts must be made available to the DHCFP within five (5) business days of the 
request.  


Scion Dental will make all provider contracts available to the DHCFP within 5 business 


days of the request. 


As stated in section 3.6.6.2, Scion Dental maintains electronic records of all provider 


application and contracting documents, including provider contracts. These documents 


are saved and attached to the corresponding provider records in our system database 


and are easily accessible online, anytime.  


3.6.6.8 The vendor will support and participate in any future grants awarded to Medicaid that affect 
vendors or vendor recipients.  


Scion Dental acknowledges and is prepared to meet the requirement of section 3.6.6.8. 


3.6.6.9 The vendor will be subject to ACA requirements for Medicaid enrollment. 


Scion Dental acknowledges and is prepared to meet the requirement of section 3.6.6.9. 


3.6.7 Provider Directory 


The vendor will publish its provider directory which includes all providers including FQHCs, and any 
subcontractors’ provider directory via an Internet website upon contract implementation and will update 
the website on a monthly basis for all geographic service areas. Listed providers in the vendor network must 
be active, currently providing care or accepting new patients on behalf of the vendor and the provider’s 
demographic data must be accurate. The vendor will provide the DHCFP with the most current provider 
directory upon contract award for each geographic service area. Upon request by the DHCFP, the vendor 
must confirm the network adequacy and accessibility of its provider network and any subcontractor’s 
provider network. When queried at least 90% of listed providers will confirm participation in the vendor’s 
network.  


On a monthly basis, no later than the tenth (10) day of the month, the Vendor will submit to the DHCFP a list 
of all providers who have been enrolled and a list of all providers who have disenrolled, deactivated, 
terminated, decredentials or been removed from the active provider enrollment in the previous month.  


Scion Dental routinely makes a comprehensive Provider Directory available online through our 


Member Web Portal. The Find-a-Provider search feature is available from the web portal Home 


page, allowing recipients to easily access the information without first having to register or log in. 


Because data in our web portals is directly referenced from Enterprise System databases, all 


provider-related data is instantly available in the portals as soon as it is updated in our software 


platform—with no file extracts or data uploads needed. Accurate, up-to-date provider 


information is always instantly available.  


Scion Dental will, on a monthly basis, no later than the tenth day of the month, will submit to the 


DHCFP a list of all providers who have been enrolled and a list of all providers who have 


disenrolled, deactivated, terminated, decredentials or been removed from the active provider 


enrollment in the previous month.  
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3.6.8 Recipient Communications 


All general communications to recipients must be written at an eighth (8th) grade level of understanding 
reflecting cultural competence and linguistic abilities. The DHCFP must approve initial mass letter mailings 
and brochures or any subsequent change in content for recipients, exclusive of Dental educational and 
disease management information, prior to release. If the DHCFP does not respond within ten (10) business 
days, the vendor may consider the communication approved. This provision does not pertain to 
communications on specific topics to individual recipients. 


Scion Dental’s standard is to ensure all written materials are worded in plain language in 


accordance with the Federal Plain Language Guidelines. For the State of Nevada, Scion Dental will 


accommodate the reading skill of recipients by verifying written materials are no higher than the 


eighth grade level, as measured by the Flesch-Kincaid Readability Test. Reading-level guidelines 


will be validated through word processing software tools.  


Scion Dental will submit all initial mass mailings and brochures (exclusive of Dental educational 


and disease management information) to DHCFP for approval prior to distribution.  


3.6.9 Provider Communications  


All general communications to providers including mass mailings, fax-blasts, brochures, batch emails, and 
communications specifically mentioned in this contract must be copied to the DHCFP. This provision does 
not pertain to communications on specific topics to individual providers. 


At Scion Dental, we believe relevant and frequent communication with providers increases 


provider satisfaction and contributes to a successful dental program. We combine technology 


with proactive provider training and ongoing education to build a comprehensive program that 


covers provider administration processes end-to-end, from verifying participant eligibility and 


submitting claims, to quality of care guidelines and more. We will ensure all general 


communications to providers are copied to the DHCFP. 


Typical general communications to providers may include: 


 Town Hall meetings 


 Webinars and web conferences 







SECTION 3 
3. Scope of Work 
3.6  Network 


102  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


 Ongoing outreach and education materials, including newsletters and education flyers 


 Ad hoc communications to quickly communicate changes in the plan or benefits, new 


technologies or administrative options, and anything of a general nature that would impact a 


provider’s efficiency or success with the program 


The goal in all of our training efforts is to create a well-educated provider network that can 


manage their own administrative tasks efficiently online—thus, saving time and money, and 


placing the focus on providing high-quality care to patients. 


3.6.10 Provider Policy and Procedure Manual 


3.6.10.1 The vendor must prepare a Provider Policy and Procedure Manual. The vendor shall document the 
approval of the Provider Policy and Procedure Manual by the vendor’s Dental Director, and shall 
maintain documentation verifying that the Provider Policy and Procedure Manual is reviewed and 
updated at least annually. 


Scion Dental creates and distributes customized Provider Policy and Procedure Manuals 


for providers in each of our networks. Our extensive experience in working one-on-one 


with providers has helped us hone our expertise—we understand what information is 


relevant, important, and useful to providers—and we deliver that information clearly 


and concisely in each of our manuals. We have a long track record of meeting and 


exceeding our clients’ expectations when delivering customized Provider Policy and 


Procedure Manuals.  


For the State of Nevada, the Provider Policy and Procedure Manual will provide an end-


to-end guide to your Medicaid dental benefits program and Scion Dental’s 


administrative tools. As a companion piece, we also develop and distribute a Quick 


Reference to the Provider Policy and Procedure Manual, which summarizes the 


operational policies and procedures that govern the program. Both the Provider Policy 


and Procedure Manual and the Quick Reference are available as PDF documents and 


posted on the Provider Web Portal. 


During initial orientations we post an electronic copy of the Provider Policy and 


Procedure Manual to the Provider Web Portal, and send electronic copies via email, 


when requested. We update the Provider Policy and Procedure Manual as often as 


necessary, but no less than annually.  


The Provider Policy and Procedure Manual will explain how Scion Dental manages the 


dental program on behalf of the State of Nevada as well as operational procedures 


followed by our company.  


The Provider Policy and Procedure Manual also includes information about registering 


for the Provider Web Portal and how to contact our Electronic Outreach team for 


additional assistance and training. 


3.6.10.2 The vendor must furnish one (1) copy of the manual to each provider upon recruitment into the 
network before provider has signed a contract, and must update all copies of the manual in each 
provider’s possession when changes are made by the vendor. Provider update notices sent via 
facsimile, mail, and/or e-mail may be utilized to update the Provider Policy and Procedure Manual 







SECTION 3 
3. Scope of Work 


3.6  Network 


© 2016 Scion Dental, Inc. | State of Nevada RFP 3290  –  SECTION 3: Technical Proposal 103 


when changes are made by the vendor. The vendor can meet this requirement by furnishing one 
(1) copy of the manual and one (1) copy of the manual updates to each provider practice where 
several providers within the practice are participants in the network. If a provider agrees, the 
manual may be provided in electronic format. One (1) hard copy and one (1) electronic copy of the 
Provider Policy and Procedure Manual shall be provided to the DHCFP. That electronic copy must 
be updated with the same frequency as the hardcopy manual copies furnished to providers. The 
manual shall include, at a minimum, the following information: 


A. The policies and procedures to be implemented by the vendor to ensure provider contract 
compliance; 


B. The procedures governing verification of recipient eligibility and the process for receiving and 
disseminating recipient enrollment data to participating providers;  


C. Prior authorization procedures and requirements; 


D. The procedures for claims administration; 


E. Provider credentialing criteria; 


F. Provider network management; 


G. The benefits and limitations available to enrolled recipients under the program, including any 
restrictions on recipients’ freedom of choice imposed by the program and any/all payment 
obligations; 


H. Administrative and billing instructions, including: a list of procedure codes; edits; units; 
payment rates; and all pertinent information necessary to submit a clean claim in a timely 
manner; 


I. Procedure to dispute adverse payment and contract decisions; and 


J. Policies and procedures to be implemented by the Vendor to manage quality improvement 
and recipient service utilization. 


For the State of Nevada, the Provider Policy and Procedure Manual will provide an end-


to-end guide to your Medicaid dental benefits program and Scion Dental’s 


administrative tools. The manual will include the information listed in 3.6.10.2, A-J.  


As a companion piece, we also develop and distribute a Quick Reference to the Provider 


Policy and Procedure Manual, which summarizes the operational policies and 


procedures that govern the program. Both the Provider Policy and Procedure Manual 


and the Quick Reference are available as PDF documents and posted on the Provider 


Web Portal. Scion Dental will provide DHCFP with one paper copy and one electronic 


copy of the manual. 


During initial orientations we post an electronic copy of the Provider Policy and 


Procedure Manual to the Provider Web Portal, and send electronic copies via email and 


paper copies via postal mail when requested. We update the Provider Policy and 


Procedure Manual as often as necessary, but no less than annually. 


As stated in section 3.6.9, the Provider Policy and Procedure Manual will explain how 


Scion Dental manages the dental program on behalf of the State of Nevada as well as 


operational procedures followed by our company.  
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3.6.10.3 Provider Workshops 


 The vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. In addition to presenting education and training materials of 
interest to all providers, recent changes in policy or procedures should be provided. All sessions 
should reinforce information on the need for providers to verify recipient eligibility and enrollment 
prior to rendering services in order to ensure that the recipient is Medicaid-eligible and that claims 
are submitted to the responsible entity. Individual provider site visits will suffice for the annual 
training requirement. 


Ongoing provider education is a core competency for Scion Dental. We believe frequent, 


positive interaction with network providers is one of the reasons for our high provider 


retention rate and high provider satisfaction scores.  


Scion Dental offers providers ongoing education and training in a number of ways, 


including: 
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3.6.11 Network Maintenance 


Maintenance of the network includes, but is not limited to: 


a. Initial and ongoing credentialing; 


b. Adding, deleting, and periodic contract renewal; 


c. Provider education; and 


d. Discipline/termination. 


As evidenced throughout this RFP response, Scion Dental excels in every aspect of network 


development and maintenance. For details, please see: 


a. Initial and ongoing credential, section 3.9.15 and section 3.15.2. 


b. Adding, deleting, and periodic contract renewal, section 3.6.6. 


c. Provider education, see section 3.6.9 and section 3.6.10. 


d. Discipline/termination, see section 3.6.6.4. 


3.7  Dental Records 


3.7.1 


Complete dental records shall be maintained by the vendor’s contracted providers, for each enrolled 
recipient in accordance with this RFP. The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 


Scion Dental’s Nevada provider service agreement requires providers to maintain complete 


dental records for each enrolled recipient. The service agreement also requires providers to make 


dental records available for review upon request. 


An excerpt from Scion Dental’s Nevada provider service agreement includes the following 


provisions. 
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3.7.2 


The vendor shall have written policies and procedures to maintain the confidentiality, accessibility and 
availability, record keeping, and record review process for all dental records. Not more than ten (10) 
calendar days after submitting a request, the State shall have access to a recipient’s dental record, whether 
electronic or paper, and has the right to obtain copies at the vendor’s expense. 


All electronic records Scion Dental receives from providers are stored in our Enterprise System 


databases. Any hardcopy records, including paper claims, x-rays, and treatment documents, are 


scanned into an electronic format, automatically linked to the appropriate entity record, and 


stored in the databases. Integrated system security, with role-based security rules, ensure only 


individuals with appropriate security permissions have access to Enterprise System data, 


including dental records.  


Historical data held in our Enterprise System databases, including dental record information, is 


retained indefinitely and never purged. All historical data is always available for reference during 


processing edits, for detailed analysis reporting, and to authorized users for immediate online 


access. 


To ensure recipient privacy is protected, Scion Dental has implemented policies, procedures, and 


internal controls to safeguard recipient privacy rights. This includes policies and procedures to 


ensure the privacy and security of Protected Health Information (PHI) by limiting the use and 


disclosure of PHI to what is minimum or reasonably necessary to accomplish the intended 


purpose and robust policies and procedures to comply with the privacy and security provisions of 


the Health Insurance Portability and Accountability Act (HIPAA).  


To access a recipient’s dental record, DHCFP may designate a particular individual who can be 


granted security permissions to access the Enterprise System directly to obtain the information, 


or Scion Dental can deliver the requested dental record information either in an electronic report 


format or on paper within 10 calendar days after DHCFP submits the request. 


3.7.3 


The recipient’s dental record is the property of the provider who generates the record. The vendor shall 
assist the recipient or the parent/legal guardian of the recipient in obtaining a copy of the recipient’s dental 
records, upon written request, from the provider. Records shall be furnished in a timely manner upon receipt 
of such a request but not more than thirty (30) calendar days from the date of request. Each recipient or 
parent/legal guardian of the recipient is entitled to one (1) free copy of the requested dental records. The 
fee for additional copies shall not exceed the actual cost of time and materials used to compile copy and 
furnish such records. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.7.3. Our 


standard Nevada provider service agreement requires providers to deliver dental/medical records 


to Scion Dental, upon request. Scion Dental will submit our provider agreement to DHCFP for 


review, and we will modify our provider agreement, as requested, to meet specific DHCFP, state, 


and federal requirements.  
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If a recipient or authorized representative requests a copy of the recipient’s dental records, Scion 


Dental will assist with the request, and will provide the recipient with one free copy of the 


requested records.  


3.7.4 


When an enrolled recipient changes primary care providers and/or health plans, the vendor’s contracted 
provider must forward all dental records in their possession to the new provider within ten (10) business 
days from receipt of the request. 


Scion Dental’s standard Nevada provider service agreement will require providers to forward all 


dental records in their possession to a new Primary Care Dentist within 10 business days from 


receipt of the request. As mentioned above, Scion Dental will submit our provider agreement to 


DHCFP for review, and we will modify our provider agreement, as requested, to meet specific 


DHCFP, state, and federal requirements. 
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3.8  Quality Assurance Standards 


3.8.1 Overview 


The common goal of the managed care program is a successful partnership with quality dental plans to 
provide care to the DHCFP recipients, while focusing on continuous quality improvement.  


The role of vendor is to ensure accessibility and availability to appropriate dental care, provide for continuity 
of care, and provide quality care to enrolled recipients. Recipients benefit from preventive dental care 
services, the quality and availability of which are monitored and evaluated by the DHCFP in conjunction with 
the DHCFP’s EQRO contractor. The vendor is required to work collaboratively with the DHCFP and the EQRO 
in these quality monitoring and evaluation activities. The vendor will designate a lead person to work with 
the DHCFP on quality management. By virtue of the DHCFP’s contract with the EQRO and the federal 
regulations which set forth the State’s mandates for an EQRO, the vendor will be required to provide 
reporting data beyond that stipulated in this section and will participate in those additional EQRO activities 
as assigned and required by the DHCFP. 


Quality of care and quality of service, including availability, accessibility and continuity of care, are 


key drivers for Scion Dental on all fronts of our benefit management services. Indeed, they have 


been the basis for much of our industry-leading innovation. Our management philosophy is to be 


highly involved in quality improvement planning, ongoing quality evaluation, and effective 


resolution of potential quality issues.  
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We have extensive experience developing and implementing client-specific quality assurance and 


improvement programs in advance of client go-live dates. Scion Dental, led by a designated point 


of contact, will work collaboratively with DHCFP and the DHCFP’s EQRO partner on quality 


management, monitoring and evaluation. We will provide reporting data as specified by DHCFP, 


and participate in EQRO activities necessary to fulfill the responsibilities of this contract. 


3.8.2 Quality Measurements 


3.8.2.1 The DHCFP will update Nevada’s Quality Strategy to indicate the set of dental quality measures to 
be reported. The DHCFP and/or the EQRO may conduct on-site review as needed to validate 
dental measures reported. The vendor must use audited data, and is responsible for ensuring all 
updates to the measure are reflected in the final, reported rates. The DHCFP reserves the right to 
require the vendor to conduct special focus studies and report on additional quality measures 
when requested. 


Data reporting is a core competency for Scion Dental, and essential, we believe, to 


ongoing provision of high-quality care and service. We will use audited data, and ensure 


all updates to Nevada’s Quality Strategy are reflected in the final reported rates. If 


DHCFP requests that Scion Dental undertake special focus studies and/or report on 


additional quality measures, we will evaluate the effort involved to determine if 


additional compensation is required.  


3.8.2.2 On an annual basis, vendor’s are required to report on all performance measures listed in the 
State Quality Strategy.  


At Scion Dental we aim to set the standard in dental benefit management reporting—it 


is a key driver in our commitment to improve process efficiencies, guarantee 


compliance, and dramatically reduce the cost of delivering dental benefits. With our 


extensive reporting deliverable system, we are able to generate thousands of client-


defined reports each year based on different frequency types, including monthly, 


quarterly and annually. Scion Dental will report annually on all performance measures 


listed in the State Quality Strategy. 


In 2017, Scion Dental clients will have access to the Enterprise System’s Data Warehouse 


Extract reporting. This client-centric enhancement provides industry-leading technology 


tools for clients to run reports related to access to and quality of care as well as program 


cost-effectiveness.  


3.8.2.3 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic Screening 
Diagnosis and Treatment (EPSDT)/Healthy Kids 


A. Standard 


1. The vendor shall take affirmative steps to achieve at least a participation rate greater 
than or equal to the national average for EPSDT dental screenings.  


2.. The DHCFP and/or the EQRO may conduct desk and/or on-site review as needed, to 
include, but not be limited to: policy/procedure for EPSDT, service delivery, data tracking 
and analysis, language in dental care provider contracts, and the process for notification 
of recipients. Vendor internal quality assurance of the EPSDT program shall include 
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monitoring and evaluation of the referrals that are the result of an EPSDT dental 
screening.  


Scion Dental strongly believes in the importance of dental wellness at an early age. 


Making sure children see the dentist early and regularly can do wonders for their 


health and happiness. Recipient education and outreach on this issue will help Scion 


Dental ensure participation rates for DHCFP’s recipients equal or exceed the 


national average for EPSDT dental screenings. We will monitor and evaluate 


referrals that are the result of an EPSDT dental screening, and cooperate with 


DHCFP and/or the EQRO on reviews related to this issue. 


Outreach and education are most effective as an active and ongoing process. We 


utilize a variety of recipient outreach methods designed to engage, educate, and 


motivate parents to take a proactive approach to their child’s dental health. Each 


outreach method centers on routine dental cleanings and exams, preventive care, 


and the importance of early detection and treatment of dental cavities.  


Scion Dental can offer the following EPSDT outreach methods to DHCFP: 


 Coordination with public health and other entities 


 Automated outbound telephone campaigns 


 Electronic communication  


 Postcard campaign 


 Missed appointment calls 


 Customizable outreach 


 HEDIS initiative 


 Other reporting tools 


Please refer to section 3.3.3.5 for more details on these outreach methods.  


B. The vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for 
each quarter of the federal fiscal year (FFY), October 1st through September 30th. The vendor 
is required to submit the final CMS 416 Report to the DHCFP no later than March 1st after the 
FFY reporting period concludes. The vendor must send a quarterly report in order to track the 
progress the Vendor is making throughout the year. The vendor is required to complete all 
dental line items of the CMS 416 Report applicable for dental care and submit separate 
reports for the NCU, FMC, and CHIP Medicaid expansion.  


1. If the vendor cannot satisfactorily demonstrate to the DHCFP at least a participation rate 
not less than the Quality Improvement System for Managed Care (QISMIC) improvement 
measure, as determined by the DHCFP or its contracted EQRO, the DHCFP may require the 
vendor to submit a Plan of Correction (POC) to the DHCFP. 


Scion Dental will submit all reports as required in the section above. If warranted, 


we will submit a Plan of Correction for improving participation rates. 
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3.8.3 Plan of Correction (POC) Procedure 


3.8.3.1 The POC should identify improvements and/or enhancements of existing outreach and education, 
which will assist the vendor to improve the quality rates/scores. A POC must include, but may not 
be limited to, the following:  


A. Specific problem(s) which require corrective action; 


B. The type(s) of corrective action to be taken for improvement;  


C. The goals of the corrective action;  


D. The time-table for action;  


E. The identified changes in processes, structure, internal/external education;  


F. The type of follow-up monitoring, evaluation and improvement; and 


G. The vendor staff person(s) responsible for implementing and monitoring the POC. 


Scion Dental employs Corrective Action Plans (CAPs), or Plans of Correction (POC) as an 


essential element in our quality improvement process. Our CAP procedure is aligned with 


and inclusive of the requirements of DHCFP’s requirements as stated in 3.8.3.1 A-G. 


3.8.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) calendar days from date of 
notification by the DHCFP to submit a POC, as specified. The vendor’s POC will be evaluated by the 
DHCFP to determine whether it satisfactorily addresses the actions needed to correct the 
deficiencies. If the vendor’s POC is unsatisfactory, the DHCFP will indicate the section(s) requiring 
revision and/or necessary additions and request a satisfactory plan be submitted by the vendor, 
unless otherwise specified, within thirty (30) calendar days of receipt of the DHCFP’s second 
directive. If the vendor’s second plan is unsatisfactory, the DHCFP may declare a material breach. 
Within ninety (90) calendar days after the vendor has submitted an acceptable POC or one has 
been imposed, the DHCFP will initiate a follow-up review, which may include an on-site review. 


We acknowledge and will be prepared to meet the requirements in 3.8.3.2. However, 


Scion Dental provides for continual monitoring of its contract compliance program. 


Through a continuous improvement process, neither Scion Dental nor any corporate 


affiliates of Scion Dental, Inc., have had to correct deficiencies or assessed corrective 


actions, sanctions or any disciplinary actions by an “Organization contractor, including all 


government contractors” in the past five years related to contract compliance.  


3.8.3.3 If the vendor’s non-compliance with the provision of covered medically necessary dental benefits 
and services becomes an impediment to ensuring the health care needs of recipients and/or the 
ability of providers to adequately attend to those health care needs, the DHCFP shall take an 
administrative sanction against the vendor. Such a sanction will disallow further enrollment and 
may also include adjusting auto-assignment formulas used for the recipient enrollment purposes. 
Such sanctions will continue until vendor compliance with the provision of benefits/services is 
achieved. Liquidated damages, as outlined in the General Terms of the contract, may also be 
assessed if other measures fail to produce adequate compliance results from the vendor. 


Scion Dental understands its obligation to comply with the provision of covered 


medically necessary dental benefits and services as defined in this Contract, RFP, and all 


attachments. Scion Dental further understands that the failure to so comply may result 


in sanctions and liquidated damages.  
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3.9  Standards for Internal Quality Assurance Programs 


Federal regulations (42 CFR 438.330) mandate that States must, through its contracts, require each Prepaid 
Ambulatory Health Plan (PAHP) to have an ongoing quality assessment and performance improvement program for 
the services it furnishes its recipients. Internal Quality Assurance Programs (IQAPs) consist of systematic activities, 
undertaken by the vendor, to monitor and evaluate the care delivered to enrolled recipients according to 
predetermined, objective standards, and effect improvements as needed. 


In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor must develop and maintain the ability 
to collect and report data on race, ethnicity, sex, primary language, and disability status for applicant's and 
recipient's parents or legal guardians if applicants or recipients are minors or legally incapacitated individuals.  


An annual review of the vendor will be conducted by the DHCFP or its designee. In addition, the DHCFP will monitor 
and analyze grievances and appeals, provider disputes and will periodically conduct patient and provider satisfaction 
surveys.  


The vendor must have its own evaluation of the impact and effectiveness of its quality assessment and IQAP.  


3.9.1 


The vendor must conduct performance improvement projects that are designed to achieve, through ongoing 
measurements and intervention, significant improvement, sustained over time that focus on clinical and 
non-clinical areas that are expected to have a favorable effect on health outcomes and recipient satisfaction 
and that involve the following: 


3.9.1.1 Measurement of performance using objective quality indicators; 


Scion Dental uses objective quality indicators to measure performance as part of its 


performance improvement projects. 


3.9.1.2 Implementation of system interventions to achieve improvement in quality; 


When indicated, Scion Dental implements system interventions to achieve quality 


improvement in the services provided to our clients’ recipients. 


3.9.1.3 Evaluation of the effectiveness of the interventions; and 


Scion Dental believes tracking and auditing are essential for ongoing quality 


improvement. We evaluate the effectiveness of system interventions as part of the 


performance improvement project process.  


3.9.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


At any one time, Scion Dental has multiple performance projects underway for increasing 


or sustaining improvement. These projects may be in the stage of planning, initiation or 


implementation.  


3.9.2 


The vendor must report the status and results of each project to the DHCFP as requested, including those 
that incorporate the requirements of 42 CFR 438.330. Each performance improvement project must be 
completed in a reasonable time period so as to generally allow information on the success of performance 
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improvement projects to be available to the DHCFP for its annual review of the vendor’s quality assessment 
and improvement program. 


Scion Dental acknowledges and is well prepared to meet this requirement. 


3.9.3 


The Vendor must:  


3.9.3.1 Submit performance improvement measurement data annually using standard measures required 
by the DHCFP, including those that incorporate the requirements of 42 CFR 438. Part E.  


3.9.3.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the 
vendor’s performance.  


Scion Dental acknowledges and is well-prepared to meet the requirements in section 3.9.3. 


3.9.4  


 The DHCFP will use the most current sources for the IQAP guidelines and the most current Standards and 
Guidelines for the requested quality measures. 


Scion Dental acknowledges this requirement, and is very familiar with the most up-to-date 


standards and guidelines. 


3.9.5 


The vendor is required to maintain a health information system that collects, analyzes, integrates, and 
reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. The 
systems must provide information on areas including, but not limited to, utilization, grievances and appeals, 
and disenrollment for other than the loss of program eligibility. The basic elements of a health information 
system with which a vendor must comply include the following: 


3.9.5.1 Collect data on recipient and provider characteristics as specified by the DHCFP, and on services 
furnished to the recipients through an encounter data system or other methods as may be 
specified by the DHCFP; 


Scion Dental stores all data regarding recipients and providers, as well as all data 


submitted by providers, in electronic form—regardless of how the data is submitted. 


Data can enter the Enterprise System through EDI file loads, submitted electronically 


through the Provider Web Portal, or manually entered through a data entry user 


interface from a paper form or scanned image. 


All data elements submitted on a claim, including the rendering provider, NPIs, clinic 


location, patient who received the service, and all other submitted details, are captured, 


stored, and used in processing. This allows Scion Dental to deliver complete, 


comprehensive, and accurate encounter data reporting to the state. 


3.9.5.2 Verify the data received from providers is accurate, and timely, and screen the data for 
completeness, logic and consistency in accordance with 42 CFR 438.242(b) (2);  


To verify the data received from providers is accurate and timely, our Enterprise System 


software includes hundreds of automated data integrity and validity checks, which are 
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performed automatically, regardless of whether claims data enters the system through 


data file loads, through the Provider Web Portal, or through a data entry user interface.  


Data entry controls prevent incomplete claims from being submitted through the 


Provider Web Portal or through manual data entry. Likewise, when EDI files are 


imported, they are automatically validated against a series of SNIP (Strategic National 


Implementation Process) tests and other sophisticated data validation rules. If errors are 


encountered, the entire file may be rejected or individual transactions within the file 


may be rejected, depending on the type of error and its severity. 


When claims are processed, hundreds of dental-specific edits evaluate whether claims 


data is accurate and complete, whether the provider is eligible to be paid, whether the 


recipient is eligible for coverage, and whether the claim was submitted within timely 


filing guidelines, among many other data verification steps. In addition, the software 


system runs hundreds of automated business rules to verify accurate and appropriate 


payment for each service line. Dental-specific, customizable business rules evaluate 


whether care is appropriate based on the patient’s service history, medically necessary 


based on customizable guidelines, and covered based on benefit plan rules, service 


limitations, and dates of service.  


3.9.5.3 Must collect service information received from providers in standardized formats. 


Scion Dental accepts claims data and service information from providers submitted via 


ANSI 837D electronic files, and submitted through our Provider Web Portal, which offers 


an easy-to-use online version of the current ADA claim form. Scion Dental also accepts 


paper claims from providers, when necessary, and transforms them into electronic 


format. 


3.9.5.4 Make all collected data available as outlined in the reporting guide, attachments or as requested 
to the DHCFP and upon request to CMS as required; and 


All data collected by Scion Dental is stored in our Enterprise System databases and can 


be extracted into client-defined report formats. Encounter data can be packaged in a 


HIPAA-compliant 837D file for delivery to the state, or it can be formatted in any other 


client-defined format. 


3.9.5.5 Designate a lead person to collaborate with the DHCFP on the review and submission of 
encounter data to the DHCFP. 


Scion Dental’s EDI Manager oversees the experienced team that manages the review 


and submission of encounter data. In addition, Scion Dental will hire an Operations 


Manager, based in Nevada, who will serve as a single point of contact for the DHCFP. For 


details about key personnel to be assigned to the DHCFP contract and Scion Dental 


staffing, see section 3.14.3.3. 
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3.9.6 Written IQAP Description 


The vendor must have a written description of its IQAP. This written description must meet the following 
criteria: 


3.9.6.1 Goals and Objectives. 


Scion Dental’s written description of its Quality Improvement (QI) Program includes a 


description of our goals and objectives. 


3.9.6.2 The written description must contain a detailed set of quality assurance (QA) objectives, which are 
developed annually and include a timetable for implementation and accomplishment. . 


The annual QI Work Plan developed through Scion Dental’s QI Program contains 


detailed quality improvement projects (QIPs) which support objectives in the QI 


Program as well as timetables for implementation and accomplishment.  QIPs are 


selected based on Scion Dental’s operational goals, industry trends and client 


requirements. 


3.9.6.3 Scope 


A. The scope of the IQAP must be comprehensive, addressing both the quality of clinical care 
and the quality of non-clinical aspects of service. Scope must also include availability, 
accessibility, coordination, and continuity of care. 


B. The IQAP methodology must provide for review of the entire range of care provided by the 
vendor, including services provided to CSHCN, by assuring that all demographic groups, care 
settings and types of services (e.g., preventive, primary, specialty care, and ancillary) are 
included in the scope of the review.  


The scope of Scion Dental’s QI Program is extremely comprehensive, and inclusive of 


DHCFP’s requirements as outlined in 3.9.6.3.a above.  


With our world-class software, Scion Dental can generate a wide range of reports which 


enable us to review the entire range of care provided for a specific client. If a field is 


indicated for a report and populated with data, we are able to report on it for review. 


Per DHCFP’s requirements, we will review: 


 Care for CSHCN recipients 


 Demographic groups: we will use race, ethnicity and primary language data 


provided by DHCFP as outlined in 3.10.2.2.A.2. 


 Care settings, when providers indicate “place of service” on claims 


 Types of services as identified by dental service code 


3.9.6.4 Specific Activities 


 The written description must specify quality of care studies and other activities to be undertaken 
over a prescribed period of time, and methodologies and organizational arrangements to be used 
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to accomplish them. Individuals responsible for the studies and other activities must be clearly 
identified and qualified to develop the studies and analyze outcomes. 


Scion Dental’s annual QI Work Plan includes specific quality improvement activities to be 


accomplished, timetables and methodologies for accomplishment, and the experienced 


Scion Dental team members with accountability for these activities.  


3.9.6.5 Continuous Activity 


 The written description must provide for continuous performance of the activities, including 
tracking of issues over time. 


The annual QI Work Plan includes timetables demonstrating ongoing performance of 


quality improvement activities as well as monitoring and evaluation activities.  


3.9.6.6 Provider Review 


A. Review by dentists and other health professionals of the process followed in the provision of 
dental services must be conducted; and 


B. The vendor must provide feedback to dental professionals and vendor staff regarding 
performance and patient health care outcomes. 


The Peer Review Committee, a sub-committee of the QI Committee, is responsible for 


annual review of changes to Scion Dental clinical criteria as recommended by Scion 


Dental clinical staff. Dental Consultants who are general dentists, as well as specialists 


from pediatric dentistry, orthodontics, endodontics, periodontics and oral surgery, are 


active members of our Peer Review Sub-Committee. 


Scion Dental’s provider profiling reports, available on demand to clients and Scion 


Dental team members via the Client Web Portal, compare services performed by 


selected providers against services performed by peer groups. With these reports, Scion 


Dental and clients such as DHCFP can analyze provider performance by identifying 


service frequencies, service comparisons expressed as ratios, performance rankings, and 


provider trends. All of the reports include patient age ranges―a crucial element for 


analyzing treatment patterns for children and the appropriateness of care. In addition, 


Scion Dental’s Enterprise Business Intelligence System (eBIS), an analytical reporting 


tool, provides customizable, on-demand reports that analyze costs, utilization, practice 


trends, outcomes, and benchmarks.  


Profiling reports are also available to providers via the Provider Web Portal. With these 


reports, providers can compare their treatment patterns against a panel of peers in 


order to improve health outcomes. Provider Profiling reports offer insight into provider 


practices through comparative statistics and other detailed data. By comparing 


themselves against their peers, providers can establish and assess performance 


standards. Clinical guidelines are also available online to providers who submit 


authorizations through the portal. This quick and easy online option allows participating 


dentists to follow the decision matrix and understand the logic behind authorization 


decisions.  
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3.9.6.7 Focus on Health Outcomes 


 The IQAP methodology must address health outcomes to the extent consistent with existing 
technology.  


Scion Dental’s comprehensive Quality Improvement (QI) program includes assessment 


of quality outcomes from dental care models. We acknowledge and will meet this 


requirement. 


3.9.7 Systematic Process of Quality Assessment and Improvement  


 The IQAP must objectively and systematically monitor and evaluate the quality and 
appropriateness of care and service provided to recipients through quality of care studies and 
related activities, and pursues opportunities for improvement on an ongoing basis. The IQAP must 
have written guidelines for its Performance Improvement Projects (PIPs) and related activities. 
These guidelines include: 


3.9.7.1 Specification of Dental Services Delivery Areas to be monitored; 


Scion Dental acknowledges this requirement. Our performance improvement projects 


comply with CMS and URAC requirements. 


3.9.7.2 The IQAP must monitor and evaluate, at a minimum, care and services in certain priority areas of 
concern selected by the DHCFP. These are selected from among those identified by the CMS and 
the DHCFP and are identified through the DHCFP Quality Assessment and Performance 
Improvement Strategy; 


Scion Dental acknowledges and is well-prepared to meet this requirement. With our 


industry-leading technology, we are able to generate thousands of client-defined 


reports each year based on different frequency types, including monthly, quarterly and 


annually. Scion Dental will employ this technology as part of our monitoring and 


evaluation efforts.  


3.9.7.3 Performance Improvement Projects (PIPs) in accordance with 42 CFR 438.358(b): 


A. Validation of Performance Improvement Projects required by the State to comply with 
requirements set forth in 42 CFR 438.330; and 


B. Projects that was under way during the preceding twelve (12) calendar months. 


Scion Dental acknowledges and is well-positioned to meet this requirement. 


3.9.7.4 Quality of care studies are an integral and critical component of the health care quality 
improvement system. The vendor will be required annually to conduct and report on a minimum 
of one clinical PIP and one non-clinical PIP. Clinical PIPs include projects focusing on prevention 
and care of acute and chronic conditions, high-volume services, high-risk services, and continuity 
and coordination of care; non-clinical PIPs include projects focusing on availability, accessibility, 
and cultural competency of services, interpersonal aspects of care, and appeals, grievances, and 
other complaints; 


At minimum, Scion Dental conducts and reports on one clinical and one non-clinical 


performance improvement project each year.  The focus of these projects is consistent 


with the parameters outlined above. 
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3.9.7.5 The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care. 
The PIPs are designed to target and improve the quality of care or services received by DBA 
enrolled recipients. The vendor will utilize, as a resource, the Centers for Medicare & Medicaid 
Services (CMS) guidelines as outlined in the most recent version of the CMS publication EQR 
Protocols; 


Scion Dental continuously monitors changes to the CMS guidelines and employs the 


most up-to-date version of the CMS publication EQR Protocols. 


3.9.7.6 The vendor must implement a system to achieve improvement in quality; evaluate effectiveness of 
the interventions; and institute planning and initiation of activities for increasing or sustaining 
improvement; 


Scion Dental’s Quality Improvement Program is a system that is designed to accomplish 


the objectives outlined above. 


3.9.7.7 The vendor must have its own evaluation of the impact and effectiveness of its quality assessment 
and IQAP; 


Scion Dental acknowledges this requirement, and believes it is an essential element for 


effective quality improvement. 


3.9.7.8 At its discretion and/or as required or directed by the DHCFP, the vendor’s IQAP must also monitor 
and evaluate other important aspects of care and service; and 


Scion Dental acknowledges this requirement. We will evaluate the additional effort and 


compensation that may be required with this request by DHCFP. 


3.9.7.9 A statistically significant decline in one PIP will result in a quality penalty fee until the measure 
increases above original measure or matches previous measure prior to decline. 


Scion Dental acknowledges this requirement. 


3.9.8 Use of Quality Indicators 


Quality indicators are measurable variables relating to a specified clinical or health services delivery area, 
which are reviewed over a period of time to monitor the process or outcomes of care delivered in that area.  


3.9.8.1 The vendor is required to: 


A. Identify and use quality indicators that are objective, measurable, and based on current 
knowledge and clinical experience;   


B. Monitor and evaluate quality of care through studies which include, but are not limited to, 
the quality indicators also specified by the CMS, with respect to the priority areas selected by 
the DHCFP; 


C. Ensure methods and frequency of data collection; ensure data accuracy; and ensure data is 
effective and sufficient to detect the need for program change; and 


D. Have mechanisms to detect under and over utilization and to follow up appropriately. If fraud 
and abuse is suspected, a referral must be made to the vendor’s PIU and the DHCFP SUR Unit 
for appropriate action. 


Scion Dental uses quality indicators as described above. With our state-of-the-art 


software system, we are able to collect, store, analyze and accurately report on the 
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many types of data required to evaluate program quality and the need for program 


change. Scion Dental uses robust data tools and analysis to detect under- and over-


utilization. We have extensive experience in corrective UM action as well as taking 


appropriate action when fraud or abuse is suspected. Per the requirement D above, 


Scion Dental will make a referral to the DHCFP SUR Unit when fraud or abuse is 


suspected. 


3.9.8.2 Use of Clinical Care Standards/Practice Guidelines 


A. The IQAP studies and other activities monitor quality of care against clinical care or health 
service delivery standards or practice guidelines specified in the Quality Strategy;  


B. The standards/guidelines are based on reasonable scientific evidence and developed or 
reviewed by vendor providers;  


C. The standards/guidelines must focus on the process and outcomes of dental care delivery, as 
well as access to care;   


D. The vendor must ensure a mechanism is in place for continuously updating the 
standards/guidelines;  


E. The standards/guidelines must be included in Provider Policy and Procedure Manuals 
developed for use by the vendor’s providers, or otherwise disseminated, including but not 
limited to, on the provider website, in writing to all affected providers as they are adopted 
and to all recipients and potential recipients upon request;   


F. The standard/guidelines must address preventive dental services; 


G. The standards/guidelines must be developed for the full spectrum of populations enrolled in 
the plan; and   


H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the 
vendor’s providers, whether the providers are organized in groups, as individuals, or in 
combinations thereof. 


Scion Dental acknowledges and is prepared to meet requirements A-F and H. We are 


experienced in providing specific benefits to specific populations; however our 


standards are based on the type of procedure, not the type of patient, as specified in G. 


3.9.8.3 Analysis of Clinical Care and Related Services  


A. Qualified clinicians monitor and evaluate quality through the review of individual cases where 
there are questions about care, and through studies analyzing patterns of clinical care and 
related service. For issues identified in the IQAPs targeted clinical areas, the analysis must 
include the identified quality indicators and use clinical care standards or practice guidelines; 


B. Multi-disciplinary teams are required, when appropriate, to analyze and address systems 
issues. The Vendor must have mechanisms in effect to assess quality and appropriateness of 
care furnished to recipients with special health care needs; 


C. Clinical and related service areas requiring improvement are identified; 


D. The vendor will work collaboratively with the DHCFP to determine recipient race and 
ethnicity. The vendor will organize interventions specifically designed to reduce or eliminate 
disparities in health care; and 


E. The vendor shall allow the DHCFP access to clinical studies, when available and appropriate.  


Scion Dental acknowledges the requirements outlined above and will be prepared to 


meet them. 
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3.9.8.4 Implementation of Corrective Actions  


 The IQAP must include written procedures for taking corrective action, as determined under the 
IQAP, whenever inappropriate or substandard services are furnished, or services that should have 
been furnished were not.  


If awarded this contract, Scion Dental will integrate its Corrective Action Plan process 


(CAP) with its written QI Program. 


3.9.8.5 These written corrective action procedures must include: 


A. Specification of the types of problems requiring corrective action; 


B. Specification of the person(s) or body responsible for making the final determinations 
regarding quality problems; 


C. Specific actions to be taken; provision of feedback to appropriate health professionals, 
providers and staff; 


D. The schedule and accountability for implementing corrective actions;  


E. The approach to modifying the corrective action if improvements do not occur; and 


F. Procedures for terminating the affiliation with the dental provider.  


Scion Dental’s Corrective Action Plan process is consistent with the parameters above. 


3.9.8.6 Assessment of Effectiveness of Plans of Correction (POC)  


A. As actions are taken to improve care, the vendor must monitor and evaluate the POC to 
assure required changes have been made. In addition, changes in practice patterns must be 
monitored.  


B. The vendor must assure timely follow-up on identified issues to ensure actions for 
improvement have been effective. 


Scion Dental’s Corrective Action Plan process is consistent with the parameters above. 


3.9.8.7 Evaluation of Continuity and Effectiveness of the IQAP  


A. The vendor must conduct regular and periodic examination of the scope and content of the 
IQAP to ensure that it covers all types of services in all settings; 


B. At the end of each calendar year, a written report on the IQAP must be prepared and 
submitted to the DHCFP which addresses:  quality assurance studies and other activities 
completed; trending of clinical and service indicators and other performance data; 
demonstrated improvements in quality; areas of deficiency and recommendations for 
corrective action; and an evaluation of the overall effectiveness of the IQAP; and  


C. The report should include evidence that quality assurance activities have contributed to 
significant improvements in the care delivered to recipients. 


Scion Dental’s Corrective Action Plan process is consistent with the parameters above. 


3.9.9 Accountability to the Governing Body 


The Governing Body of the vendor is the Board of Directors or, where the Board’s participation with quality 
improvement issues is not direct, a designated committee of the senior management of the vendor that is 
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responsible for the vendor IQAP review. Responsibilities of the Governing Body for monitoring, evaluating 
and making improvements to care include: 


3.9.9.1 Oversight of IQAP 


 There is documentation that the Governing Body has approved the overall IQAP and the annual 
IQAP. 


On an annual basis, Scion Dental’s Executive Oversight Committee approves the 


updated Quality Improvement Plan and Annual QI Work Plan.  


3.9.9.2 Oversight Entity 


 The Governing Body has formally designated an entity or entities within the vendor to provide 
oversight of the IQAP and is accountable to the Governing Body, or has formally decided to 
provide such oversight as a committee of the whole. 


While the Executive Oversight Committee of Scion Dental is ultimately responsible for all 


QI activities, it has charged the QI Committee, led by the Director of Quality, with 


oversight of the QI Program. The QI Committee submits the Annual Evaluation of the QI 


Program, updated program description, and Annual Work Plan with the first quarter 


(Q1) report to the Executive Oversight Committee. The QI Committee makes specific 


recommendations, which the Executive Oversight Committee may approve, reject, or 


conditionally approve. 


3.9.9.3 IQAP Progress Reports 


 The Governing Body routinely receives written reports from the IQAP describing actions taken, 
progress in meeting quality assurance objectives, and improvements made.  


Scion Dental’s management philosophy is to be highly involved in the ongoing planning 


and evaluation of quality improvement work. To that end, Scion Dental’s Executive 


Oversight Committee routinely receives written reports from the QI Committee on its 


plans, progress, and results. These reports include minutes from the QI Committee’s 


quarterly meeting and annual reports for the Executive Oversight Committee. 


3.9.9.4 Annual IQAP Review 


The Quality Improvement Program Description is reviewed and updated annually to 


ensure Scion Dental remains focused on timely opportunities. The content of the Quality 


Improvement Program encompasses multi-dimensional operational functions conducted 


within the company. Specific indicators have been established for performance 


monitoring and improvement initiatives, based on the analysis of, and in relation to, the 


important aspects of the services provided by Scion Dental.  
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3.9.9.5 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a 
written report on the IQAP. This annual quality program evaluation report shall be submitted to 
the DHCFP in the second calendar quarter and at minimum must include: 


A. Studies undertaken;  


B. Results; 


C. Subsequent actions and aggregate data on utilization and quality of services rendered; and  


D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


Scion Dental acknowledges, and has processes already in place to meet this 


requirement. 


3.9.9.6 Program Modification 


 Upon receipt of regular written reports delineating actions taken and improvements made, the 
Governing Body must take action when appropriate, and direct that the operational IQAP be 
modified on an ongoing basis to accommodate review findings and issues of concern with the 
vendor. This activity is documented in the minutes of the meetings of the Governing Board in 
sufficient detail to demonstrate that it has directed and followed up on necessary actions 
pertaining to quality assurance.  


Scion Dental’s Executive Oversight Committee responds to written reports from the QI 


Committee, including direction to modify the Annual QI Work Plan when appropriate. 


Scion Dental will provide documentation to DHCFP as requested in 3.9.9.6. 


3.9.10 Active QA Committee 


The IQAP must delineate an identifiable structure responsible for performing quality assurance functions 
within the vendor. 


This committee or other structure must have: 


3.9.10.1 Regular Meetings 


 The structure/committee must meet on a regular basis with a specified frequency, no less than 
quarterly to oversee IQAP activities. This frequency must be sufficient to demonstrate that the 
structure/committee is following up on all findings and required actions.  


Scion Dental’s QI Committee meets quarterly and ad hoc on QI activities and provides 


oversight of several sub-committees, which meet monthly, quarterly, or annually and ad 


hoc as appropriate to their activities. These include the Cost of Care Committee, 


Credentialing Committee, Utilization Management Committee and Peer Review 


Committee.  


3.9.10.2 Established Parameters for Operating 


 The role, structure and function of the structure/committee must be specified.  


The role, structure and function of the QI Committee and each sub-committee are 


specified in Scion Dental’s Quality Improvement Program. 







SECTION 3 
3. Scope of Work 


3.9  Standards for Internal Quality Assurance Programs 


© 2016 Scion Dental, Inc. | State of Nevada RFP 3290  –  SECTION 3: Technical Proposal 123 


3.9.10.3 Documentation 


 There must be records documenting the structure and committee’s activities, findings, 
recommendations and actions.  


Meeting minutes document the activities, findings, recommendations and actions of 


Scion Dental’s QI Committee and each sub-committee. These minutes are confidential 


and proprietary. 


3.9.10.4 Accountability 


 IQAP subcommittees must be accountable to the Governing Body and must report to it (or its 
designee) on a scheduled basis on activities, findings, recommendations and actions.  


Sub-committees of the QI Committee are accountable to Scion Dental’s Executive 


Oversight Committee. They report activities, findings, recommendations and actions to 


the QI committee on a regular, scheduled basis, through the minutes and through 


escalated items. 


3.9.10.5 Membership 


 There must be active participation in the IQAP committee from vendor providers, who are 
representative of the composition of the vendor’s providers.  


While Scion Dental providers are not members of the QI Committee, Dental Consultants 


who are general dentists and specialists (pediatric dentistry, orthodontics, endodontics, 


periodontics and oral surgery) are active members of our Peer Review Sub-Committee. 


This committee provides a forum for providers.  


In addition, Scion Dental actively collects provider feedback through multiple channels, 


including a formal provider satisfaction survey. We use the feedback, including results of 


the survey to assess our Provider Management program and to develop provider-


focused Quality Improvement projects. 


3.9.11 IQAP Supervision  


There must be a designated senior executive who is responsible for IQAP implementation. The vendor’s 
Dental Director has involvement in quality assurance activities.  


Scion Dental has a senior executive in place who is responsible for QI implementation. The Dental 


Director will have involvement in quality assurance activities. 


3.9.12 Adequate Resources 


The IQAP must have sufficient material resources and staff with the necessary education, experience, or 
training to effectively carry out its specified activities.  


Scion Dental has purposefully put experienced staff and the necessary resources in place to 


accomplish our QI Program objectives and activities. We regularly review all of these resources 


and make changes/additions as needed. 
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3.9.13 Provider Participation in IQAP 


3.9.13.1 Participating dentists and other providers must be kept informed about the written IQAP through 
provider newsletters and updates to the Provider Policy and Procedure Manual.  


To ensure providers are kept informed of key drivers of quality of care, including Scion 


Dental’s clinical guidelines and dental treatment frequency standards, we make 


information about medical necessity guidelines, benefit plan details and authorization 


requirements, and practice guidelines available to providers through many channels, 


including provider orientation sessions, webinars, Provider Policy and Procedure 


Manual, and Provider Web Portal.  


3.9.13.2 The vendor must include in its provider contracts and employment agreements, for dentists and 
non- dental providers, a requirement securing cooperation with the IQAP.  


We believe ongoing quality improvement is the responsibility of all persons involved in 


the delivery of dental services to Nevada Medicaid recipients. We acknowledge this 


requirement and are prepared to meet it. 


3.9.13.3 Contracts must specify that hospitals and other vendors will allow the vendor access to the Dental 
records of its recipients.  


Scion Dental acknowledges and agrees that all provider contracts must specify that 


Scion Dental shall have access to recipient dental records. 


3.9.14 Delegation of IQAP Activities 


3.9.14.1 The vendor remains accountable for all IQAP functions, even if certain functions are delegated to 
other entities. If the vendor delegates any quality assurance activities to subcontractors or 
providers, it must: 


A. Have a written description of the delegated activities, the delegate’s accountability for these 
activities, and the frequency of reporting to the vendor;   


B. Have written procedures for monitoring and evaluating the implementation of the delegated 
functions, and for verifying the actual quality of care being provided; and 


C. Maintain evidence of continuous monitoring and evaluation, completed at least quarterly of 
delegated activities, including approval of quality improvement plans and regular specified 
reports.  


Currently, Scion Dental does not delegate any portion of QI functions or activities to an 


external entity. We acknowledge this requirement and will meet it when necessary. 


3.9.15 Credentialing and Recredentialing 


The IQAP must contain provisions to determine whether dentists and other health care professionals, who 
are licensed by the State of Nevada and who are under contract to the vendor, are qualified to perform their 
services. These provisions are: 


3.9.15.1 Written Policies and Procedures 


 The vendor will have written policies and procedures that include a uniform documented process 
for credentialing, which include the vendor’s initial credentialing of practitioners, as well as its 
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subsequent recredentialing, recertifying and/or reappointment of practitioners. The vendor will 
comply with NAC 679B.0405 which requires the use of Form NDOI-901 for use in credentialing 
providers. 


 The DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The vendor agrees to allow the DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation.  


Scion Dental has detailed credentialing and recredentialing policies and procedures that 


support a uniform documented process for credentialing qualified providers. This 


documentation includes, but is not limited to, our initial credentialing of practitioners 


and our subsequent recredentialing, recertifying, and/or reappointment of practitioners. 


Scion Dental acknowledges that the DHCFP reserves the right to request and inspect 


credentialing policies and procedures and other supporting documentation, and will 


allow the DHCFP and/or its contracted EQRO to inspect its credentialing process and 


supporting documentation.  


Scion Dental will comply with NAC 679B.0405. We maintain electronic records of all 


provider application and contracting documents, and can support the use of Form NDOI-


901 in our Credentialing Portal. These documents are saved and attached to the 


corresponding provider records in our system database software and are easily 


accessible online, anytime.  


In addition, Scion Dental has an online credentialing application web portal that can be 


used for providers to complete online credentialing applications that automatically 


integrate with Scion Dental’s Enterprise System software and Credentialing Module. This 


web portal option has proven to speed up the credentialing process and results in 


increased provider satisfaction with the contracting and credentialing process.  This data 


is always kept in the software application so when it is time for recredentialing, all of the 


data is there and does not have to be re-entered, thus saving the provider many hours 


of time. 


3.9.15.2 Oversight by Governing Body 


 The Governing Body, or the group or individual to which the Governing Body has formally 
delegated the credentialing function, will review and approve the credentialing policies and 
procedures.  


Scion Dental’s Credentialing Committee reviews and approves all policies and 


procedures related to the credentialing function. The Credentialing Committee is 


chaired by Scion Dental’s Dental Director. 


3.9.15.3 Credentialing Entity 


 The vendor will designate a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 


Scion Dental’s Credentialing Committee meets biweekly and thoroughly reviews 


provider credentialing applications to make determinations on provider enrollment. 


Scion Dental’s Credentialing Committee consists of licensed dentists of varying 
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specialties including Scion Dental’s Chief Dental Officer, Dental Director, and Dental 


Consultants. The committee is chaired by our Dental Director and reviews any newly 


found sanctions or adverse actions resulting from ongoing monitoring or participant 


complaints.  


If the Credentialing Committee denies a provider’s application, Scion Dental will send 


the provider a written notification of the decision with a description of appeal rights. 


The committee is available to meet off cycle to review urgent or expedited applications 


or sanctions based on client and market needs.  


3.9.15.4 Scope 


 The vendor will identify those practitioners who fall under its scope of authority and action. This 
must include, at a minimum, all dentists and other licensed independent practitioners included in 
the vendor’s provider network.  


Scion Dental carefully manages our provider networks. We routinely validate provider 


records and monitor for regulatory and program compliance. We educate providers and 


take action as needed should corrective action be required. 


Once contracted and credentialed, providers are entered into the Enterprise System and 


are specifically identified as participating providers in the Medicaid or Nevada Check Up 


dental programs.  


Please see section 3.3.1.6 for more about how Scion Dental builds first-class provider 


networks. 


3.9.15.5 Process 


 The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 


A. The practitioner holds a current valid license to practice in Nevada or a current valid license 
to practice in the state where the practitioner practices. 


B. A Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by 
the scope of their license to prescribe drugs. 


C. Graduation from Dental school and completion of a residency, or other post-graduate 
training, as applicable. 


D. Work history. 


E. Professional liability claims history. 


F. The practitioner holds current, adequate malpractice insurance according to the vendor’s 
policy. 


G. Any revocation or suspension of a State license or DEA number. 


H. Any curtailment or suspension of medical staff privileges (other than for incomplete Dental 
records). 


I. Any sanctions imposed by the OIG or the DHCFP. 


J. Any censure by any state or county Dental Association or any other applicable licensing or 
credentialing entity. 
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K. The vendor obtains information from the National Practitioner Data Bank, the Nevada State 
Board of Dental Examiners, any equivalent licensing boards for out- of-state providers, and 
any other applicable licensing entities for all other practitioners in the plan. 


L. The application process includes a statement by the applicant regarding: 


1. Any physical or mental health problems that may affect current ability to provide dental 
care; 


2. Any history of chemical dependency/ substance abuse; 


3. History of loss of license and/or felony convictions; 


4. History of loss or limitation of privileges or disciplinary activity; and 


5. An attestation to correctness/ completeness of the application.  


 This information should be used to evaluate the practitioner’s current ability to practice. 


While we have an open recruitment strategy that encourages all providers in a 


targeted region to participate, we do not compromise our guidelines and standards 


in our recruitment efforts. All dentists seeking acceptance into our network must 


undergo a rigorous qualification process, which includes a thorough background 


check and primary source verification of professional credentials and all items listed 


in 3.9.15.5.A-L. We will not enter into a contract with any dentist who has been 


excluded from participation in Medicare/Medicaid programs or who does not meet 


our credentialing standards. Any licensed provider who meets the minimum state 


standards and passes our credentialing standards may enter the network. 


All of our credentialing information is stored in the Credentialing Module (CM) of 


our Enterprise System software. Within the Credentialing Module, we are able to 


track all provider information and track and record all verification activity. This 


information is always available electronically for reference. 


Identifying excluded providers 


Scion Dental’s Credentialing team checks provider credentialing information against 


several reliable databases, including the National Provider DataBank, Office of 


Inspector General, and System of Awards Management, as part of our initial vetting 


process and monthly thereafter. Additionally, we check state termination and 


exclusion lists and review complaints against providers. If the Scion Dental 


Credentialing team discovers adverse information on a provider, it is reported to the 


Credentialing Committee for evaluation. 


As part of our initial credentialing process, providers must disclose all sanctions on 


their application. We run a sanctions history check from the National Practitioner 


Data Bank, and if there are any discrepancies or indications of past offences, we ask 


the provider for an explanation. Through our active subscription to the National 


Practitioner Data Bank, our Credentialing team is instantly notified of any new 


sanctions or sanction updates. During recredentialing, providers are required to 


disclose any updated sanctions that have occurred. Information about sanctions is 


captured as part of each provider’s Application Record and stored in our integrated 


credentialing system.  
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In addition, during the initial credentialing process, all State Licenses are verified for 


all providers participating in the network. Our Credentialing Specialists ensure all 


providers’ State Licenses remain valid. Thirty days before a provider’s State License 


expiration date, our team is notified through our credentialing system to verify the 


license renewal. 


Monthly monitoring 


Scion Dental’s Credentialing team monitors several reliable databases every month 


to ensure there are no recent offenses and that participating providers are eligible 


to remain in our network. The Credentialing department reviews provider 


credentialing information from multiple sources, including the National Provider 


DataBank, Office of Inspector General, and System of Awards Management. 


Additionally, we check state termination and exclusion lists and review complaints 


against providers. If the Scion Dental Credentialing team discovers adverse 


information on a provider, it is reported to the Credentialing Committee for 


evaluation. 


Liability insurance 


Scion Dental requires providers to attach or send a copy of their most recent 


professional liability insurance coverage, as well as a professional liability claims 


history. Upon receipt, our Credentialing staff sends all liability claims history to our 


Credentialing Committee for further review. 


We verify that each provider’s liability insurance is current and that it meets the 


minimum required amounts. Our Credentialing Specialists also monitor expiration 


dates. Thirty days before the insurance expiration date, our team is notified through 


our credentialing system to verify the renewal and attach an updated copy of the 


insurance documents. 


M. There is an initial visit to each potential primary dental care practitioner’s office, including 
documentation of a structured review of the site and Dental record keeping practices to 
ensure conformance with the vendor’s standards.  


Scion Dental acknowledges and is prepared to meet this requirement as part of our 


credentialing process. For providers who are already credentialed with Scion Dental 


in Nevada, Scion Dental will supply the DHCFP documentation demonstrating 


compliance with all Medicaid qualifications and credentialing requirements of the 


State. 


N. If the vendor has denied credentialing or enrollment to a provider where the denial is due to 
vendor concerns about provider fraud, integrity, or quality the vendor is required to report 
this to the DHCFP Provider Enrollment Unit within fifteen (15) calendar days. 


Scion Dental will report all denied credentialing or provider enrollment activities to 


the DHCFP Provider Enrollment Unit within 15 calendar days.  


As previously stated, if the Scion Dental Credentialing team discovers adverse 


information on a provider, it is reported to the Credentialing Committee for 
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evaluation as soon as it discovered. This information is also reported to the National 


Provider DataBank within 45 days. 


3.9.15.6 Recredentialing  


 A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, or 
recertification) will be described in the vendor’s policies and procedures, including:  


A. Evidence that the procedure is implemented at least every sixty (60) months.  


B. The vendor conducts periodic review of information from the National Practitioner Data Bank 
and all other applicable licensing entities, along with performance data, on all practitioners, 
to decide whether to renew the participating practitioner agreement. At a minimum, the 
recredentialing, recertification or reappointment process is organized to verify current 
standing in required areas. 


C. The recredentialing, recertification or reappointment process also includes review of data 
from: 


1. Recipient grievances and appeals; 


2. Results of quality reviews; 


3. Utilization management; 


4. Recipient satisfaction surveys; and 


5. Re-verification of current licensure, if applicable. 


D. If the vendor decredentials, terminates or disenrolls a provider the vendor must inform the 
State within 15 calendar days. If the decredentialing, termination or disenrollment of a 
provider is due to suspected criminal actions, or disciplinary actions related to fraud or abuse 
the DHCFP will notify HHS-OIG. 


Scion Dental has detailed recredentialing processes that affirm 3.9.15.6.A-D.  


Scion Dental acknowledges and is prepared to meet the requirement in section 


3.9.15.6.D. Should the DHCFP require it, Scion Dental will notify the National 


Practitioner Data Bank of any provider’s suspected criminal actions or disciplinary 


actions related to fraud or abuse. 


As required by the National Committee for Quality Assurance (NCQA), we follow a 


36 month recredentialing cycle for all network providers.  


To initiate the recredentialing process for providers, our staff creates a customized 


requirement to compare the provider data in our databases against the newly 


submitted data on the provider recredentialing application—and executes any 


updates, as necessary, to resolve any discrepancies. To provide evidence of Scion 


Dental’s recredentialing cycle, we will submit a monthly report of all recredentialed 


providers to the DHCFP. 


Since provider data is updated regularly as changes occur, adding a verification 


check during recredentialing provides an extra layer of review to ensure ongoing 


updates were accurate and complete. During the recredentialing process, the 


Credentialing team secures any updates needed for expiring credentialing 


requirements, such as licenses and insurance coverage, and performs monthly 


monitoring of the National Practitioner Data Bank, OIG, SAM, and Social Security 
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Death Master Index. We also conduct the same monthly reviews for all managing 


owners for network provider entities, and any out-of-network reimbursements. 


Our recredentialing process includes an in-depth review of the provider complaints 


that have been tracked over the course of the three years the provider has been in 


network with Scion Dental. We also examine the results of quality reviews, recipient 


satisfaction surveys, fraud or abuse audits, provider utilization, and our own 


profiling tools in our consideration when recredentialing a provider. 


3.9.15.7 Delegation of Credentialing Activities  


 If the vendor delegates credentialing and recredentialing, recertification, or reappointment 
activities, there must be a written description of the delegated activities, and the delegate’s 
accountability for these activities. There must also be evidence that the delegate accomplished 
the credentialing activities. The vendor must monitor the effectiveness of the delegate’s 
credentialing and reappointment or recertification process.  


Scion Dental does not delegate its credentialing and recredentialing activities. 


3.9.15.8 Retention of Credentialing Authority 


 The vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The vendor has policies and procedures for the suspension, reduction or 
termination of practitioner privileges.  


Scion Dental retains the right to approve new practitioners and sites, and to terminate 


or suspend individual practitioners. Scion Dental maintains up-to-date policies and 


procedures for the suspension, reduction, and termination of practitioner privileges. 


In cases where provider behavior dictates we remove them from the network, we 


provide a 30-day notice for termination. However, if the infraction is egregious, or if 


recipient care may be at risk, we terminate the provider’s participation in the network 


immediately. 


As stated in section 3.9.15.5, Scion Dental’s Credentialing team monitors several reliable 


databases every month to ensure there are no recent offenses and that participating 


providers are eligible to remain in our network. The Credentialing department reviews 


provider credentialing information from multiple sources, including the National 


Provider DataBank, Office of Inspector General, and System of Awards Management. 


Additionally, we check state termination and exclusion lists and review complaints 


against providers. If the Scion Dental Credentialing team discovers adverse information 


on a provider, it is reported to the Credentialing Committee for evaluation.  


3.9.15.9 Reporting Requirement 


 The vendor must ensure there is a mechanism for, and evidence of implementation of, the 
reporting of serious quality deficiencies resulting in suspension or termination of a practitioner, to 
the appropriate authorities. 


If Scion Dental suspends or terminates a provider, we will notify the DHCFP within 15 


days and the NPDB within 45 days. 
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As stated in section 3.9.15.5, the Credentialing department reviews provider 


credentialing information from multiple sources, including the National Provider 


DataBank, Office of Inspector General, and System of Awards Management. 


Additionally, we check state termination and exclusion lists and review complaints 


against providers. If the Scion Dental Credentialing team discovers adverse information 


on a provider, it is reported to the Credentialing Committee for evaluation. 


3.9.15.10 Provider Dispute Process 


 The vendor must have a provider appeal process for instances wherein the vendor chooses to 
deny, reduce, suspend or terminate a practitioner’s privileges with the vendor. 


Scion Dental has a provider appeals processes in place for instances Scion Dental 


chooses to deny, reduce, suspend or terminate a practitioner’s privileges. 


If the Credentialing Committee recommends a provider’s application be accepted with 


restrictions, denied, or terminated from the network, the Committee offers the 


applicant an opportunity for an appeal. The Credentialing Committee conducts the 


appeal review. 


The applicant must request the appeal, in writing, and the request must be received by 


Scion Dental within 30 days of the date the Committee gave notice of its decision to the 


applicant. The applicant is notified via certified mail. If the applicant does not respond 


within 30 days, the Credentialing Committee’s decision becomes final and the provider 


waives all rights to further appeal.  
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3.9.16 Recipient Rights and Responsibilities 


 The vendor must demonstrate a commitment to treating recipients in a manner that acknowledges their 
rights and responsibilities. 


3.9.16.1 Written Policy on Recipient Rights 


 The vendor must have a written policy that recognizes the following rights of recipients: 


A. To be treated with respect, and recognition of their dignity and need for privacy; 


B. To be provided with information about the vendor, its services, the practitioners providing 
care, and recipients’ rights and responsibilities; 


C. To be able to choose their primary Dental care practitioner; 


D. To participate in decision-making regarding their dental care, including the right to refuse 
treatment; 


E. To pursue resolution of grievances and appeals about the vendor or care provided; 


F. To formulate advance directives; 


G. To have access to his/her Dental records in accordance with applicable federal and state laws 
and to request that they be amended or corrected as specified in 45 CFR Part 164;  


H. To guarantee the recipient’s right to be free from any form of restraint or seclusion used as a 
means of coercion, discipline, convenience, or retaliation; and 


I. To receive information on available treatment options and alternatives, presented in a 
manner appropriate to the recipient’s condition and ability to understand. 


Scion Dental has written policies on recipient rights as required by the State of Nevada. 


We publish this information in our Member Handbook, recipient enrollment letters, our 


Member Web Portal outreach and education materials, and our Provider Policy and 


Procedure Manual. All materials are accessible online, anytime via the Member Web 


Portal, and can be sent to recipients and providers upon request.  


3.9.16.2 Written Policy on Recipient Responsibilities 


 The vendor must have a written policy that addresses recipients’ responsibility for cooperating 
with those providing dental services. This written policy must address recipients’ responsibility for: 


A. Providing, to the extent possible, accurate and updated information needed by professional 
staff in caring for the recipient;  


B. Following instructions and oral health care recommendations/ guidelines given by those 
providing dental services;  


C. Recipient obligation to participate in their health care decisions; and 


D. Recipient conduct and communication with a dental office including recipient’s responsibility 
to be on time for scheduled appointments, cancel appointments in a timely manner ie. 24-48 
hrs ahead of scheduled appointment, report provider fraud/abuse, provide feedback on 
recipient needs and expectations, etc. 


Scion Dental has written policies on recipient responsibilities as required by the State of 


Nevada. We publish this information in our Member Handbook, recipient enrollment 


letters, our Member Web Portal outreach and education materials, and our Provider 


Policy and Procedure Manual. All materials are accessible online, anytime via the 


Member Web Portal and can be sent to recipients and providers upon request. 
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Recipients may choose to print the materials from the portal, or they may call our toll-


free Call Center to request a copy be sent via email or postal mail. 


3.9.16.3 Communication of Recipient Policies to Providers 


 A copy of the vendor’s policies on recipients’ rights and responsibilities is provided to all 
participating providers upon initial credentialing and when significant changes are made.  


All policies on recipients’ rights and responsibilities will be available in the Provider 


Policy and Procedure Manual. Providers can access the manual online, anytime via the 


Provider Web Portal. Providers may choose to print the manual from the portal, or they 


may call our toll-free Call Center to request a copy be sent via email or postal mail. We 


will alert providers of any significant changes to the manual via bulletins, newsletters, 


and other outreach materials.  


3.9.16.4 Communication of Policies to Recipients 


 Upon enrollment, recipients are provided a written statement that includes information on their 
rights and responsibilities. 


Upon enrollment, all recipients will have access to our Member Handbook, which 


includes information on their rights and responsibilities. Scion Dental’s Member 


Handbook is posted online and accessible 24/7 via the Member Web Portal. Recipients 


may choose to print the manual from the portal, or they may call our toll-free Call 


Center to request a copy be sent via email or postal mail. 


3.9.16.5 Recipient Grievance and Appeals Procedures  


 The vendor must have a system(s) linked to the IQAP for addressing recipients’ grievances and 
providing recipient appeals. This system must include: 


A. Procedures for registering and responding to grievances and appeals within thirty (30) 
calendar days. Vendors must establish and monitor standards for timeliness; 


B. Documentation of the substance of grievances, appeals, and actions taken; 


C. Procedures ensuring a resolution of the grievance and providing the recipient access to the 
State Fair Hearing process for appeals;  


D. Aggregation and analysis of grievance and appeal data and use of the data for quality 
improvement; 


E. Compliance with DHCFP due process and fair hearing policies and procedures specific to 
Nevada Medicaid and Nevada Check Up recipients; and 


F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


At Scion Dental, we recognize that recipients are best served by the quick and accurate 


processing of all grievances and appeals, which helps ensure satisfaction and foster a 


network of mutual trust and respect. We have proven policies, procedures, and 


workflows already in place to manage and resolve grievances and appeals from 


recipients.  


Scion Dental has formal policies and procedures in place that comply with the 


requirements outlined in 42 CFR 438 Subpart F Grievance and Appeals. Our policies and 


procedures include processes for expedited review, external review, and access to the 
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State’s Fair Hearing system. Prior to the go-live date, Scion Dental will obtain DHCFP 


review and approval of all of our policies and procedures for recording, investigating, 


resolving, and analyzing all grievances and appeals. For the DHCFP contract, the Scion 


Dental Appeals department will register and respond to grievances and appeals within 


30 calendar days. 


Recipient grievance process 


Our dedicated Appeals Specialists take active roles in assisting recipients who have 


grievances. Scion Dental classifies a grievance as any expression of dissatisfaction that 


cannot be resolved through informal conversations or that requires more than one day 


to resolve. We have found that recipient grievances are typically related to interactions 


with providers, covered services, and denied authorizations. The Member Handbook 


includes an explanation of how grievances are received and resolved and outlines clear 


and concise instructions on how to file grievances. 


Any Quality of Care issue that is related to a clinical issue is reviewed and resolved by a 


Dental Consultant, as illustrated in the following workflow diagram. 
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Handling appeals 


Scion Dental classifies appeals as any request for review of a denied service or request 


for services. Appeals are made available to any recipient who disagrees with a decision 


to deny services or payment for services. Appeals can also be requested by 


representatives who are authorized to appeal on behalf of the recipient, such as a 


lawyer, parent or guardian, dental provider, etc. Scion Dental provides both the 


recipient and the provider a copy of their appeal rights with each pre- or post-service 


denial. 


The Member Handbook includes an explanation of how appeals are received and 


resolved and outlines clear and concise instructions on how to file appeals. 


The following diagram outlines our process for resolving appeals from recipients. Our 


standard procedure is to notify providers of denied appeals via a statement on the 


Remittance Advice report. Should the State of Nevada have other notification 


requirements, Scion Dental will customize our procedure accordingly. 
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Electronic Documentation System 


The Scion Dental Appeals team uses our Customer Service system to log every step of 


each grievance and appeal, including a complete description of the issue, detailed notes 


about the investigation, how the issue was resolved, and when the recipient was 


notified, along with an electronic copy of the recipient letter. 


Our Appeals team generates recipient notifications based on each client’s specific 


requirements and templates. We create electronic copies of every recipient notification 


and attach the documents to the historical grievance record in the Customer Service 


system and to the related authorization record, if appropriate. 


Tracking grievances and appeals 


Scion Dental Appeals Specialists use the Customer Service system to log, track, and 


assign case follow-ups to appropriate staff. When a case requiring follow-up is created, 


the Appeals Specialist routes the case to an entire department, such as Credentialing, 


Client Services, or Claims, or to a specific Provider Relations Representative or Dental 


Consultant via automated email messages. Each follow-up record includes due dates 


and hotlinks back to case details. When a note is entered on a follow-up assignment, the 


system automatically logs the date, time, and name/user ID of the person who entered 


the note. Authorized users can monitor all grievance and appeal activity in real-time, 


ensuring a quick, thorough resolution.  


In addition, authorized DHCFP staff will also have full oversight of grievance intake and 


resolution activities through an online web portal.  


Aggregating and analyzing grievance and appeal data 


The Scion Dental Appeals team routinely generates and delivers customized reports for 


our clients. Our system can accommodate any number of client-defined categories for 


grievances and appeals. Any data stored in our integrated benefits management system, 


including data from the Customer Service and Authorization Determination systems, can 


be easily extracted and repackaged into client-defined report formats without a 


programming change to the system. 


The Appeals department monitors recipient-initiated grievances about providers, 


including clinical Quality of Care grievances. Each month, the Appeals department 


delivers a trending and analysis report to the Credentialing Committee, Scion Dental’s 


Dental Director, and the market’s Provider Relations Representative. The report, which 


summarizes the prior month’s grievance activity with a Year-to-Date comparison, is 


reviewed during Credentialing Committee meetings. If a clinical Quality of Care issue is 


identified, the local Field Provider Relations Representative personally visits the provider 


office for further investigation. 
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3.9.16.6 Recipient Suggestions 


 An opportunity must be provided for recipients to offer suggestions for changes in policies and 
procedures.  


Our Member Web Portal includes a Contact Us tab for recipients to communicate 


directly with Scion Dental’s Member Services team. Recipients can submit questions, 


comments, and suggestions directly from the Member Web Portal, where the message 


automatically goes into the Member Services work queue for processing. Additionally, 


recipients can contact Scion Dental with suggestions for changes in policies and 


procedures by calling our dedicated, toll-free Call Center. 
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3.9.16.7 Steps to Assure Accessibility of Services  


 The vendor must take steps to promote accessibility of services offered to recipients. These steps 
include: 


A. The points of access to primary dental care, specialty care, are identified for recipients; and 


B. At a minimum, recipients are given information about: 


1. How to obtain services during regular hours of operations; 


2. How to obtain urgent, emergency and after-hour care;  


3. How to obtain emergency out-of-service area care;  


4. How to obtain the names, qualifications and titles of the professionals who provide and 
are accepting Dental patients and/or are responsible for their care; and 


5. How to access concierge services and assistance from the vendor when needed to gain 
access to care. 


Scion Dental promotes the accessibility of services offered to recipients in our Member 


Handbook, member enrollment letters, education materials, member newsletters, and 


much more. All materials are accessible online, anytime via the Member Web Portal and 


can be sent to recipients upon request. Recipients may choose to print the materials 


from the portal, or they may call our toll-free Call Center to request a copy be sent via 


email or postal mail.  


Member outreach calls 


A Member Outreach and Education Coordinator will make personal phone calls to new 


recipients to welcome them to the program and provide them with important 


information about their benefit plan such as transportation and interpreter services, 


grievance and appeal processes, and a phone number to contact should they have any 


questions or issues with their benefit plan. The Member Outreach and Education 
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Coordinator can also help recipients find a provider or check if a certain provider is in 


the network, provide them with general information on when to see a dentist, and 


answer any questions the recipient may have on the program or direct them to the 


Scion Dental toll‐free telephone number to get in touch with a Customer Service 


Representative. 


Member orientation sessions 


Scion Dental can host member orientation sessions in community service areas prior to 


program implementation. Dental specialists can be available to educate recipients on 


the specific details of the program, including an overview of the benefits structure and a 


review of the Member Handbook. Recipients will have the opportunity to ask additional 


questions about the plan and will be given the toll-free number to call if they have 


specific questions about coverage after the orientation session has ended.  


Some topics included in the orientation sessions can include but are not limited to: 


 How to obtain services during regular hours of operations. 


 How to obtain urgent, emergency and after-hour care. 


 How to obtain emergency out-of-service area care. 


 How to obtain the names, qualifications and titles of the professionals who provide 


and are accepting Dental patients and/or are responsible for their care.  


 How to access concierge services and assistance from Scion Dental when needed 


to gain access to care. 


3.9.16.8 Information Requirements  


A. Recipient information (for example, subscriber brochures, announcements, and handbooks) 
must be written at an eighth (8th) grade level that is readable and easily understood. 


B. Written information must be available in the prevalent languages of the population groups 
served.  


At Scion Dental, we believe that recipient access to easily understood, well-written 


material is vital for the success of any program. Every recipient should have access to 


materials regardless of language spoken, reading level, or special needs. Scion Dental’s 


standard is to ensure all written materials are worded in plain language in accordance 


with the Federal Plain Language Guidelines. 


For the State of Nevada, Scion Dental will accommodate the reading skill of recipients by 


verifying written materials are no higher than the eighth grade level, as measured by the 


Flesch-Kincaid Readability Test. Reading-level guidelines will be validated through word 


processing software tools.  


Scion Dental notifies enrollees that real-time oral interpretation is available for any 


language during business hours and that written information is available in prevalent 


languages at no expense to them, as well as how to access language translation services, 


in a number of ways. We publish this information in our Member Handbook, member 
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enrollment letters, our Member Web Portal outreach and education materials, and our 


Provider Policy and Procedure Manual. 


All materials will be made available in alternative formats upon request for recipients 


with special needs or appropriate interpretation services will be provided by Scion 


Dental at no charge to the recipient. 


Scion Dental’s website will advise recipients and providers as to how they can obtain 


information about the State’s dental program in non-English languages.  


3.9.16.9 Confidentiality of Patient Information 


 The vendor must act to ensure that the confidentiality of specified patient information and 
records is protected. The vendor must: 


A. Establish in writing, and enforce, policies and procedures on confidentiality, including 
confidentiality of Dental records; 


B. Ensure patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside of the 
vendor;  


C. Hold confidential all information obtained by its personnel about recipients related to their 
examination, care and treatment and shall not divulge it without the recipient’s 
authorization, unless: 


1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


2. It is necessary to coordinate the recipient’s care with other dental care providers, 
physicians, hospitals, or other health care entities, or to coordinate insurance or other 
matters pertaining to payment; or 


3. It is necessary in compelling circumstances to protect the health or safety of an 
individual. 


D. Must report any release of information in response to a court order to the recipient in a 
timely manner; and 


E. May disclose recipient records whether or not authorized by the recipient, to qualified 
personnel, defined as persons or agency representatives who are subject to standards of 
confidentiality that are comparable to those of the State agency.  


Scion Dental acknowledges and is well prepared to meet the requirements in section 


3.9.16.9. All providers contracted with Scion Dental as part of the Nevada Medicaid 


Dental Program must comply with these standards, which are clearly stated in our 


Provider Agreement. The Provider Policy and Procedure Manual will contain the State of 


Nevada’s standards regarding recipient rights and responsibilities and will be available to 


all participating providers during the initial onsite orientation session and thereafter on 


the Provider Web Portal. During the orientation, providers and their staff will receive 


training regarding contractual obligations and requirements. 


3.9.16.10 Treatment of Minors 


 The vendor must have written policies regarding the treatment of minors.  


Scion Dental maintains up-to-date policies and procedures regarding the treatment of 


minors, including the treatment for those recipients enrolled for EPSDT services, as 
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stated in section 3.8.2.3.A.2. We publish this information in our Member Handbook, 


recipient enrollment letters, our Member Web Portal outreach and education materials, 


and our Provider Policy and Procedure Manual. All materials are accessible online, 


anytime via the Member Web Portal and can be sent to recipients and providers upon 


request. Recipients may choose to print the materials from the portal, or they may call 


our toll-free Call Center to request a copy be sent via email or postal mail. 


3.9.16.11 Assessment of Recipient Satisfaction  


 The vendor must conduct periodic surveys of recipient satisfaction annually with its services: 


A. The survey(s) must include content on perceived problems in the quality, availability and 
accessibility of care. 


B. The survey(s) assess at least a sample of: 


1. All recipients; 


2. Recipient requests to change practitioners and/or facilities; and 


3. Disenrollment by recipients. 


C. As a result of the survey(s), the vendor must: 


1. Identify and investigate sources of dissatisfaction; 


2. Outline action steps to follow up on the findings; and 


3. Inform practitioners and providers of assessment results. 


D. The vendor must re-evaluate the effects of the above activities. 


Recipient feedback about their experience and quality of dental care is important to us. 


We use this information to continually improve our administrative services and the 


dental network. We actively conduct ongoing patient satisfaction surveys in an effort to 


discover what about the dental plan works well and what needs improvement. 


Satisfaction surveys are created to be client-specific and allow us to target those 


operational areas in need of adjustment. We work with each client to customize our 


approach for assessing recipient satisfaction.  


Scion Dental believes a recipient satisfaction survey is most effective when it 


successfully measures satisfaction and utilization without being burdensome to 


complete. Therefore, each survey question serves a purpose and only relevant questions 


are included. This creates a positive and meaningful experience for the recipient.  


For DHCFP, the recipients who will be surveyed will include a combination of all eligible 


recipients, recipients who request to change practitioners and/or facilities, and any 


recipients recently disenrolled from the plan. We send surveys via email and post 


communications and links to the surveys on the Member Web Portal for recipients to 


access online, anytime. We can also collect responses using live phone calls, automated 


outbound telephone campaigns, and outbound mailing campaigns. 
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In the third quarter of 2016, 96% of 
Nevada recipients were satisfied with the 
dental care they received and 92% 
reported being satisfied with their dental 
plan.  


Our Member Outreach and Education team shares the results of member satisfaction 


surveys with numerous teams throughout Scion Dental for use in quality improvement 


projects and provider education content. In one instance, our Member Outreach team 


analyzed member survey results, identified opportunities to improve provider 


education, and worked with our Corporate Communications staff to develop targeted 


newsletter articles and mass email messages. 


As another example, after analyzing survey results, we discovered recipients did not fully 


understand the importance of preventive care, which led us to perform a targeted 


outreach campaign on the importance of preventive care and how to find the nearest 


dental office. This targeted campaign resulted in a 6% increase of recipients receiving 


services. 


In another example, a member outreach campaign that contacted more than 220,000 


HEDIS eligible members resulted in significant increases in HEDIS trends, including year-


over-year increases, which exceeded the client’s goal by 38%. 


Conducting member satisfaction surveys for that particular client, we found that of the 


members polled, 92.71% were satisfied with their Dental Home/provider within the last 


12 months and 93.20% were satisfied with their dental plan. These numbers represent 


the continuous quality improvement efforts of ensuring access to care for all members. 


Utilizing ongoing outreach campaigns, both satisfaction measures increased to 95.4% in 


that market the following year. 


3.9.17 Standards for Availability and Accessibility  


 The vendor must establish standards for access (e.g., to routine, urgent and emergency care; telephone 
appointments; advice; and recipient service lines) that complies with this RFP. Performance on these 
dimensions of access is assessed against the standards. 


All providers contracted with Scion Dental as part of the Nevada Dental Medicaid network must 


comply with the access standards mandated by DHCFP. These standards will be clearly stated in 


our Provider Service Agreement. The Provider Policy and Procedure Manual will also define the 


State of Nevada’s access standards and will be available to all participating providers during the 


initial onsite orientation session and thereafter. During the orientation, providers and their staff 


will receive training regarding contractual obligations and requirements, including appointment 


scheduling and wait times. 
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Scion Dental performs a range of monitoring activities to assess provider compliance regarding 


appointment availability and wait times, and we manage this aspect of patient satisfaction both 


proactively and reactively. At least annually, we analyze appointment accessibility including 


routine and urgent care against defined standards using industry‐accepted survey tools.  


The methods we use to monitor and verify provider compliance with scheduling appointments 


and office wait time standards include: 


 Site visits 


 Secret shopper compliance calls 


 Formal surveys 


 Participant grievance reports 


Please see section 3.3.1.10 for details on these methods. 


3.9.18 Dental Record Standards 


3.9.18.1 Accessibility and Availability of Dental Records 


A. The vendor must include provisions in all provider contracts for HIPAA compliance with 
regard to access to Dental records for purposes of quality reviews conducted by the Secretary 
of the United States Department of Health and Human Services (the Secretary), DHCFP, or 
agents thereof.  


B. Records are available to dental practitioners at each encounter. 


Scion Dental’s standard Nevada provider service agreement includes provisions for 


HIPAA compliance with regard to access to dental records for purposes of quality 


reviews. In addition, Scion Dental will submit our Provider Service Agreement to DHCFP 


for review, and we will modify our provider agreement, as requested, to meet specific 


DHCFP, state, and federal requirements. 


The Scion Dental Nevada provider service agreement includes the following provisions: 
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3.9.18.2 Record Keeping 


 Dental records may be on paper or electronic. The vendor must take steps to promote 
maintenance of Dental records in a legible, current, detailed, organized and comprehensive 
manner that permits effective patient care and quality review. Dental records must be maintained 
as follows: 


A. Dental Record Standards – The vendor sets standards for Dental records. The records reflect 
all aspects of patient care, including ancillary services. These standards shall, at a minimum, 
include requirements for: 


1. Patient Identification Information – Each page on electronic file in the record contains 
the patient’s name or patient ID number;  


2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, 
ethnicity, primary language, disability status, address, employer, home and work 
telephone numbers, and marital status; 


3. Allergies – Medication allergies and adverse reactions are prominently noted on the 
record. Absence of allergies (no known allergies – NKA) is noted in an easily recognizable 
location;   


4. Past Dental History [for patients seen three (3) or more times] – Past Dental history is 
easily identified including serious accidents, operations, and illnesses. For children, past 
Dental history relates to prenatal care and birth and preventive services; 


5. Diagnostic information; 


6. Medication information; 


7. Identification of Current Problems – Significant illnesses, Dental conditions and health 
maintenance concerns are identified in the Dental record; 


8. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and 
substance abuse is present for patients twelve (12) years and over and seen three (3) or 
more times; 


9. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the 
record. Consultation, lab, and x-ray reports filed in the chart have the ordering 
dentist/physician’s initials or other documentation signifying review. Consultation and 
significantly abnormal lab and imaging study results have an explicit notation in the 
record of follow-up plans;  


10. Emergency care; and 


11. Patient Visit Data – Documentation of individual encounters must provide at a minimum 
adequate evidence of. 


a. History and Physical Examination – Comprehensive subjective and objective 
information obtained for the presenting complaints; 


b. Plan of treatment; 


c. Diagnostic tests; 


d. Therapies and other prescribed regimens; 


e. Follow-up – Encounter forms or notes have a notation, when indicated, 
concerning follow-up care, call or visit. A specific time to return is noted in weeks, 







SECTION 3 
3. Scope of Work 
3.9  Standards for Internal Quality Assurance Programs 


148  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


months, or as needed. Unresolved problems from previous visits are addressed in 
subsequent visits; 


f. Referrals and results thereof;  


g. All other aspects of patient care, including ancillary services; 


12. Entry Date – All entries must have date and time noted;  


13. Provider Identification – All entries are identified as to author; and 


14. Legibility – The record is legible to someone other than the writer. A second reviewer 
should evaluate any record judged illegible by one physician reviewer.  


Scion Dental acknowledges and is prepared to meet the requirements in 3.9.18.2 of 


this RFP. All dental record data submitted by providers is captured in electronic 


format and stored in our Enterprise System databases. Patients may be identified by 


numerous IDs, all linked to one unchanging system-defined enrollee ID, which allows 


information to be accessed by any related identifier, including identifiers such as 


Medicaid IDs, which may change over time. Patient demographic data, as well as all 


patient service history, are stored in the Enterprise System, never purged, and 


available for online retrieval or reporting at any time by individuals with appropriate 


security permissions. Documents submitted by providers, including x-rays and 


treatment plans, are accepted as electronic documents or converted to electronic 


format and automatically linked to the appropriate claim or authorization record, 


and made available as part of the appropriate patient service history. 


3.9.18.3 Record Review Process 


A.  The vendor must have a system (record review process) to assess the content of Dental 
records for legibility, organization, completion and conformance to its standards; and 


B.  The record assessment system must address documentation of the items listed in Dental 
Records requirements above. 


Scion Dental has experience developing a dental record review process for another 


State client. We will modify our current dental record review template, as 


necessary, to incorporate the items required by DHCFP in section 3.9.18.2.  


3.9.19 Utilization Review 


3.9.19.1 Written Program Description 


 The vendor must have a written utilization review management program description, which 
includes, at a minimum, policies and procedures to evaluate medical necessity, criteria used, 
information sources and the process used to review and approve the provision of Dental services.  


Scion Dental’s written Utilization Review Plan is designed to ensure that all care 


delivered to recipients promotes oral health and that all dental services are necessary, 


appropriate, and delivered in the most appropriate and cost-effective setting. This plan 


includes a description of policies, procedures, scope, and objectives related to Scion 


Dental’s UM/UR, including policies and procedures to evaluate medical necessity, 


criteria used, information sources and the process used to review and approve the 


provision of Dental services. The program also ensures Scion Dental complies with all 


recognized Utilization Management standards as they may apply to dentistry through 
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such organizations as the National Committee on Quality Assurance (NCQA), URAC, and 


federal or state regulations as they may apply, including the Department of Labor ERISA 


regulations. 


The process and capabilities captured in Scion Dental’s Utilization Review Plan are the 


basis for our accreditation by URAC. Scion Dental was the first dental TPA to earn URAC 


accreditation for Health Utilization Management, Version 7.0. In addition, Scion Dental 


was the first entity in the United States to earn full URAC accreditation for Claims 


Processing Administration with Claims Review and Appeals, Version 4.0. We currently 


hold URAC accreditation for Health Utilization Management and Claims Processing 


through May 1, 2019. 


 


 


 


Scion Dental is the first dental company to 
have been awarded full accreditation for 
Health Utilization Management and full 
accreditation for Claims Processing. 


URAC’s Claims Processing Administration Accreditation is designed to improve 


operations, protect consumers and providers, and lower risk and cost for healthcare 


organizations. URAC’s Claims Processing Administration with Claims Review and Appeals 


Accreditation is applicable to claims processing covering utilization review and appeals 


of healthcare claims.  


URAC is an independent, nonprofit healthcare accrediting organization, dedicated to 


promoting healthcare quality through accreditation, certification, and commendation. 


The URAC accreditation process demonstrates a commitment to quality and serves as a 
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framework to improve business processes, through benchmarking organizations against 


nationally recognized standards. 


3.9.19.2 Scope 


 The program has mechanisms to detect under-utilization as well as over-utilization.  


As also described in section 3.19, Scion Dental uses technology tools and data analysis 


to detect over- and under-utilization of dental services. We use a comprehensive set of 


criteria to evaluate provider treatment patterns and identify potential outliers.  


CONFIDENTIAL/TRADE SECRET 


 


  


 


  


 


  


 


  


 


  


 


 


 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 







SECTION 3 
3. Scope of Work 


3.9  Standards for Internal Quality Assurance Programs 


© 2016 Scion Dental, Inc. | State of Nevada RFP 3290  –  SECTION 3: Technical Proposal 151 


 


 


 


 


 


 


 


 


  


 


 


 


  


 


 


 


  


3.9.19.3 Pre-Authorization Review Requirements 


A.  Pre-authorization decisions must be supervised by qualified Dental professionals; 


B.  Efforts must be made to obtain all necessary information, including pertinent clinical 
information, and consult with the treating dentist, as necessary; 


C.  The reasons for decisions must be clearly documented and available to the recipient; 


D.  The vendor’s prior authorization policies and procedures must be consistent with provision of 
covered medically necessary dental care in accordance with community standards of 
practice; 


E.  There must be well-publicized and readily available mechanisms for recipient appeals and 
grievances as well as provider disputes. Providers may pursue an appeal on the recipient’s 
behalf with the recipient’s written authorization. The Notice of Action must include a 
description of how to file an appeal; 


F.  Appeal and grievance decisions are made in a timely manner as warranted by the health of 
the enrolled recipient; 


G.  There are mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction or other measures; 


H.  Consistent with 42 CFR 438.210, vendors must ensure that compensation to individuals or 
entities that conduct utilization management activities is not structured so as to provide 
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incentives for the individual or entity to deny, limit, or discontinue medically necessary dental 
services to any recipient; and 


I.  If the vendor delegates responsibility for utilization management, it has mechanisms to 
ensure that the delegate meets these standards.  


Prior Authorization Review  


Our innovative and unique benefit management software was designed specifically to 


bring automation to every aspect of dental benefit management, including utilization 


management.  


Scion Dental offers a full range of consistent, efficient, and accurate prior authorization 


review services. We leverage our unique benefits management software to assign 


authorization numbers, track authorization actions from receipt to determination, 


ensure only medically necessary services are authorized, apply regulatory limits and 


rules, and generate provider and recipient notifications, including appeals rights for 


adverse determinations. 


Effective utilization management depends on robust claim processing. As described in 


further detail in section 3.19 of the response, Scion Dental utilizes a three-tiered 


method for clinical review during claim processing, ensuring that all submitted 


authorizations are determined fairly, accurately, and consistently. First, a series of 


predefined client-specific edits are automatically checked against all submitted 


authorizations. Authorizations tentatively denied for clinical reasons are then routed to 


Scion Dental’s clinically trained dental review specialists, who make determination 


decisions based on state and market regulations, as well as authorization requirements. 


If a dental review specialist tentatively denies an authorization, it is then routed to a 


licensed dentist for final determination. When authorization determinations are 


appealed by the recipient and/or provider, the case may be forwarded to a neutral 


Dental Consultant for review and final determination. Providers may request a peer-to-


peer consultation as part of this process. 


As part of the project startup phase, the Scion Dental Implementation team will work 


with DHCFP to fully understand all aspects of the State’s dental plan including program 


benefits, coverage limitations, age restrictions, and additional benefits based on special 


needs or other criteria.  
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Notification to providers  


Scion Dental’s software platform generates customized determination letters that 


include State-defined determination reasons, appeals rights and instructions for filing an 


appeal. These letters are generated minimally once a day and faxed the next business 


day after the determination to ensure rendered decisions (approval or denial) are 


received in a timely manner so as to not adversely affect the recipient’s health.  


However, providers who use Scion Dental’s Provider Web Portal never need to call to 


check the status of authorizations or wait for approval or denial letters. As soon as an 


authorization is determined, its updated status is immediately available through the 


portal. Likewise, as soon as a claim is processed and paid, the online authorization 


history report shows that the matching authorization has been decremented 


(consumed). Additionally, the corresponding claim history report, available through the 


portal, includes the linked authorization number for easy reference. 


We strongly encourage electronic relationships with providers. However, in cases in 


which providers do not take advantage of the Provider Web Portal and do not have a fax 


machine, notifications are sent by Unites States Postal Service. 


Notification to recipients 


When a denial or decision to authorize services in amount duration or scope that is less 


than requested occurs, recipients receive a letter by United State Postal Service that is 


mailed the next business day after the determination. Recipient notification letters use 


language about the reasons for the decision that is easily understood and include clear 


information on appeal rights, the appeals process, and contact information for 


submitting a written or oral appeal. Scion Dental has the ability to customize the letter 


template for recipients based on DHCFP’s requirements. Providers may pursue an 


appeal on the recipient’s behalf with the recipient’s written authorization. 


With our innovative software, Scion Dental can offer DHCFP unprecedented timeliness 


and accuracy in delivering notice of action to recipients. Our automated process notes 


the timing of all determinations made and generates letters which are sent the next 


business day via USPS to all appropriate recipients. Scion Dental’s running rate for both 


timeliness and accuracy regarding notice of action is 99.9%. 


Recipient grievances and appeals 


Scion Dental takes a comprehensive, proactive approach to assisting recipients and 


ensuring they have access to information about our grievance and appeals system. We 


ensure recipients, parents, and caregivers are informed about grievance and appeal 
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processes and state fair hearing information by making these resources available in a 


variety of publications and media. Our Recipient Handbook, Provider Policy and 


Procedure Manual, and online web portals describe the state fair hearing process, 


explain how to file grievances and appeals, and explain the resolution process. 


Please see section 3.12 for more detailed information on Scion Dental’s structured 


practices which are designed to assist recipients in filing grievances and appeals.  


Timeliness in handling grievances and appeals 


The Appeals department has established procedural and turnaround time protocols for 


acknowledging receipts of grievances and appeals. Our current standard is to 


acknowledge receipt of a grievance or appeal in writing (or verbally when requested).  


The Appeals team resolves complaints quickly by discussing the issue and potential 


resolutions directly with the recipient or provider and taking the necessary steps to 


resolve the problem. 


When a more complicated case cannot be resolved quickly, the Appeals Specialist 


creates a follow-up record in our electronic tracking system and routes the case to the 


appropriate department, such as Credentialing, Client Services, or Claims―or to a 


specific Provider Relations Representative or Dental Consultant. Each follow-up record 


includes due dates and hotlinks back to case details. When a note is entered on a follow-


up assignment, the system automatically logs the date, time, name, and user ID of the 


person who entered the note.  


To determine if a case should be expedited, an Appeals Specialist sends the case to a 


licensed Dental Consultant for review. Next, the Dental Consultant reviews the cases for 


clinical expedited language and standards. Those cases determined to meet clinical 


expedited standards are reviewed within the established expedited turnaround 


timeframes and follow the same procedures as non-expedited cases. 


Evaluation of the grievances and appeals system 


Scion Dental’s Appeals department tracks, evaluates, and resolves grievances and 


appeals. Each month the Scion Dental Quality Improvement Committee analyzes the 


grievance and appeals volume and turnaround times from the month prior to identify 


trends. The Committee also solicits feedback from recipients and providers on every 


aspect of our service, including the grievances and appeals system. Each quarter, the 


committee gathers to determine the best approach to improve any negative trends 


identified, including those which may impact recipient and provider satisfaction.  


Ensuring objectivity 


Consistent with 42 CFR 438.210, Scion Dental’s compensation to our employees and 


Dental Consultants who conduct utilization management activities is not structured so 


as to provide incentives for the employees or consultants to deny, limit, or discontinue 


medically necessary dental services to any recipient. 
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3.9.20 Continuity of Care System 


 The vendor has put a basic system in place, which promotes continuity of care. The vendor must take a 
comprehensive and collaborative approach to coordinate care for the eligible population and conditions as 
specified by DHCFP through an effective care coordination program, partnerships with primary care general 
dentists or pediatric dentists and specialists, other service providers and recipient participation, 
recipient/family outreach and education, and the ability to holistically address recipient’s health care needs. 
Care coordination must include not only the specific diagnosis, but also the complexities of multiple co-
morbid conditions.  


Significant primary and auxiliary research supports the premise that good oral health is 


intrinsically linked to good physical health. As such, Scion Dental works closely with the disease 


management groups within MCOs that share data on recipients who suffer from various diseases 


or have conditions impacted by oral health. In these specialized cases, identified recipients 


receive targeted outreach communications that discuss how oral health directly affects them and 


lists available provider locations that could help them attain and/or maintain good oral health.  


These customized, prior-approved communications are specifically tailored to highlight the 


benefits of oral care from the particular perspective of the recipient, and are designed to 


holistically address the recipient’s health care needs. We cooperate in receiving the eligibility 


information and conditions of certain recipients who benefit from a specific care or disease 


management intervention. These are the same recipients that MCOs tend to case manage as 


well, including cardiac cases, diabetics, pregnant mothers, and persons with prosthetics. 


Collaborative approach to care coordination 


At Scion Dental, we work closely with our clients and local agencies to develop a collaborative, 


comprehensive approach to care coordination that meets the needs of recipients. We use 


enrollee data, claim history, demographics, and other factors to precisely target particular groups 


of recipients. Recipient outreach and education options may include: 


 Coordination with state agencies, local health departments, and FQHCs 


 Emergency room dental visit outreach 


 Dental school partnerships 


 Health fair participation 


 Disease Management programs 


Scion Dental strives to collaborate and build excellent working relationships with state agencies, 


local health departments, and FQHCs. By assisting these local and state bodies to meet their 


community-based program goals, Scion Dental gains access to another layer of information and 


data regarding members as well as another partner in member outreach and communication 


initiatives.  


Public health outreach and education programs. Scion Dental works closely with state agencies, 


local health departments, FQHCs, and other local service agencies to educate parents and 


caregivers about the importance of dental services for children with unmet and/or urgent dental 


needs.  
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“Kevin Johnston has been a great resource for Future Smiles. From 
donations to information, Kevin has been more than happy to help our 
program. We are very appreciative for all of his help. We look forward 
to working with Scion Dental and providing our services to Scion Dental 
patients in the future.”  
Nataly Hernandez, Future Smiles Program Resource Coordinator, Las Vegas, NV 


The Scion Dental Customer Service Center is available to assist recipients with overcoming 


communication and language barriers, finding appropriate providers, scheduling appointments, 


and receiving referrals for transportation.  


Emergency room dental visit outreach. Scion Dental can provide outreach to members who visit 


the emergency room for oral pain if provided notification from the health plan of the emergency 


room visit. The outreach can provide education to members on preventative dental services, our 
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online provider directory, and the Scion Dental toll-free Customer Service number to assist with 


finding a provider or help with appointment scheduling. 


Dental school partnerships. Dental school relationships are excellent opportunities to improve 


access to care. These schools often participate in Medicaid programs and welcome new patients, 


and some even have portable dental equipment or a network of clinic locations that can be used 


for outreach and/or general screenings. In every Scion Dental market, we work to build a positive 


relationship with local dental schools to help create additional access for recipients.  
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Health fair participation. Scion Dental routinely promotes Medicaid dental programs at local 


health fairs. These events offer an important opportunity to reach and educate recipients, 


distribute dental materials, and gather first-hand feedback about the program. We use these 


opportunities as a way of personally interacting with recipients and discussing their experiences 


with the program. We then incorporate the feedback into plans and program to help improve the 


program.  


 


 


 


 


  


Disease Management programs. Scion Dental works closely with the disease management 


groups within MCOs that share data on recipients who suffer from various diseases or have 


conditions impacted by oral health. In these specialized cases, identified recipients receive 


targeted outreach communications that discuss how oral health directly affects them and lists 


available provider locations that could help them attain and maintain good oral health.  


3.9.20.1 Information Technology System for Care Coordination: 


 The vendor’s information technology system for its care coordination program must maximize the 
opportunity for communication between the vendor, PDP, the patient, other service providers and 
care coordinators. The vendor must have an integrated database that allows vendor staff that 
may be contacted by a recipient to have immediate access to and review of the most recent 
information within the vendor’s information systems relevant to the case. The integrated 
database may include the following: administrative data, call center communications, service 
authorizations, and case notes. For example, vendor recipient services staff must have access to a 
recipient’s case notes and recent utilization if contacted by that recipient. The information 
technology system must also have the capability to share relevant information (i.e. utilization 
reports, etc.) with the recipient, the PDP, and other service providers. 


Scion Dental’s information technology system is one of our most important 


differentiators and one of the most important keys to the company’s success as an 
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innovative, efficient, cost-effective dental benefits administrator. Our Enterprise System 


software platform supports all of the requirements defined in 3.9.20.1—and much 


more. 


The Enterprise System, built on a fully integrated, web-based technology platform, was 


designed from the ground up to maximize opportunities for shared communication—


system users can access the system any time, from anywhere, by simply logging on 


through a web browser.  


To promote fast, easy, online communication, the system supports full-featured, self-


service web portals for providers, recipients, and our clients. Both the Provider Web 


Portal and Member Web Portal are easily accessible from mobile devices.  


Because our web portals are fully integrated with the Enterprise System, providers and 


recipients never have to wait for updates or data transfers—information is referenced 


from the system’s relational databases in real-time and available online instantaneously. 


For example, dashboard data on the Provider Web Portal updates continuously with 


real-time claim status information. When provider remittances and EOBs are processed, 


the documents are automatically uploaded to portals and available for viewing and 


printing. When providers search for claim details, links to related authorizations and 


attached documents are automatically available as part of the claim record.  


Integrated Customer Service software system 


Our fully integrated Customer Service system was designed to give our staff all of the 


information they need in one place, so they can quickly and efficiently answer each 


inquiry at the initial point of contact. 


Because our Customer Service system is an integrated module within the Enterprise 


System, Customer Service Representatives have instant access to each recipient’s 


complete enrollee record, call history with all notes and follow ups, service history, claim 


history, benefit plan details, coverage accumulations and limitations, benefit plan 


eligibility, primary care dentist, and much more. 


To help Customer Service Representatives answer questions from recipients quickly and 


efficiently, the Call Processing page is divided into organized zones of information. When 


a call log is first started, information about the recipient is shown in a summary view, 


giving the CSR a quick overview of the recipient’s name, address, age, eligibility status, 


and call history. 


The Call Processing page also includes quick links to additional information that can help 


CSRs answer questions quickly and accurately, including details about the recipient’s 


benefit plan and group, quick access to a list of providers associated with the recipient’s 


benefit plan, as well as the recipient’s eligibility history, claim and authorization history, 


service history, requests for non-contracted providers, and more. 


Scion Dental relies on the Enterprise System software for not only customer service and 


claims processing functions, but for full integrated dental program management.  
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3.9.21 IQAP Documentation 


3.9.21.1 Scope 


 The vendor must document that it is monitoring the quality of care across all services and all 
treatment modalities, according to its written IQAP.  


A key objective of Scion Dental’s Quality Improvement Program is: To objectively and 


systematically monitor, evaluate and improve the quality and appropriateness of dental 


care services. We acknowledge documentation of monitoring activities and have 


processes in place to meet this requirement. 


3.9.21.2 Maintenance and Availability of Documentation 


 The vendor must maintain and make available to the DHCFP, and upon request to the Federal 
Secretary of Health and Human Services or any federal or state regulatory entities, studies, 
reports, protocols, standards, worksheets, minutes, or such other documentation as requested 
concerning its quality assurance activities and corrective actions.  


We understand this requirement and are prepared to meet it. 


3.9.22 Coordination of Quality Assurance (QA) Activity with Other Management Activity 


3.9.22.1 The findings, conclusions, recommendations, actions taken and results of the actions taken as a 
result of QA activity, are documented and reported within the vendor’s organization and through 
the established QA channels.  


A.  Quality assurance information is used in credentialing, recredentialing, and/or annual 
performance evaluations.  


B.  Quality assurance activities are coordinated with other performance monitoring activities, 
including utilization management, risk management and resolution and monitoring of 
recipient grievances and appeals.  


C.  There is a linkage between quality assurance and the other management functions of the 
vendor such as: 


1. Network changes; 


2. Benefits redesign; 


3. Medical management systems (e.g., pre-certification); 


4. Practice feedback to practitioners; 


5. Patient education; and 


6. Recipient services. 


Ongoing quality improvement is an enterprise-wide activity at Scion Dental. Our quality 


improvement work is well integrated with other management activity. We are well-


positioned to meet this requirement. 


3.9.23 Data Collection 


The vendor must provide the DHCFP with uniform utilization, cost, quality assurance, and recipient 
satisfaction/complaint data on a regular basis, in accordance with Quality Assurance Standards. The vendor 
will submit information to DHCFP in accordance with the contract, performance measures and reports. Data 







SECTION 3 
3. Scope of Work 
3.9  Standards for Internal Quality Assurance Programs 


160  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


for measures of quality, utilization, recipient satisfaction and access will be reported for the contract 
population. 


3.9.23.1 Specific areas of study required will be stated in the contract or the DHCFP’s Quality Assessment 
and Performance Improvement Strategy.  


Scion Dental acknowledges and will work with DHCFP to meet this requirement. 


3.9.23.2 Data or studies must be submitted by the required due date, and be accurate and complete. 


Timely, accurate, state-of-the-art reporting is a core competency for Scion Dental. We 


are well-positioned to meet this requirement for DHCFP. 


3.9.23.3 Monitoring and tracking of grievance/appeal information are required by due date.  


Scion Dental’s Appeals department monitors and tracks this data. We will provide this 


reporting by the requested due date. 


3.9.24 Dispute Resolution  


The vendor must adequately staff a provider services unit to handle provider questions and disputes. 


3.9.24.1 The vendor must resolve ninety percent (90%) of written, telephone or personal contacts within 
ninety (90) calendar days of the date of receipt with appropriate follow up to provider.  


3.9.24.2 A written record in the form of a file or log is to be maintained by the vendor for each provider 
dispute to include the nature of it, the date filed, dates and nature of actions taken, and final 
resolution. 


Scion Dental acknowledges and is ready to meet the requirements of section 3.9.24. 


As is standard practice for all Scion Dental clients, each provider in your network will be assigned 


a Provider Relations Representative who will be available to answer questions, intervene in 


provider disputes, and arrange in-person visits whenever necessary. 


Our Provider Relations staff expedites 
provider questions within 3 business days 
of the issue, 98.1% of the time.  


Provider disputes or issues that cannot be satisfactorily resolved by our Client Experience team 


are escalated to our Appeals department for investigation and resolution. 


During our six years of managing Medicaid dental benefits in Nevada, Scion Dental has not 


received any formal provider grievances. We hope to achieve the same continuing success with 


DHCFP. 
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3.10  State Quality Assessment and Performance Improvement 
Strategy  


3.10.1 


The DHCFP has developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and 
Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 438. 
Section E. The State’s Strategy has two basic purposes: 


3.10.1.1 To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and 


3.10.1.2 To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the quality 
of care provided to, and received by, Medicaid recipients in the state.  


Scion Dental acknowledges the purposes of DHCFP’s Quality Assessment and Performance 


Strategy. Our vision for industry-leading benefit management is well-aligned with DHCFP’s 


Strategy.   


3.10.2 


The purpose of this quality strategy is to: 


3.10.2.1 CFR 438.Section E – State Responsibilities 


A.  Have a written strategy for assessing and improving the quality of PAHP services offered by 
the DBA (vendors);  


B.  Obtain the input of recipients and other stakeholders in the development of the strategy and 
make the strategy available for public comment before adopting it to final; 


C.  Ensure that the vendors comply with standards established by the DHCFP;  


D.  Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the 
strategy at a minimum of every three years or, as needed;  


E.  Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy 
whenever significant changes are made, and two (2) regular reports on the implementation 
and effectiveness of the strategy; and 


F.  The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its 
management and direction. The vendor is also required to participate in quality initiatives 
that align with the goals and objectives identified in the DHCFP’s Performance Measures, as 
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defined in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program 
and an annual Work Plan. 


Scion Dental acknowledges and will participate in quality initiatives as required to help 


ensure DHCFP’s objectives are met. 


3.10.2.2 CFR 438.330– Elements of State Quality Strategies 


 Quality of care activities will be monitored through information obtained in a quarterly DBA Care 
Coordination Report. These activities may include monitoring and technical assistance through 
site visits to the vendor, Chart audits, phone calls, etc. The DHCFP may validate the DBA Care 
Coordination report and may conduct a more in-depth review and/or request additional 
information.  


A.  The Strategy incorporates procedures that: 


1. Assess the quality and appropriateness of care and services furnished to all of the DHCFP 
dental program recipients enrolled with the vendor; 


2. Require the vendor to develop a cultural competency plan that will include methods to 
encourage culturally-competent contact between recipients and providers, staff 
recruitment, staff training, translation services, and the development of appropriate 
health education materials. The vendor is responsible for promoting the delivery of 
services in a culturally competent manner, solely determined by the DHCFP, to all 
recipients including those with limited English proficiency (LEP) and diverse cultural and 
ethnic background. The vendor will develop methods to collect report and identify the 
race, ethnicity and primary language spoken of each enrolled recipient. The vendor will 
track primary language information in the health plans’ customer services systems. The 
DHCFP will provide race and ethnicity and primary language spoken data for the Medicaid 
population to the vendor(s) through a monthly interface. The vendors may alert the 
DHCFP, as part of the demographic update interface with DWSS NOMADS system, of any 
known discrepancies in the race and ethnicity or primary language data they receive from 
the DHCFP. This data will be utilized to gather baseline data and will lead to the 
development of a Performance Improvement Projects (PIP) or quality improvement 
project. Such a project will incorporate data from the State enrollment file according to 
the race and ethnicity categories as defined by CMS. The data will be used to generate 
stratified reports as recommended by the Centers for Medicare and Medicaid Services 
(CMS) and compliant with the Health Insurance Portability and Accountability Act (HIPAA) 
for race and ethnicity categories to identify disparities. The vendor’s will organize 
interventions specifically designed to reduce or eliminate disparities in health care; 


3. Monitor and evaluate the contracted vendors’ compliance with the standards. It will 
include a description of how the DHCFP will complete this monitoring in line with the 
Strategy; 


4. Arrange for external quality reviews including a description of the annual independent 
external quality review of the timeliness, outcomes, and accessibility of the services 
covered under each vendor contract. This section should include but is not limited to a 
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broad description of calculating measures or designing performance improvement 
projects; 


5. That designates the performance measures and levels developed by CMS in consultation 
with States and other relevant stakeholders; 


6. Designates an information system that supports the initial and ongoing operation and 
review of the DHCFP’s quality strategy; 


7. Designates a description of how the DHCFP uses intermediate sanctions in support of its 
quality strategy. These sanctions meet the requirements specified in 42 CFR 438 Subpart I. 
The DHCFP’s description specifies its methodology for using sanctions as a vehicle for 
addressing identified quality of care problems; and 


8. Identifies standards, at least as stringent as those in 42 CFR Parts 438 for access to care, 
structure and operations, and quality measurement and improvement. 


Scion Dental acknowledges DCHFP’s responsibilities as outlined above. We will develop a 


cultural competency plan to meet the defined objectives. This plan will include many 


Scion Dental policies and procedures detailed throughout this RFP which are already in 


place to promote the delivery of culturally competent care. In addition: 


 Through our Enterprise System, we have the ability to manage data on race, 


ethnicity, and primary language spoken as part of the enrollee’s record. If this 


information is sent to us, we can store and report on it.  


 We will collaborate with DHCFP to identify discrepancies in race, ethnicity, and 


primary language as outlined above. 


 We will collaborate with DHCFP to identify and lead Performance Improvement 


Projects related to disparities in health care. 


 Scion Dental already has in place many types of recipient communication strategies 


as outlined in section 3.6.8, and recipient outreach strategies as detailed in section 


3.3.3 – all customizable, which we can offer to DHCFP to assist in reducing health 


care disparities. If further interventions are required for this objective, we will work 


closely with DHCFP, and we will also evaluate the need for additional compensation 


to meet this request. 


If DHCFP should require Scion Dental’s participation in an alternative information system 


related to DHCFP’s quality strategy, we will evaluate the need for additional 


compensation to meet this request.  


3.11  Fiscal Requirements 


3.11.1 Vendor Fiscal Standards 


The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified vendors. The 
vendor must comply with all DOI standards in addition to the PAHP standards described in this section.  


Scion Dental will comply with all State of Nevada Division of Insurance (DOI) and PAHP standards. 
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3.11.2 Performance Security Deposit  


The vendor must provide a performance security deposit in the form of a bond furnished by a surety 
company authorized to do business in the State of Nevada to the DHCFP in order to guarantee payment of 
the vendor’s obligations under this contract. The performance security deposit may be utilized by the DHCFP 
to remedy any breach of contract or sanctions imposed on the vendor.  


3.11.2.1 An initial deposit of $4,000,000 must be deposited within ten (10) business days following award 
of the contract to the vendor, as stated in the Attachment E ~ Insurance Schedule. This amount 
must be reviewed at the end of the first quarter of the contract period and may need to be 
increased or decreased to equal the actual required security deposit amount.  


 The amount of the performance security deposit shall be equal to one hundred and ten percent 
(110%) of the highest month’s total capitation amount in the first quarter or four million dollars 
($4,000,000), whichever is greater. This must be deposited with the State Treasurer within fifteen 
(15) calendar days after the end of the first quarter of the contract. The total capitation amount is 
the sum of all capitation payments for all recipients for the month.  


3.11.2.2 After the initial year of the contract the DHCFP will require the vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and ten percent 
(110%) of the preceding year’s highest month’s total capitation payment or four million dollars 
($4,000,000), whichever is greater. 


3.11.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond must 
utilize a company that meets the following listed requirements: 


A.  A.M. Best A-VII rated insurance company; 


B.  Certified by the Department of Treasury, Financial Management Services for Nevada; and 


C.  Licensed by the Nevada Department of Business and Industry, Division of Insurance. 


3.11.2.4 The vendor must maintain the performance security deposit after the contract term for a length 
of time to be determined by the DHCFP in order to cover all outstanding liabilities. 


Scion Dental acknowledges and agrees that it must furnish performance security to serve as State 


of Nevada’s Dental Benefits Administrator under this RFP. The insurance and bond requirements 


of this RFP have been provided to Scion Dental’s carrier/surety and Scion Dental is taking the 


steps necessary to ensure that the required insurance and bond are in place upon award of the 


contract. 
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3.11.3 Vendor Liability 


The requirements set forth below shall be included in all subcontracts.  


3.11.3.1 The vendor must ensure that its recipients are not held liable for any of the following: 


A.  The vendor’s debts, in the event of the vendor’s insolvency; 


B.  For services provided to the recipient in the event of the organization failing to receive 
payment from the State for such services; 


C.  For services provided to a recipient in the event a health care provider with a contractual, 
referral, or other arrangement with the vendor fails to receive payment from the state or the 
organization for such services; or 


D.  Payments to a provider who furnishes covered services under a contractual, referral, or other 
arrangement with the vendor in excess of the amount that would be owed by the recipient if 
the vendor had directly provided the services. 


3.11.3.2 To ensure continuation of services to recipients during insolvency pursuant to the Center for 
Medicare and Medicaid State Medicaid Manual (SMM) 2086.6.B. 


Consistent with the requirements of state and federal law and this RFP, Scion Dental will include 


the foregoing recipient non-liability and protection provisions in all subcontracts, including 


provider service agreements. 


3.11.4 Payment of Claims 


3.11.4.1 The vendor shall be responsible for paying all claims for properly accessed and, if necessary, 
authorized covered services provided to enrolled recipients on dates of service when they were 
eligible for coverage unless the services are excluded under the DHCFP PAHP contract or the 
Nevada Medicaid State Plan. The vendor will adjudicate and pay all claims in accordance with 
state and federal statutes and regulations. Not meeting all federal requirements, including those 
for timely claims payment, may be considered a breach. 


Scion Dental has many system-based and operational safeguards in place to ensure 


highly accurate, timely claims payments. Scion Dental’s internal processes include pre-


payment claims quality reviews, system-based validation during claims adjudication, and 


post payment auditing. In rare instances where anomalies or incorrect payments are 


discovered, we have processes in place to identify the root cause of the issues, correct 


the underlying causes, and automatically recoup funds, where appropriate.  


99.999% — Scion Dental’s claims payment 
accuracy rate in Nevada 


In addition to our stringent internal controls, Scion Dental has an SSAE16 SOC1 Type II 


audit performed annually, and our sister company, Wonderbox Technologies, undergoes 


annual SSAE16 SOC2 Type II audits. Scion Dental also participates in numerous third-


party audits required by our clients and government agencies. 
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Claims payment accuracy 


Scion Dental’s Enterprise System software has many safeguards in place to ensure highly 


accurate claims payments. Our current claims payment and financial accuracy is nearly 


100%, including: 


 Payment accuracy 


 Financial accuracy 


 Statistical accuracy 


 Overall accuracy 
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With these multi-pronged processes in place, Scion Dental’s historical claims payment 


and financial accuracy has always been nearly 100%. 


Pre-payment claim quality reviews 


Scion Dental uses a combination of internal operational controls as well as system-based 


controls to ensure the integrity and validity of claims data—before claims are processed 


for payment.  
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Automated claims processing edits 


As described in detail in section 3.19, dental-specific edits and correction mechanisms 


are integrated throughout the Enterprise System—from the moment claims are entered 


to the moment they are paid. When claims are adjudicated during claims processing, the 


software system runs hundreds of automated business rules to verify complete, 


accurate, and appropriate claim payment. We use technology to avoid an expensive 


“pay and chase” approach and instead identify potentially inaccurate or fraudulent 


claims before they are paid. For example, our proprietary, dental-specific edits have 


saved more than $8 million dollars for the Nevada Medicaid dental plan since 2010. 


Just a few of the hundreds of standard edits applied during claim processing are listed 


below. 
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Post payment claim audits 


Scion Dental follows a standard, formal procedure for post payment claim audits that 


meets the claims payment requirements defined in 3.11.4.14 of this RFP.  
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From November 2015 through August 2016, our Finance department analyzed 64,000 


claims and found just 8 data entry errors. 


99.99%—Scion Dental’s YTD statistical 
accuracy 
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3.11.4.2 In cases where third party liability is known, the vendor must ensure that third party liability has 
been billed and processed prior to paying the claim. 


As described in detail in section 3.11.6 of this RFP, Scion Dental’s technical team will 


work closely with you during the implementation phase to fully understand your TPL 


business rules and define processes for handling coordination of benefits that meet your 


rules.  
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Our preferred approach for handling third-party liability is to use technology to avoid an 


expensive “pay and chase” approach and instead evaluate coordination of benefits 


information to pay or deny claims appropriately.  
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3.11.4.3 The vendor must have a claims processing system and Management Information System (MIS) 
sufficient to support the provider payment and data reporting requirements specified in the 
contract. In addition, the vendor shall have the capability to electronically accept and adjudicate 
claims. 


Scion Dental has processed and paid tens of millions of claims and facilitated the review 


of millions of authorizations for our clients—all through our integrated Enterprise 


System software platform. We offer not only a benefit management system capable of 


supporting the provider payment and data reporting requirements specified in the 


DHCFP contract, we also offer operational efficiency and expertise. As just one example, 


Scion Dental recently became the first company in the United States to receive the 


Claims Processing 4.0 accreditation from URAC—an independent, nonprofit 


organization, and well-known leader in promoting healthcare quality through its 


accreditation, education, and measurement programs. For more about Scion Dental’s 


URAC accreditation, see section 3.19. 


Accepting and adjudicating claims 


Claim information can enter the Scion Dental processing system in one of three ways: 


 Imported in an EDI file in HIPAA-compliant 837D transaction set format 


 Submitted electronically through the Provider Web Portal 


 Manually entered from a paper form or scanned image 


Data entry controls prevent claims with missing information from being submitted. 


Claims submitted through the web portal or imported through electronic files are 


automatically validated for quality and completeness.  


Scion Dental prefers to receive electronic claim files. Our EDI Analysts are experts in 


working with clients to load EDI claim files. Our Network Development and Electronic 


Outreach teams work with providers every day, encouraging them to submit electronic 


claims through the Provider Web Portal. 
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Electronic claims intake 


Scion Dental actively encourages electronic claim submissions and has a dedicated 


Electronic Outreach team that assists providers with registration, training, and 


education on the use and benefits of electronic submissions and payment. 


An automated electronic transaction import system integrated into the Enterprise 


System manages data file import, transformation, and load processes based on 


configurable business rules and assigns each data file process a unique job ID (claim 


submitter number).  


Our technical team has worked with many different trading partners, each with unique 


requirements. We are experienced at transforming, validating, importing, and 


reconciling complex data transactions. We also offer support for individual providers 


who prefer to submit EDI files directly to us in HIPAA 837D format. Our experienced EDI 


Analysts work closely with direct submitters to fully test HIPAA compliancy and data file 


quality in a test environment before accepting and processing electronic claims 


submissions in production. 


Scion Dental accepts electronic claim files through a secure FTP site. The preferred 


method for receiving files is for the client to “push” their files to us through an SFTP 


connection. With our preferred “Push-Push” process, clients simply drop their data files 


on our secure FTP site, and a software package automatically moves files into the 


appropriate directory folders for processing. When processing is complete, Scion Dental 


“pushes” the response files back to the client’s SFTP site. This process for exchanging 


data files is convenient, efficient, and allows for automated scheduling and processing. 


Provider Web Portal 


The Provider Web Portal features integrated electronic claim entry and submission, 


allowing providers to seamlessly step from verifying eligibility to entering claim data. 


Providers and support staff can search for patients, view eligibility and service history 


information, generate pricing estimates for services, and submit claims and 


authorizations, all through one easy workflow. 


Submitting claims  


After searching for and selecting a recipient, providers can navigate directly to a data 


entry form, which is automatically pre-filled with the recipient’s information.  
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Paper claims intake 


Scion Dental accepts and processes paper claims submitted on ADA claim forms. 


However, we prefer to receive claims electronically. Scion Dental has a dedicated 


Electronic Outreach team that provides assistance with portal registration, and offers 


training and education on the use and benefits of electronic claims submissions and 


payment.  


The Electronic Outreach team reviews paper claim submission volumes on a monthly 


basis to identify providers who are submitting a high number of paper claims. We then 
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contact providers directly to encourage portal usage and explain the benefits of 


electronic submission, payment, and self-service capabilities for administrative tasks.  


When Scion Dental receives paper claims, they are scanned into an electronic image. All 


paper claims scanned into the document management imaging system are assigned a 


unique ICN, internally referred to as an Encounter ID. The Encounter ID is assigned in a 


date/sequential serial number format that reflects the actual date of receipt. 


Claim processing cycles 


Once all claims are converted to electronic format and validated, they move through 


Edit, Adjudicate, and Payment Cycles. The Enterprise System is designed to 


automatically adjudicate nearly 100% of all claims. All covered services and service 


limitations are defined as part of each benefit plan and automatically applied and 


validated when claims are edited. The system automatically determines whether a 


service should be paid or denied, based on both the benefit plan rules and the patient’s 


service history.  


Automated claim reviews 


Scion Dental’s Enterprise System software performs automated reviews by applying 


hundreds of proprietary, dental-specific business rules against each claim and its 


services during the claim processing Edit Cycle. The system uses these rules to identify 


and automatically deny services for administrative reasons where appropriate, such as 


“member ineligible” or “service not covered.”  


Those services that do not require further review can automatically advance from the 


Edit Cycle to the Adjudicate Cycle, where they can be adjudicated and either paid or 


denied (rather than held back in the Edit Cycle with other claims that do require review 


and manual intervention). The auto advance feature can be enabled or disabled for each 


denial reason.  


Audit trails 


The claim processing system maintains a complete audit trail for each claim record. The 


audit trail shows each processing stage and includes (but is not limited to) the date the 


claim entered each stage and any edits and audits posted to the claim at each 


processing stage. All of this information is available for immediate online review through 


the Enterprise System user interface. 


Every action taken with a claim and authorization is tracked, including the time it is 


entered, who entered it, which edits and pricing rules were applied during processing, 


and any manual approvals or denials. All actions are recorded in an audit log during each 


processing stage, allowing a complete audit trail that traces the claim or authorization 


from the moment Scion Dental receives it through its final determination. 


All claim/authorization details are maintained in the system, including (but not limited 


to) the original billed amount, calculated allowed amount, COB entered and calculated 
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amount, any manually priced amount, actual payment amount, any other insurance paid 


amount, and any patient responsibility amount. In addition, details on how the 


calculated allowed amount was determined are also tracked for each claim. All of this 


information is maintained for each claim and never overwritten, so historical 


information is always available for immediate online review. Users with appropriate 


security permissions can view the claim history and audit log from various functional 


areas in the Enterprise System. Historical claim data is also available to providers 


through the Provider Web Portal. 


Payment processing 


The claim processing Payment Cycle generates payments for providers (and recipients, if 


applicable) and also generates payment reports, including Remittance Advices for 


providers, as well as Explanation of Benefits (EOB) and Explanation of Payment (EOP) 


reports for recipients, when applicable. After the Payment Cycle is confirmed, the 


system automatically posts payment reports to web portals where the appropriate 


documents can be accessed online by providers and recipients. If configured, the system 


can also send automated email messages to providers and recipients when new 


payment reports are posted to the portals. 


Providers can receive either EFT payments or paper checks. Scion Dental’s Finance 


Department obtains check stock from a secured location and prints paper checks in-


house. The Finance Department also sends EFT files to the appropriate banks. For 


security purposes, Scion Dental physically secures all check stock and allows only 


authorized users the ability to finalize the Payment Cycle, issue electronic payments, and 


print checks. 


Scion Dental can process and pay provider claims on any schedule that meets each 


client’s needs—including optional daily payment.  


Daily payment program 


Because our innovative software tools lower administration costs for the dental 


program, as well as reduce administrative hassles for providers, Scion Dental can 


identify and reward those providers who successfully engage in a full electronic 


relationship with us. We can reward providers who submit electronic claims and 


authorizations, and who receive electronic payments and remittance advices, with a 


“Daily Payment” program. 


We can pay claims daily for providers who 
submit electronic claims and accept 
electronic payments. 
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Scion Dental can pay identified providers daily, rather than holding back payment until 


scheduled check runs. Our market research shows the provider community welcomes 


this concept, and implementing it encourages even more provider offices to take 


advantage of electronic and self-servicing options—leading to more accurate claim 


submissions with fewer administrative denials and fewer telephone calls—resulting in 


higher provider efficiency and satisfaction. 


3.11.4.4 The vendor must allow network and non-network providers to submit an initial claim for covered 
services. The vendor must allow all in-state network providers to submit claims for reimbursement 
up to one hundred eighty (180) days from the last date of service and out of state providers three 
hundred sixty-five (365) days from the last date of service unless a shorter time period is 
negotiated. The vendor’s claims payment system must use standard claim forms.  


Scion Dental’s flexible Enterprise System software can easily accommodate the 


requirements defined in 3.11.4.4.  
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Our Enterprise System software accepts the current standard ADA claim form and stores 


all data submitted with the form indefinitely. 


3.11.4.5 The vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and (d) 
(3) and abide by the specifications of 447.45(d) (5) and (d) (6). The vendor must pay ninety-five 
percent (95%) of all clean claims from practitioners, who are in individual or group practice or 
who practice in shared health facilities, within thirty (30) calendar days of the date of receipt. The 
vendor must pay ninety-nine percent (99%) of all clean claims from practitioners, who are in 
individual or group practice or who practice in shared health facilities, within ninety (90) calendar 
days of the date of receipt. 


 The date of receipt is the date the vendor receives the claim as indicated by the date stamp on the 
claim and the date of payment is the date of the check or other form of payment.  


Scion Dental currently meets, and will continue to meet, all of the requirements defined 


in 3.11.4.5 for timely claims payment in the State of Nevada.  
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YTD 2016—99.9% of all clean claims paid 
within 30 days of receipt in Nevada 
market; 100% paid within 60 days. 


During 2016, Scion Dental processed and paid 99.9% of all clean claims from all 


practitioners in the Nevada market within 30 days of receipt and 100% of all claims 


within 60 days. Scion Dental has also consistently met all client service level agreements. 


3.11.4.6 The vendor must have written policies and procedures for processing claims submitted for 
payment from any source and shall monitor its compliance with these procedures. 


Scion Dental can accept for processing dental claims submitted for payment from any 


source, including but not limited to in-network providers, out-of-network providers, 


providers who practice in states other than Nevada, mid-level practitioners, and out-of-


network providers who have agreed to treat a recipient based on a negotiated single 


case agreement.  


The policies and procedures Scion Dental follows for paying claims from various sources 


depend on each client’s requirements. As part of the implementation phase we will 


work closely with DHCFP to fully understand your requirements for processing claims 


from various sources, and then we will configure our Enterprise System software to 


automatically pay claims based on varying reimbursement schedules, deny claims from 


specified sources when appropriate, or route claims for special handling—depending on 


your business rules.  


Our Compliance department will update all relevant claims processing policies and 


procedures to accurately reflect the State of Nevada requirements. The Compliance 


team will ensure staff members who are responsible for processing claims understand 


and adhere to Nevada’s unique requirements. 


3.11.4.7 The vendor’s claims processing system must ensure that duplicate claims are denied. In addition, 
this system must include edits to not allow for unbundling and the ability to pay certain State or 
local government providers the federal share only. 


As described in detail in section 3.19, Scion Dental’s Enterprise System software 


platform includes a full set of proprietary, dental-specific edits that evaluate and 


validate authorizations and claims from the moment the electronic data enters the 


system until payment is determined. The system also supports custom edits for unique 


business requirements and cost containment objectives. These sophisticated, 


customizable business rules ensure duplicate claims are denied, and services, such as x-


rays, are not unbundled and paid individually. 
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Unbundling, recoding, and downcoding edits 


To guard against unbundling, the system runs numerous customizable edits, including 


but not limited to downcoding rules, quantity recoding rules, amalgam/resin recoding 


rules, alternate benefit rules, and x-ray recoding rules. 
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3.11.4.8 The vendor agrees to the terms of any contract entered into as a result of this RFP to pay interest 
to a provider of dental services on a claim that is not paid within the time provided in the contract 
or agreement at a rate of interest equal to the prime rate at the largest bank in Nevada, as 
ascertained by the Commissioner of Financial Institutions, on January 1 or July 1, as the case may 
be, immediately preceding the date on which the payment was due, plus six percent (6%). The 
interest must be calculated from thirty (30) days after the date on which the claim is approved 
until the date on which the claim is paid. 


Scion Dental acknowledges the requirement in 3.11.4.8 to pay interest on claims not 


paid within the agreed-upon time. Over a period of six years, Scion Dental has paid a 


total of $1,766 in interest payments to providers in the Nevada market, which is an 


average of less than $300 per year. 


Sophisticated, state-specific, customizable late payment interest rules can easily be 


configured in the Enterprise System to automatically compute late payment interest 


during the Payment Cycle, and then apply the appropriate amount to the Paid Amount 


for each service item when paying claims. 


3.11.4.9 The vendor and its providers may, by mutual agreement, establish an alternative payment 
schedule but such a schedule must be stipulated in the provider’s network contract. If the vendor 
does not pay claims in accordance with 42 CFR 447.45d, the DHCFP may assess a financial penalty 
for each day the vendor is out of compliance.  


Scion Dental does not currently—nor have we ever—had any agreements with providers 


in any markets whereby Scion Dental requests a longer payment schedule. Scion Dental 


has a history of paying 99.9% of all clean claims within 30 days of receipt and 100% of 


claims within 60 days. In addition, our claims payment accuracy across all markets is 


consistently 99.8% or higher. 


We believe prompt, accurate payment is a key component in provider satisfaction, and 


we are committed to always paying providers as quickly and accurately as possible. In 


fact, we have developed a daily payment program to support this goal.  


As described in 3.11.4.3, Scion Dental can identify and reward those providers who 


submit electronic claims and authorizations, and who receive electronic payments and 


remittance advices, with a “Daily Payment” program. Scion Dental can pay identified 


providers daily, rather than holding back payment until scheduled check runs. 


Implementing this program encourages even more provider offices to take advantage of 


electronic and self-servicing options—leading to more accurate claim submissions with 


fewer administrative denials and fewer telephone calls—resulting in higher provider 


efficiency and satisfaction. 
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3.11.4.10 The vendor shall accurately pay claims with ninety-five percent (95 %) of claims paid accurately 
upon initial submission. 


Scion Dental currently meets, and will continue to meet, all of the requirements defined 


in 3.11.4.10 for accurate claims payment in the State of Nevada. During the past four 


years, Scion Dental’s claims payment accuracy rate in Nevada has been 99.999%. 


Scion Dental’s claims payment accuracy 
rate in Nevada: 99.999%.  


From 2013 through YTD 2016, Scion Dental audited nearly 10,000 claims, for nearly $1.1 


million—and found just one overpayment of $15.67.  


3.11.4.11 The vendor shall verify that reimbursed services were actually provided to enrolled recipients by 
providers and subcontractors. 
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3.11.4.12 The vendor shall provide the DHCFP with information prior to implementation of any changes to 
the software system to be used to support the claims processing function as described in the 
vendor’s proposal and incorporated by reference in the contract. 


Scion Dental, and our sister company Wonderbox Technologies, continuously enhance 


and upgrade our systems to stay current with, or ahead of, industry standards and 


regulatory changes. We are committed to continuously improving the experience of 


recipients, providers, and our clients by updating the Enterprise System with the latest 


technology enhancements and feature requests.  


Our Client Experience team notifies clients well in advance of planned system updates 


and provides training, as necessary, to clients affected by any system change. Scion 


Dental also provides training and online documentation for providers affected by 


enhancements to the Provider Web Portal. 
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3.11.4.13 A medical review of claims will be conducted when the appropriateness of service, procedure, or 
payment is in question. Medical reviews must be conducted by a licensed dental clinician(s). 


It is Scion Dental’s policy to require all reviews of medical necessity and appropriateness 


of care to be conducted by licensed dental clinicians (Dental Consultants). In addition, it 


is our policy to ensure any Dental Consultants who make these decisions were not 


involved in any previous review or decision of the service request. 


3.11.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable Conditions (PPCs) – 
Payment Policy. The vendor shall deny or recover payments to healthcare professionals and 
inpatient hospitals for care related to the treatment of the consequences of PPCs and Other 
Provider Preventable Conditions (OPPC) that meet the following criteria: 


A.  Is identified in the Medicaid State plan; 


B.  Has been found by the DHCFP, based upon a review of medical literature by qualified 
professionals, to be reasonably preventable through the application of procedures supported 
by evidence-based guidelines; 


C.  Has a negative consequence for the recipient; 


D.  Is auditable; 


E.  Includes, at minimum, wrong surgical or other invasive procedure performed on a patient;  
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F.  Surgical or other invasive procedure performed on the wrong body part; and 


G.  Surgical or other invasive procedure performed on the wrong patient. 


As discussed in section 3.15.23, policies and procedures specific to 42 CFR 447.26 will 


govern applicable Scion Dental operational areas to ensure compliance with PPC 


requirements. As a condition for payment, Scion Dental will require all dental providers 


to comply with the requirements to identify and report to the SUR Unit in DHCFP any 


provider preventable conditions that are associated with Medicaid claims. 


Our claim adjudication system, integrated within our Enterprise System software 


platform, can apply predefined business rules to evaluate and deny payment for claims 


that meet PPC criteria. If PPC criteria are discovered after a claim is paid, the claim can 


be reprocessed and the prior payment can be automatically recouped as adjustments on 


subsequent claims from the provider. Scion Dental’s Dental Reimbursement team can 


also recover payments. 


3.11.5 Financial Solvency  


The vendor must demonstrate that it has adequate financial reserves and administrative ability to carry out 
its contractual obligations. The vendor must maintain financial records and provide the DHCFP with various 
financial statements and documentation upon request and as outlined in the contract and Attachment T, 
Forms and Reporting Guide, including any revisions or additions to the document. 


3.11.5.1 The vendor will submit a copy of its annual Independent Audit Report to the DHCFP, as submitted 
to the Division of Insurance. 


3.11.5.2 The vendor will submit its quarterly and annual financial reports to the DHCFP. 


Submitted with this response are financial statements and other information demonstrating 


Scion Dental’s financial solvency and ability to serve as the State of Nevada’s Dental Benefits 


Administrator and to carry out its responsibilities and obligations hereunder. Scion Dental 


acknowledges and agrees that it must maintain and produce to DHCFP financial information as 


outlined in this RFP or otherwise requested by DHCFP. 


3.11.6 Third-Party Liability (TPL) 


3.11.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program 
(e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee 
Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 
6035 of the Deficit Reduction Act of 2005. TPL activities included in this contract are the 
Coordination of Benefits (COB) cost avoidance of Medicaid claims. Under Section 1902(a) (25) of 
the Social Security Act, DHCFP and its providers are required to take all reasonable measures to 
identify legally liable third parties and treat verified TPL as a resource of the Medicaid and CHIP 
recipient.  


3.11.6.2 Nevada Medicaid shall be the payer of last resort of all covered services in accordance with 
Federal regulations. The DHCFP contracted DBA, as the Division’s vendor, shall act as the State’s 
authorized agent for the limited purpose of TPL for cost avoiding claims, collection, within the 
limitation of the Fair Debt Collection Practices Act, 15 USC § 1692, of all third-party liability (TPL) 
pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154. The vendor’s capitated payments 
include an offset in the rates for these collections. The contracted vendor shall vigorously pursue 
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billing prior resources as these amounts are considered part of their risk based capitation 
payment. The vendor is required to secure signed acknowledgements from enrolled Medicaid 
recipients or their authorized representative confirming any prior resources (e.g., Medicare, 
worker’s compensation, private insurance, etc.) and share that information with the DHCFP. 
Third-party liability (TPL) is a self-reporting element. Vendors are responsible for developing and 
distributing communication forms to enrolled Medicaid recipients. 


3.11.6.3 The vendor shall identify potential TPL, including Medicare, and deny the claim if it is for a service 
covered by other insurance based on recipient's type of TPL coverage and type of service. Allow 
for TPL overrides when the other insurance is exhausted or the service is not covered by the other 
liable party, making Medicaid the payer of last resort for the claim. 


3.11.6.4 The DBA PAHP is required to vigorously pursue billing prior resources. Vendor is required to obtain 
TPL information independently of the DHCFP for the purpose of avoiding claim payments or 
recovering payments made from liable third parties. All information on the third party, including 
collections and collection attempts, are to be reported to the DHCFP (including circumstances 
under which the third party refuses to pay) on the Third Party Monthly Report located in the 
Forms and Reporting Guide. TPL collections should also be reported to the DHCFP through 
encounter data and other required reports. 


3.11.6.5 The vendor is responsible not only for pursuing third-party resources that it identifies but also for 
using third-party resources identified and communicated to the DBA PAHP by the DHCFP. 


3.11.6.6 TPL recoveries made by either the vendor or the DHCFP will be incorporated into capitated rate 
development by the DHCFP and its actuary. The vendor has 365 days from claim paid date to 
recover TPL payment; after 365 days, vendor forfeits the right to recovery to the State unless 
vendor can provide evidence that the recovery effort is active and/or in dispute. The vendor will be 
responsible to pay for the cost incurred to complete the recovery of the TPL payment to the 
DHCFP. 


3.11.6.7 The vendor will maintain the minimum historical TPL eligibility data online in accordance with 
State and Federal rules and regulations, currently established as seventy-two (72) months. 


3.11.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); Children with Special Health 
Care Needs (CSHCN); and State Victims of Crime. 


3.11.6.9 Ensure that all existing and new requirements of the MSM, CMS State Medicaid Manual and other 
State and Federal rules and regulations are met by the TPL business function. 


Scion Dental acknowledges and is prepared to meet all the third-party liability requirements 


defined in section 3.11.6 of this RFP, including the reporting requirements defined in 3.11.6.4.  
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As required in 3.11.6.9, Scion Dental’s Compliance department continuously monitors 


government requirements and is responsible for ensuring the TPL business function meets all 


existing and new requirements for the MSM, CMS State Medicaid Manual, and other State and 


Federal rules and regulations. 


As part of the implementation phase, Scion Dental’s technical team will work closely with you to 


fully understand your TPL business rules and define processes for handling coordination of 


benefits that meet your rules, including the exceptions defined in3.11.6.8. For example, we will 


work with you to define COB claim file transfers, any special file import and loading requirements, 


pre-processing activities, coverage determination processes, COB payment processes, TPL 


reporting requirements, and TPL exceptions including HIS, CSHCN, and State Victims of Crime. 


CONFIDENTIAL/TRADE SECRET 


 


 


 


 


  


Our preferred approach for handling third-party liability is to use technology to avoid an 


expensive “pay and chase” approach and instead evaluate coordination of benefits information to 


pay or deny claims appropriately. In those instances when we discover a claim was paid, but 


another party is responsible, we have a process in place to refund the recouped dollars back to 


the State. 


Our software automatically evaluates 
COB/EOB information during claims 
adjudication so the claim pays or denies 
appropriately—and Nevada DHCFP is 
always the payer of last resort. 
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3.11.7 Subrogation 


3.11.7.1 Subrogation in this section is the principle under which an insurer that has paid a loss under an 
insurance policy is entitled to all the rights and remedies belonging to the insured against a third 
party with respect to any loss covered by the policy. 


3.11.7.2 The vendor must also determine if casualty claims are filed and recover costs through subrogation 
on behalf of both Medicaid and CHIP recipients. The DBA PAHP shall utilize the EVS eligibility 
system and TPL data provided to the vendor by the DHCFP to assist in accomplishing this 
objective.  


3.11.7.3 The DHCFP will monitor and evaluate the vendor’s TPL and subrogation collection reports to 
validate collection activities and results. The vendor will then be expected to meet or exceed 
baseline target collections as determined by the DHCFP and its actuaries. The baseline target 
amount will be built into future rates. If the vendor does not meet or exceed baseline TPL and 
subrogation collections, the DHCFP will conduct a review to determine if there is a legitimate 
reason. If there is no legitimate reason as determined by the Division, the difference between 
baseline and actual collections will be deducted from the vendor’s costs before the data is used to 
set future rates. The DHCFP will prospectively adjust capitation rates to account for expected TPL 
collections. 


Scion Dental will cooperate with DHCFP’s monitoring of TPL and subrogation collection reports. 


However, Scion Dental avoids a costly “pay and chase” approach by configuring our processing 


system to automatically evaluate claims for other insurance and coordination of benefits—and 


then pay the claims accordingly, rather than paying upfront and then attempting to collect 


overpayments.  


CONFIDENTIAL/TRADE SECRET 


 


 


 


 


 


 


Scion Dental will work with you to provide any TPL and subrogation collection reports you need, 


though we typically have very few overpayments to collect. As indicated in section 3.11.4.10, 


Scion Dental’s payment accuracy rate for the Nevada market is 99.9999%. During the three-year 


period from 2013 through 2016, Scion Dental audited nearly 10,000 claims, for nearly $1.1 
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million—and found just one overpayment of $15.67. For details about our processes that ensure 


claims payment accuracy, see our response in section 3.11.4. 


3.11.8 Reserving  


As part of its accounting and budgeting function, the vendor will be required to establish an actuarially 
sound process for estimating and tracking incurred but not reported (IBNRs) claims. The vendor must 
provide documentation of the IBNRs review and certification by an actuary. The vendor must reserve funds 
to cover both IBNRs and reported but unpaid claims (RBUCs). As part of its reserving methodology, the 
vendor must conduct annual reviews to assess the actuarial validity of its reserving methodology, and make 
adjustments as necessary. 


Scion Dental has an established relationship with outside firm that annually reviews our reserve 


calculations. Internally, our Finance department calculates these reserves monthly. Calculation 


validity is verified based on subsequent claim receipt and payment. 


3.11.9 Prohibition on Payments to Institutions or Entities Located Outside of the United 


States 


3.11.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act (the 
Act), the vendor shall not provide any payments for items or services provided under the Medicaid 
State Plan or under a waiver to any financial institution or entity located outside of the United 
States (U.S.). 


3.11.9.2 Payments for items or services provided under the Medicaid State Plan to financial institutions or 
entities such as provider bank accounts or business agents located outside of the U. S. are 
prohibited by this provision. Further, this Section prohibits payments to telemedicine providers 
located outside of the U.S. Additionally; payments to pharmacies located outside of the U.S. are 
not permitted. 


3.11.9.3 Any payments for items or services provided under the Medicaid State Plan or under a waiver to 
any financial institution or entity located outside of the U.S. may be recovered by the State from 
the vendor. 


3.11.9.4 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term 
“United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of 
the Act defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin Islands, 
Guam, the Northern Mariana Islands, and American Samoa, when used under Title XIX. 


3.11.9.5 The phrase, “items or services provided under the Medicaid State Plan or under a waiver” refers to 
medical assistance for which the State claims Federal funding under section 1903(a) of the Act. 
Tasks that support the administration of the Medicaid State Plan that may require payments to 
financial institutions or entities located outside of the U.S. are not prohibited under this statute. 
For example, payments for outsourcing information processing related to Plan administration or 
outsourcing call centers related to enrollment or claims adjudication are not prohibited under this 
statute.  


Scion Dental understands its obligations under federal law and does not and will not 


provide payment to institutions or entities located outside of the United States.  
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3.12  Grievances, Appeals, and Fair Hearings 


3.12.1 


The vendor shall establish a system for recipients and providers, which includes a grievance process, an 
appeal process, and access to the State Fair Hearing system. 


3.12.1.1 A grievance is an expression of dissatisfaction about any matter other than one of the actions 
listed below. Possible issues for grievances include, but are not limited to, access to care, quality 
of services, interpersonal relationships between vendor staff and recipients or providers, and 
failure to respect a recipient’s rights. 


3.12.1.2 An appeal is a specific request for review of one of the following actions: 


A. The denial or limited authorization of a requested service, including the type or level of 
service; 


B. The reduction, suspension or termination of a previously authorized service; 


C. The denial, in whole or in part, of payment for a service; 


D. The failure to provide services in a timely manner; or 


E. The failure of a vendor to process grievances, appeals or expedited appeals within required 
timeframes including resolution and notification.  


3.12.1.3 The vendor must provide information about these systems to recipients at the time of enrollment. 
The vendor must inform providers and subcontractors at the time they enter into a contract. 


A. This information must include: 


1. The recipient’s right to file grievances and appeals; the requirements and timeframes for 
filing; 


2. The availability of assistance with filing;  


3. The recipient’s right to request continuation of benefits during an appeal or State Fair 
Hearing although the recipient may be liable for the cost of any continued benefits if the 
action is upheld;  


4. The toll free number to file oral grievances and appeals; and  


5. Any DHCFP determined provider’s appeal rights to challenge the failure of the 
organization to cover a service. 


Scion Dental acknowledges and is prepared to meet the requirements in section 3.12.1. 


The Scion Dental Appeals department promotes and maintains functions dedicated to 


identifying and promptly resolving oral and written grievances and recipient appeals. 


Scion Dental has formal policies and procedures in place to govern our handling of 


grievances and appeals. Our policies and procedures include processes for expedited 


review, external review, and access to the State’s Fair Hearing system.  


We educate providers about our grievance and appeals processes during orientation 


and onboarding sessions, in the Provider Policy and Procedure Manual, provider 


newsletters, and on the Provider Web Portal. In addition, authorization decision letters 


and Remittance Advice reports notify providers of their appeal rights and include a 


mailing address for submitting appeals as well as a toll-free telephone number for 


assistance. 
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We educate recipients about grievance and appeal processes in our Member Welcome 


Packet, Member Handbook, educational materials posted on the Member Web Portal, 


and during telephone calls and personal interactions with recipients. In addition, 


authorization decision letters notify recipients of their appeal rights. The notification 


includes what to do if they disagree with a decision, along with a mailing address for 


submitting a written appeal and a toll-free telephone number for more information. We 


also make information about grievances and appeals available to recipients in their 


primary language. 


Our dedicated Appeals Specialists take active roles in assisting recipients who have 


grievances or wish to file appeals. The Scion Dental Appeals department is fully staffed 


with proactive Appeals Specialists who serve as the experts in resolving grievances and 


appeals, act as liaisons with our clients, coordinate grievance and appeals services for 


recipients and providers, and ensure adequate tracking of grievance and appeals data. In 


addition, our trained Appeals Specialists are committed to excellent service for both 


recipients and providers and to meeting turnaround standards. The Appeals Manager 


uses Compliance Check logs to continuously monitor turnaround metrics and adjusts 


staffing resources, as necessary, to ensure each client’s standards are met. 


Receiving and acknowledging grievances and appeals 


All grievances and appeals are received, analyzed, logged, and categorized in our 


electronic tracking system and automatically routed to the Appeals department for 


review and resolution. Appeals Specialists log, track, and assign case follow-ups to 


appropriate staff. Recipients are informed of and take part in resolutions, when 


necessary. 


The Appeals department has established procedural and turnaround time protocols for 


acknowledging receipts of grievances and appeals. Our current standard is to 


acknowledge receipt of a grievance or appeal in writing (or verbally when requested).  


Handling appeals 


The Appeals team resolves grievances quickly by discussing the issue and potential 


resolutions directly with the recipient or provider and taking the necessary steps to 


resolve the problem. 


When a more complicated case cannot be resolved quickly, the Appeals Specialist 


creates a follow-up record in our electronic tracking system and routes the case to the 


appropriate department, such as Credentialing, Client Services, or Claims―or to a 


specific Provider Relations Representative or Dental Consultant. Each follow-up record 


includes due dates and hotlinks back to case details. When a note is entered on a follow-


up assignment, the system automatically logs the date, time, name, and user ID of the 


person who entered the note.  
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Expedited process 


To determine if a case should be expedited, an Appeals Specialist sends the case to a 


licensed Dental Consultant for review. Next, the Dental Consultant reviews the cases for 


clinical expedited language and standards. Those cases determined to meet clinical 


expedited standards are reviewed within the established expedited turnaround 


timeframes and follow the same procedures as non-expedited cases. 


Ensuring expertise and objectivity  


Scion Dental’s Chief Dental Officer ensures employees have appropriate expertise and 


state-required licenses before they are hired as Dental Consultants. Once vetted and 


hired, all licensed Dental Consultants receive in-depth training on Scion Dental’s 


grievance and appeals system. 


It is Scion Dental’s policy to ensure Appeals department staff are not involved in 


previous levels of review. The Authorization Determination Module, which is integrated 


into our Enterprise System software system, records all actions pertaining appeal 


decisions. For example, the system logs when a Dental Consultant changes a requested 


service to approved or denied. The appeals workflow verifies previous Dental 


Consultants who have made determinations on each appealed authorization. An 


Appeals Specialist chooses a consultant who is not listed in the history of the 


authorization to perform the next level of review. An Appeals Specialist routes the case 


to an alternate licensed Dental Consultant, who is automatically notified by email.  


Performance improvement 


The Appeals department uses the data it collects during the grievance and appeal 


process to improve operational performance. In addition, each month, the Scion Dental 


Quality Improvement Committee analyzes the grievance and appeals volume and 


turnaround times from the month prior to identify trends. Each quarter, the committee 


gathers to determine the best approach to improve any negative trends identified.  


3.12.1.4 The vendor must submit to the DHCFP monthly and quarterly reports that document the 
grievance and appeal activities listed on the templates located in Attachment T, Forms and 
Reporting Guide. The report should be broken out by hearing issue, date requested and date 
resolved, program and outcome for tracking, trending and corrective action. 


The Scion Dental Appeals team routinely generates and delivers customized reports for 


our clients. Our system can accommodate any number of client-defined categories for 


grievances and appeals. Any data stored in our integrated benefits management system, 


including data from the Customer Service and Authorization Determination systems, can 


be easily extracted and repackaged into client-defined report formats without a 


programming change to the system. 


Scion Dental’s standard practice is to generate monthly reports of all grievances and 


appeals received from recipients and providers. For the DHCFP, we will generate 


monthly and quarterly reports that document the grievance and appeal activities listed 
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in Attachment T. Scion Dental will submit the reports to DHCFP and will be broken out 


by the following: 


 Hearing issue 


 Date requested 


 Date resolved 


 Program 


 Outcome 


 Trending 


 Corrective action 


As mentioned in section 3.9.16.5, the Appeals department monitors recipient-initiated 


grievances about providers, including clinical Quality of Care grievances. Each month, 


the Appeals department delivers a trending and analysis report to the Credentialing 


Committee, Scion Dental’s Dental Director, and the market’s Provider Relations 


Representative. The report, which summarizes the prior month’s grievance activity with 


a Year-to-Date comparison, is reviewed during Credentialing Committee meetings. If a 


clinical Quality of Care issue is identified, the local Field Provider Relations 


Representative personally visits the provider office for further investigation. 


3.12.1.5 The vendor shall have a contact person who is knowledgeable of the grievance and appeal 
procedures and shall direct all grievance and appeals, whether verbal or the recipient chooses to 
file in writing. Should a recipient choose to appeal in writing, the recipient shall be instructed to 
file via mail or fax to the designated P.O. Box or fax number for medical appeals. 


The Scion Dental Appeals department is fully staffed with trained Appeals Specialists 


who are committed to excellent recipient-centered service and to meeting each client’s 


turnaround standards.  


All grievances and appeals that are received orally or in written format are logged in our 


Customer Service system by the Appeals Specialists and automatically routed to the 


Appeals department for review and resolution. Recipients will be instructed to file a 


written grievance or appeal via mail or fax to the designated P.O. Box or fax number for 


medical appeals.  


3.12.1.6 The vendor shall have sufficient support staff (clerical and professional) available to process 
grievance and appeals in accordance with the requirements. The vendor shall notify the DHCFP of 
the names of appointed staff recipients and their phone numbers. Staff shall be knowledgeable 
about the applicable state and federal law, vendor's rules and regulations, and all court orders 
governing appeal procedures, as they become effective. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.1.6. 


The Scion Dental Appeals department is fully staffed with trained Appeals Specialists 


who are committed to excellent recipient-centered service and to meeting each client’s 


turnaround standards.  


We are highly committed to training new and current team members with the goal of 


continuously improving and developing staff knowledge, skills, and expertise. Scion 
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Dental has a dedicated Training department that designs, develops, and implements 


hands-on training courses that incorporate classroom instruction and on-the-job 


training, supported by policies, procedures, and job aids. 


The Training department works with the Appeals department and provides not only on-


the-job training but also trains staff on client-specific policies, procedures, and business 


rules. Training materials and resources are customized for client requirements, so new 


and existing employees always have up-to-date references regarding processes. 


Managers also engage in a regular process of communication and performance 


evaluation. Those identified as needing additional training are provided a variety of 


resources to help them improve their skills. 


The Appeals department also has a Team Leader who ensures compliance with client 


standards. The Team Leader performs random quality reviews of cases to ensure 


constant compliance with state and federal law, rules and regulations, and all court 


ordered governing appeal procedures. This individual is also available to answer any 


questions team members may have and provide continued training and improvement 


procedures for departmental staff. 


3.12.1.7 The DHCFP shall conduct an annual audit of the appeals process to ascertain compliance with 
federal and state regulations as well as contractual compliance. 


Scion Dental acknowledges this requirement and will comply with all audit standards as 


required by DHCFP. Our appeals process is routinely audited as it is standard practice for 


many of our clients.  


3.12.2 Recipient Grievances and Appeals 


The authority for the following provisions concerning Recipient Grievances and Appeals is found in 42 CFR 
438 Subpart F (Subsections 400-424). Additional and cross-referenced regulations include 42 CFR 
431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 
483.23(a) (5) (ii), and 438.404(c) (4). 


3.12.2.1 The vendor’s recipient grievance and appeal system must be in writing and submitted to the 
DHCFP for review and approval at the time the Vendor’s Policies and Procedures are submitted, 
and at any time thereafter when the vendor’s recipient grievances and appeals policies and 
procedures have been revised or updated (not including grammatical or readability revisions or 
updates). The vendor may not implement any policies and procedures concerning its recipient 
grievance and appeal system without first obtaining the written approval of the DHCFP. 


The Scion Dental Appeals department promotes and maintains functions dedicated to 


identifying and promptly resolving oral and written grievances and recipient appeals. 


Scion Dental has formal policies and procedures in place that comply with the 


requirements outlined to govern our handling of grievances and appeals. Our policies 


and procedures include processes for expedited review, external review, and access to 


the State’s Fair Hearing system. Prior to the go-live date, Scion Dental will submit a 


written copy of all of our policies and procedures for recording, investigating, resolving, 


and analyzing all grievances and appeals and obtain DHCFP review and approval. We will 


customize our policies and procedures, as necessary, to meet DHCFP guidelines. 
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3.12.2.2 The vendor must allow the recipient, or provider acting on behalf of the recipient, to file an appeal 
within a reasonable State-defined timeframe that cannot be less than twenty (20) calendar days 
or exceed ninety (90) calendar days from the date on the entity’s notice of action. 


At Scion Dental, we recognize that recipients, providers, and clients are best served by 


the quick and accurate processing of all appeals, which helps to ensure satisfaction and 


foster a network of mutual trust and respect. We have proven policies, procedures, and 


workflows already in place to manage and resolve appeals from both recipients and 


providers. We will allow the recipient, or provider acting on behalf of the recipient, to 


file an appeal no less than 20 calendar days and no more than 90 calendar days from the 


date on the entity’s notice of action. 


3.12.2.3 The vendor must continue the recipient’s benefits while an appeal is in process if all of the 
following conditions are met: 


A.  The appeal is filed on or before the later of the following: a) within ten (10) calendar days 
plus mailing time of the vendor mailing the Notice of Action; or b) the intended effective date 
of the vendor’s proposed action; 


B.  The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment; 


C.  The services were ordered by an authorized provider; 


D.  The authorization period has not expired; and 


E.  The recipient requests continuation of benefits. 


3.12.2.4 The vendor must continue or reinstate the recipient’s benefits while the appeal is pending, and the 
benefits must be continued until one of the following occurs: 


A.  The recipient withdraws the appeal; 


B.  The recipient does not request a State Fair Hearing with continuation of benefits within 10 
days from the date the Vendor mails an adverse appeal decision; 


C.  A State Fair Hearing decision adverse to the recipient is made, or 


D.  The service authorization expires or authorization limits are met. 


Scion Dental acknowledges and is prepared to meet the requirements in sections 


3.12.2.3 and 3.12.2.4. Scion Dental will continue or reinstate the recipient’s benefits 


while an appeal is pending and will continue benefits until a requirement set forth in 


3.12.2.4 occurs. We will inform recipients of this process in the Authorization Denial 


Notice. 


3.12.2.5 A recipient or a recipient’s representative (including a provider on behalf of a recipient) may file a 
grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will 
be referred to the vendor for resolution. In the event a provider files an appeal on the recipient’s 
behalf, with the exception of an expedited appeal, the provider must first obtain the recipient’s 
written permission.  


Scion Dental acknowledges the requirements in section 3.12.2.5 and will comply with 


this business rule to properly categorize and document the appeal according to DHCFP 


standards. 


3.12.2.6 In the case of appeals, the recipient, if after exhausting the vendor’s appeal process, is not 
satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The vendor is 
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required to provide access to and information about the State Fair Hearing process in the event a 
recipient’s appeal is not resolved in favor of the recipient. Grievances are not eligible for referral 
to the State Fair Hearing process. 


Scion Dental takes a comprehensive, proactive approach to assisting recipients and 


ensuring they have access to information about our grievance and appeals system. We 


ensure recipients, parents, and caregivers are informed about grievance and appeal 


processes and State Fair Hearing information by making these resources available in a 


variety of publications and media. Our Member Handbook, Provider Policy and 


Procedure Manual, and online web portals describe the state fair hearing process, 


explain how to file grievances and appeals, and explain the resolution process. 


3.12.2.7 A recipient, or a provider acting on behalf of the recipient, may file an appeal or grievance either 
orally or in writing. Unless the recipient has requested an expedited resolution, an oral appeal 
may be followed by a written, signed appeal. The vendor may not require a written signed appeal 
following an oral request for an expedited appeal. If a grievance or appeal is filed orally, the 
vendor is required to document the contact for tracking purposes and to establish the earliest 
date of receipt. There is no requirement to track routine telephone inquiries. 


Scion Dental acknowledges and is prepared to meet the requirements in section 


3.12.2.7 per State regulatory standards. 


3.12.2.8 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry. 


When an appeal or grievance is received orally, the Scion Dental Call Center is trained to 


document the interaction and forward all information to the Appeals Department. The 


Appeals Department then files a formal appeal or grievance following the established 


process. 


3.12.3 Authorization and Notice Timeliness Requirements 


3.12.3.1 The vendor must provide standard authorization decisions as expeditiously as the recipient’s 
health requires and within the State’s established timelines that may not exceed fourteen (14) 
calendar days following receipt of the request for service, with a possible extension of up to 
fourteen (14) additional calendar days if the recipient or provider requests the extension; or, the 
vendor justifies (to the DHCFP upon request) a need for additional information and how the 
extension is in the recipient’s interests. The vendor must provide written notice of the reason for 
the extension and inform the recipient of their right to file a grievance. 


Scion Dental’s automated processing allows us to offer a full range of consistent, 


efficient, and accurate prior authorization review services. We are prepared to provide 


standard authorization decisions within 14 calendar days of receipt of the request for 


service. Because of our innovative and automated services, our average turnaround 


time for authorizations for all lines of business is only three business days. If an 


extension is required, Scion Dental has processes in place to notify recipients of the 


extension.  


We leverage our unique benefits management software to assign authorization 


numbers, track authorization actions from receipt to determination, ensure only 


medically necessary services are authorized, apply regulatory limits and rules, and 
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generate provider and recipient notifications, including appeals rights for adverse 


determinations. 


Automated business rules for prior authorizations 


As also mentioned in section 3.3.1.3, as part of the project startup phase, the Scion 


Dental Implementation team will work with DHCFP to fully understand all aspects of the 


State’s dental plan including program benefits, coverage limitations, age restrictions, 


additional benefits based on special needs or other criteria, and so on.  
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Submission of prior authorizations 


Providers are encouraged to enter prior authorizations through the Provider Web Portal 


for the fastest determination turnaround time. The Provider Web Portal offers an easy-


to-use electronic data entry form with integrated authorization guidelines and the 


option of attaching required documents before submission. Providers can also submit 


prior authorizations to Scion Dental via:  


 EDI transaction (HIPAA-compliant 837D format) 


 Paper forms (which are scanned into a high-quality electronic format and attached 


during data entry) 


In our experience, providers sometimes submit claims after services are performed and 


include documentation, such as an x-ray, instead of checking the prior authorization 


box. With our client’s consent, we offer a standard process for addressing these claims 


quickly and efficiently as a courtesy to our clients and providers. 


Scion Dental has a process in place in which recipients may request a service 


authorization on their own behalf through our Call Center. When a recipient contacts 


Scion Dental, our Customer Service Representative first attempts to educate the 


recipient. We encourage the recipient to visit the dentist and request that the dentist 


submit the authorization on his or her behalf, including the clinical criteria that must be 


supplied for the authorization to be approved. If the recipient still would like to proceed, 
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we can submit the request on behalf of the recipient and specify the provider. If a 


recipient submits a service authorization request in writing, a Scion Dental CSR will 


contact the recipient and follow the same process as outlined above. 


Determination and reevaluation 


Scion Dental uses prior authorizations as a mechanism for monitoring the quality of care 


being requested and the appropriate distribution of available cost of care dollars in 


Medicaid programs. Procedures with high unit cost, high aggregate costs due to 


frequency, or procedures performed by a specialist can be selected for prior 


authorization. The review of these procedures for clinical appropriateness will help 


validate treatment being requested. The data source for this process is Scion Dental’s 


historical experience with managing authorized procedures that have a variable rate of 


approval based on meeting clinical criteria as well as procedures that can have a 


measurable impact on the total cost of care dollars available. These procedures can be 


compared to the State of Nevada’s benefit plan coverage tables, any specific clinical 


criteria, and provider fee schedule. The review of this data will assist in development of 


the recommended prior authorization schedule. 


Once the procedures requiring prior authorization are determined, we enter them into 


our proprietary Enterprise System software along with the associated clinical criteria. 


This information will appear in the Provider Policy and Procedure Manual and on the 


Provider Web Portal. Our objective is to provide maximum transparency to the provider 


as to the documentation needed and the criteria that will determine approval for the 


requested procedure. 


Periodically a reevaluation of the need for current prior authorization requirements may 


be appropriate. Data that may indicate a very high historical prior authorization approval 


rate may suggest the continuing need for a current authorization may no longer be 


necessary. Such decisions need to be weighed against the ongoing sentinel effect of 


having the authorization in place. Another trigger could be that DHCFP changes 


authorization requirements for specific procedure codes. As with the set-up of the 


authorized codes, documentation and clinical criteria, removal of such requirements can 


be accomplished quickly and easily within the Enterprise System by Scion Dental. 
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3.12.3.2 For cases in which a provider indicates or the vendor determines that following the standard 
timeframe could seriously jeopardize the recipient’s life or health or ability to attain, maintain, or 
regain maximum function, the vendor must make an expedited authorization decision and provide 
a Notice of Action as expeditiously as the recipient’s health condition warrants and no later than 
seventy-two (72) hours after receipt of the request for service. The vendor may extend the (72) 
hours’ time period by up to fourteen (14) calendar days if the recipient requests an extension or if 
the vendor justifies (to the DHCFP upon request) a need for additional information and how the 
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extension is in the recipient’s best interest. The vendor must provide written notice of the reason 
for the extension and inform the recipient of their right to file a grievance. 


Scion Dental acknowledges this requirement. We have processes in place to meet 


expedited authorization decisions within 72 hours after receipt of request for service. 


Scion Dental can also accommodate extensions as needed. 


In the case of dental emergencies that following the standard timeframe could seriously 


jeopardize the recipient’s health or ability to attain, maintain, or regain maximum 


function, Scion Dental will make expedited authorization decisions and provide a Notice 


of Action no later than 72 hours after the receipt of the request for service.  


Emergent and urgent requests for authorization can be immediately granted, and the 


dental provider is encouraged to treat the recipient, then send the completed claim and 


any necessary documentation on a claim form marked Retrospective Review.  


Retrospective reviews are evaluated using the same clinical guidelines applied in the 


prior authorization process to determine medical necessity and appropriateness of care. 


Consistent with Nevada law, the determination of whether a covered benefit or service 


is “medically necessary” is based on individualized assessment of the recipient’s medical 


needs and includes a determination of whether the covered benefit or service is:  


 Consistent with the symptoms or diagnosis and treatment of the participant’s 


illness, disease or injury; 


 Appropriate with regard to standards of good dental practice; 


 Not solely for the convenience of the Participant or Provider; 


 The most appropriate, in terms of cost and effectiveness, level of service that can 


be safely provided to the Participant and is sufficient in amount, duration and 


scope to achieve their purpose; and 


 When applied to non-pregnant participants under the age of twenty-one, services 


shall be provided in accordance with EPSDT requirements. 


 Requests for retrospective review must be received within 30 days of the date of 


service. Once determination has been made on a retrospective review, the request 


and its corresponding claim are forwarded for processing and adjudication. 


3.12.4 Notice of Action 


3.12.4.1 The vendor must provide a written Notice of Action to the recipient when the vendor takes action 
or makes an adverse determination affecting the recipient. If a provider has made a request on a 
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recipient’s behalf and the vendor makes an adverse determination, the provider must be notified 
but this notification need not be in writing. 


3.12.4.2 The notice must meet all of the following requirements: 


A.  Be available in the State-established prevalent non-English languages; 


B.  Be available in alternative formats for persons with special needs (visually impaired 
recipients, or recipients with limited reading proficiency); and 


C.  Use easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 
438.10(c) and (d). 


3.12.4.3 A written Notice of Action to the recipient must meet the following requirements and must 
explain: 


A.  The action the vendor or its subcontractor has taken or intends to take; 


B.  The reasons for the action; 


C.  The recipient’s or the provider’s right to file an appeal, if he/she disagrees with decision; 


D.  The recipient’s right to request a State Fair Hearing after the recipient has exhausted the 
vendor’s internal appeal procedures; 


E.  The procedures for exercising the recipient’s rights to appeal; 


F.  The circumstances under which expedited resolution is available and how to request it; 


G.  The recipient’s rights to have benefits continue if the appeal is filed on or before the latter of 
the following: within ten (10) calendar days of the vendor mailing the Notice of Action or the 
intended effective date or the proposed action pending the resolution of the appeal, how to 
request that benefits be continued, and the circumstances under which the recipient may be 
required to pay the costs of these services; 


H.  That the recipient may represent himself or use legal counsel, a relative, a friend, or other 
spokesman; 


I.  The specific regulations that support, or the change in federal or State law that requires the 
action; and 


J.  The recipient’s right to request an evidentiary hearing if one is available or a state agency 
hearing, or in cases of action based on change in law, the circumstances under which a 
hearing will be granted. 


Scion Dental acknowledges and is prepared to meet all requirements in sections 


3.12.4.1, 3.12.4.2, and 3.12.4.3. 


When a denial or decision to authorize services in amount, duration, or scope that is less 


than requested occurs, recipients receive a letter by United States Postal Service that is 


mailed the next business day after the determination. Member notification letters use 


language that is easily understood, available in other languages and alternate formats, 


and include clear information on appeal rights, the appeals process, and contact 


information for submitting a written or oral appeal. Scion Dental has the ability to 


customize the letter template to include all the State-defined requirements and format 


requirements of 42 CFR 438.404(c); 42 CFR 438.10(c) and (d). 
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Notification to providers  


Scion Dental’s software platform generates customized determination letters that 


include State-defined determination reasons and appeals rights. These letters are 


generated minimally once a day and faxed the next business day after the determination 


to ensure rendered decisions (approval or denial) are received in a timely manner so as 


to not adversely affect the recipient’s health.  


However, providers who use Scion Dental’s Provider Web Portal never need to call to 


check the status of authorizations or wait for approval or denial letters. As soon as an 


authorization is determined, its updated status is immediately available through the 


portal. Likewise, as soon as a claim is processed and paid, the online authorization 


history report shows that the matching authorization has been decremented 


(consumed). Additionally, the corresponding claim history report, available through the 


portal, includes the linked authorization number for easy reference. 


We strongly encourage electronic relationships with providers in order to meet our 


client’s timing of notice requirements. However, in cases in which providers do not take 


advantage of the Provider Web Portal and do not have a fax machine, notifications are 


sent by Unites States Postal Service. 


3.12.4.4 The vendor must give notice at least ten (10) calendar days before the date of action when the 
action is a termination, suspension, or reduction of previously authorized covered services. This 
timeframe may be shortened to five (5) days if probable recipient fraud has been verified.  


3.12.4.5 The vendor must give notice by the date of the action for the following circumstances:   


A.  In the death of the recipient;  


B.  A signed written recipient statement requesting termination or giving information requiring 
termination or reduction of services (where the recipient understands that this must be the 
result of supplying that information); 


C.  The recipient’s admission to an institution where he is ineligible for Medicaid services; 


D.  The recipient’s address is unknown and mail directed to him has no forwarding address; or 


E.  The recipient has been accepted for Medicaid services by another local jurisdiction, state, 
territory, or commonwealth. 


Scion Dental acknowledges and is prepared to meet the requirements in sections 


3.12.4.4 and 3.12.4.5. If the recipient is terminated for any of the circumstances 


outlined in 3.12.4.5, the authorization is automatically denied and the provider will be 


notified by the date of action.  


3.12.4.6 The vendor must give a Notice of Action on the date of action when the action is a denial of 
payment.  


Scion Dental will give a Notice of Action on the date of action when the action is a denial 


of payment. Provider Remittance Reports are generated when payments are created in 


the Payment Cycle. A Remittance Report can include payment details for a single claim 


or for multiple claims and may also include payee adjustments, salaries, or other 


additional compensation. A Remittance Report includes details that explain the claim or 


service level payment and/or denial. 
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3.12.4.7 The vendor must give notice on the date that the timeframes expire when service authorization 
decisions are not reached within the timeframes for either standard or expedited service 
authorizations. Untimely service authorizations constitute a denial and are thus adverse actions. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.4.7. 


Scion Dental always makes every effort to meet or exceed authorization decision 


timelines. 


3.12.4.8 The recipient’s right to receive written resolution notice that includes the results of the process 
and the date it was completed. In addition, reasonable efforts shall be made to provide oral 
resolution notice. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.4.8. 


Our software platform generates customized determination letters that include State-


defined determination reasons and appeals rights. These letters are generated 


minimally once a day and faxed the next business day after the determination to ensure 


rendered decisions (approval or denial) are received in a timely manner so as to not 


adversely affect the recipient’s health. However, providers who use Scion Dental’s 


Provider Web Portal never need to call to check the status of authorizations or wait for 


approval or denial letters. As soon as an authorization is determined, its updated status 


is immediately available through the portal.  


Scion Dental can also generate an automated call to orally notify providers that their 


determination letter is on the way as well as information on viewing the determination 


through the Provider Web Portal. 


3.12.4.9 For appeals not resolved wholly in favor of the recipients, the notice must include:  


A.  The right to request a State Fair Hearing, and how to do so; 


B.  The right to request to receive benefits while the hearing is pending, and how to make the 
request; and 


C.  That the recipient may be held liable for the cost of those benefits if the hearing decision 
upholds the vendor's action. 


As stated in section 3.12.4.3, when a denial or decision to authorize services in amount 


duration or scope that is less than requested occurs, recipients receive a letter by United 


States Postal Service. Recipient notification letters use language that is easily 


understood, available in other languages and alternate formats, and include clear 


information on appeal rights, the appeals process, and contact information for 


submitting a written or oral appeal. The letter will also include language informing the 


recipient that they may be held liable for the cost of those benefits if the hearing 


decision upholds. Scion Dental has the ability to customize the letter template to include 


all the State-defined requirements and format requirements of 42 CFR 438.404(c); 42 


CFR 438.10(c) and (d). 
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3.12.5 Handling of Grievances and Appeals  


The vendor is required to dispose of each grievance and resolve each appeal and to provide notice as expeditiously 
as the recipient’s health condition requires within the State’s established time frames specified as follows: 


3.12.5.1 Standard disposition of grievances:  The vendor is allowed no more than ninety (90) calendar days 
from the date of receipt of the grievance. 


Scion Dental has a grievance and appeals system in place which includes a grievance 


process. Scion Dental classifies a grievance as any formal expression of dissatisfaction 


with any aspect of care that cannot be resolved through informal conversations, or, that 


require more than one day to resolve. Scion Dental will resolve all grievances within 90 


calendar days from the date of receipt.  


Our dedicated Appeals Specialists take active roles in assisting recipients who have 


grievances. The Scion Dental Appeals department is fully staffed with proactive Appeals 


Specialists who serve as the experts in resolving grievances and appeals, act as liaisons 


with our clients, coordinate grievance and appeals services for recipients and providers, 


and ensure adequate tracking of grievance and appeals data. In addition, our trained 


Appeals Specialists are committed to excellent service for both recipients and providers 


and to meeting turnaround standards. The Appeals Manager uses Compliance Check 


logs to continuously monitor turnaround metrics and adjusts staffing resources, as 


necessary, to ensure each client’s standards are met. 


Receiving and acknowledging grievances 


All grievances are received, analyzed, logged, and categorized in our electronic tracking 


system and automatically routed to the Appeals department for review and resolution. 


Appeals Specialists log, track, and assign case follow-ups to appropriate staff. Recipients 


are informed of and take part in resolutions, when necessary. 


The Appeals department has established procedural and turnaround time protocols for 


acknowledging receipts of grievances. Our current standard is to acknowledge receipt of 


a grievance or appeal in writing (or verbally when requested).  


Scion Dental’s Appeals Specialists collaborate with recipients, their representatives, 


dental providers, and advocates to bring about complete resolution on every grievance. 


We ensure the highest levels of recipient and provider satisfaction by staying in close 


contact with all parties throughout the process, and providing assistance and education 


whenever necessary. We use structured practices designed to assist recipients in filing 


grievances.  
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In Nevada, Scion Dental’s 2016 average 
turnaround time for resolving recipient 
grievances is 10 calendar days.  


3.12.5.2 Standard resolution of appeals: The vendor is allowed no more than thirty (30) calendar days from 
the date of receipt of the appeal. 


Scion Dental has a grievance and appeals system in place which includes an appeals 


process. We classify appeals as any request for review of a denied service or claim, or a 


denied request for services, including denials for orthodontic treatment. Appeals are 


made available to any recipient who disagrees with a decision to deny services or 


payment for services. Appeals can also be requested by representatives who are 


authorized to appeal on behalf of the recipient, such as a lawyer, a parent or guardian, 


or a dental provider. Scion Dental provides both the recipient and the provider a copy of 


their appeal rights with each pre- or post-service denial. Scion Dental will resolve all 


appeals within 30 calendar days from the date of receipt. 


Our dedicated Appeals Specialists take active roles in assisting recipients who wish to file 


appeals. The Scion Dental Appeals department is fully staffed with proactive Appeals 


Specialists who serve as the experts in resolving grievances and appeals, act as liaisons 


with our clients, coordinate grievance and appeals services for recipients and providers, 


and ensure adequate tracking of grievance and appeals data. In addition, our trained 


Appeals Specialists are committed to excellent service for both recipients and providers 


and to meeting turnaround standards. The Appeals Manager uses Compliance Check 


logs to continuously monitor turnaround metrics and adjusts staffing resources, as 


necessary, to ensure each client’s standards are met. 


Receiving and acknowledging appeals 


All appeals are received, analyzed, logged, and categorized in our electronic tracking 


system and automatically routed to the Appeals department for review and resolution. 
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Appeals Specialists log, track, and assign case follow-ups to appropriate staff. Recipients 


are informed of and take part in resolutions, when necessary. 


The Appeals department has established procedural and turnaround time protocols for 


acknowledging receipts of appeals. Our current standard is to acknowledge receipt of an 


appeal in writing (or verbally when requested).  


Handling appeals 


The Appeals team resolves complaints quickly by discussing the issue and potential 


resolutions directly with the recipient or provider and taking the necessary steps to 


resolve the problem. 


When a more complicated case cannot be resolved quickly, the Appeals Specialist 


creates a follow-up record in our electronic tracking system and routes the case to the 


appropriate department, such as Credentialing, Client Services, or Claims―or to a 


specific Provider Relations Representative or Dental Consultant. Each follow-up record 


includes due dates and hotlinks back to case details. When a note is entered on a follow-


up assignment, the system automatically logs the date, time, name, and user ID of the 


person who entered the note.  


3.12.5.3 Expedited resolution of appeals:  The vendor must resolve each expedited appeal and provide 
notice, as expeditiously as the recipient’s health condition requires, not to exceed three (3) 
business days after the vendor receives the expedited appeal request. The vendor is required to 
establish and maintain an expedited review process for appeals when the vendor determines or 
the provider indicates that taking the time for a standard resolution could seriously jeopardize the 
recipient’s life or health or ability to attain, maintain, or regain maximum function. The vendor 
must ensure that punitive action is not taken against a provider who requests an expedited 
resolution or supports an appeal. If the vendor denies a request for an expedited resolution of an 
appeal, it must transfer the appeal to the standard timeframe of no longer than thirty (30) 
calendar days from the day the vendor receives the appeal (with a possible fourteen (14) calendar 
day extension) for resolution of appeal and give the recipient prompt oral notice of the denial and 
follow up within two (2) calendar days with a written notice. 


A.  The vendor must inform the recipient of the limited time available to present evidence and 
allegations of fact or law, in person or in writing, in the case of the expedited resolution. 


B.  These time frames may be extended up to fourteen (14) calendar days if the recipient 
requests such an extension or the vendor demonstrates to the satisfaction of the DHCFP that 
there is a need for additional information and how the extension is in the recipient’s interests. 
If the State grants the vendor’s request for an extension, the vendor must give the recipient 
written notice of the reason for the delay. 


Scion Dental acknowledges and is prepared to meet the requirements in section 


3.12.5.3. To determine if a case should be expedited, an Appeals Specialist sends the 


case to a licensed Dental Consultant for review. Next, the Dental Consultant reviews the 


cases for clinical expedited language and standards. Those cases determined to meet 


clinical expedited standards are reviewed within the established expedited turnaround 


timeframes and follow the same procedures as non-expedited cases. 
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3.12.5.4 In handling grievances and appeals, the vendor must meet the following requirements: 


A.  The vendor must provide recipients any reasonable assistance in completing forms and taking 
other procedural steps, including assisting the recipient and/or the recipient’s representative 
to arrange for non-emergency transportation services to attend and be available to present 
evidence at the appeal hearing. This also includes, but is not limited to, providing interpreter 
services and toll-free numbers that have adequate teletypewriter (TTY)/ Telecommunications 
device for the deaf (TDD) and interpreter capability; 


Scion Dental acknowledges and is prepared to meet the requirements in section 


3.12.5.4. Our Call Center is available to assist recipients with a variety of inquiries, 


including assisting with completing forms and taking other procedural steps relating 


to a grievance or appeal. For callers who are hearing impaired, we support onsite 


Teletype (TTY/TTD) services connected to our Call Center. Callers are never charged 


a fee for translator or interpreter services or for any services offered through our 


Call Center. 


To provide assistance to recipients who require transportation services to attend an 


appeal hearing, Scion Dental will work with the NET Broker to arrange 


transportation services and make information about transportation services and 


resources available from: 


 Member Handbook. Upon enrollment, all recipients will have access to our 


Member Handbook, which includes information on arranging transportation 


services. Scion Dental’s Member Handbook is posted online and accessible 


24/7 via the Member Web Portal. 


 Member Web Portal. We can display customized messages approved by the 


Contract Monitor on web pages, and we can attach approved resource 


information as PDF documents, available for online viewing and/or printing. 


 Call Center Content Management System. The Scion Dental Call Center staff is 


fully trained in client-specific details, policies, and procedures. We store 


resource materials, including information about transportation services, in an 


online Content Management System, to provide quick and easy online access 


when Call Center representatives are on the phone with recipients. 


B. Acknowledge receipt of each grievance and appeal; 


Our Appeals team generates notifications of receipt of grievances and appeals based 


on each client’s specific requirements and templates. We create electronic copies of 


every recipient notification and attach the documents to the historical grievance 


record in the Customer Service system and to the related authorization record, if 


appropriate. 


C. Ensure that the individuals, or their subordinates, who make decisions on grievances and 
appeals were not involved in any previous level of review or decision-making; and 


It is Scion Dental’s policy to ensure Appeals department staff are not involved in 


previous levels of review. The Authorization Determination Module, which is 


integrated into our Enterprise System software system, records all actions 


pertaining to appeal decisions. For example, the system logs when a Dental 
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Consultant changes a requested service to approved or denied. The appeals 


workflow verifies previous Dental Consultants who have made determinations on 


each appealed authorization. An Appeals Specialist chooses a consultant who is not 


listed in the history of the authorization to perform the next level of review. An 


Appeals Specialist routes the case to an alternate licensed Dental Consultant, who is 


automatically notified by email. 


D.  Ensure that the individuals who make decisions on grievances and appeals are health care 
professionals who have the appropriate clinical expertise in treating the recipient’s condition 
or disease if the grievance or appeal involves any of the following: 


1. An appeal of a denial that is based on medical necessity; 


2. A grievance regarding the denial of an expedited resolution of an appeal; or 


3. A grievance or appeal that involves clinical issues. 


Scion Dental’s Chief Dental Officer ensures employees have appropriate expertise 


and state-required licenses before they are hired as Dental Consultants. Once vetted 


and hired, all licensed Dental Consultants receive in-depth training on Scion Dental’s 


grievance and appeals system. 


To ensure individuals who make decisions on grievances and appeals are health care 


professionals with the appropriate licensure, Scion Dental requires all clinicians sign 


a document attesting they are licensed and hold the proper credentials. The 


attestation includes the following: 


I, <<consultant name and credentials>>, attest that, to the best of my knowledge, I 


have a scope of licensure or certification that typically manages the medical 


condition, procedure, treatment, or issue under review, as well as current, relevant 


experience and/or knowledge to render a determination for the case under review. 


Appealing denied authorization/claim for <<service>> due to <<denial reason>>. 


3.12.5.5 The process for appeals also requires: 


A.  That oral inquiries seeking to appeal an action are treated as appeals (in order to establish 
the earliest possible filing date for the appeal) and must be confirmed in writing unless the 
recipient requests expedited resolution; 


B.  That the recipient is provided a reasonable opportunity to present evidence, and allegations 
of fact or law, in person as well as in writing, and that the recipient is informed by the Vendor 
of the limited time available for this in the case of expedited resolution; 


C.  That the recipient and his/her representative is provided the opportunity, before and during 
the appeals process, to examine the recipient’s case file, including medical records, and any 
other document and records considered during the appeals process; and 


D.  The vendor to include, as parties to the appeal, the recipient and his/her representative or the 
legal representative of a deceased recipient’s estate. 


Scion Dental’s appeals process will include all requirements listed in 3.12.5.5. Scion 


Dental’s appeals process requires all inquiries seeking to appeal are treated as appeals 


and confirmed in writing. If it is in a recipient’s best interest to extend the case timeline 


in order for the recipient to supply the proper supporting documentation, Scion Dental 


will issue an extension within the regulatory timeframe.  
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Scion Dental informs the recipient of the opportunity to examine the case file and any 


other document and records considered during the appeal process in the 


Acknowledgement Notice as well as in the Member Handbook. All communications 


regarding the appeal include the individual who filed the appeal.  


3.12.5.6 The vendor shall notify the recipient of the disposition of the grievance and appeal in written 
format. The written notice must include the results of the resolution process and the date it was 
completed. For appeals that are not wholly resolved in favor of the recipient, the notice must also 
include:  


A.  The right of the recipient to request a State Fair Hearing from the DHCFP and how to do so;  


B.  The right to request to receive benefits while the hearing is pending and how to make this 
request; and 


C.  That the recipient may be held liable for the cost of those benefits if the State Fair Hearing’s 
Officer upholds the vendor’s action. 


As stated in section 3.12.4.3, when a denial or decision to authorize services in amount 


duration or scope that is less than requested occurs, recipients receive a letter by United 


States Postal Service. Recipient notification letters use language that is easily 


understood, available in other languages and alternate formats, and include clear 


information on appeal rights, the appeals process, and contact information for 


submitting a written or oral appeal. The letter will also include language informing the 


recipient that they may be held liable for the cost of those benefits if the hearing 


decision upholds. Scion Dental has the ability to customize the letter template to include 


all the State-defined requirements and format requirements of 42 CFR 438.404(c); 42 


CFR 438.10(c) and (d). 


3.12.5.7 For expedited appeal resolution requests, the vendor is required to make a good faith effort to 
provide an oral notice of the disposition in addition to the required written notice. 


Scion Dental’s standard practice is to attempt to contact the appeal initiator to provide 


an oral notice of the disposition no less than three times. We also always send a written 


Notice of Determination to the initiator via US Postal Service.  


3.12.5.8 The vendor is required to maintain records of grievances and appeals, which the DHCFP will 
review as part of the Division’s quality strategy. 


The Scion Dental Appeals team uses our Customer Service system to log every step of 


each grievance and appeal, including a complete description of the issue, detailed notes 


about the investigation, how the issue was resolved, and when the recipient was 


notified, along with an electronic copy of the recipient letter. This information will be 


available to the DHCFP for review as part of the Division’s quality strategy.  


3.12.5.9 The vendor shall devote a portion of its regularly scheduled Quality Management / Quality 
Improvement committee meetings to the review of recipient complaints and appeals that have 
been received. 


Each month the Scion Dental Quality Improvement Committee analyzes the grievance 


and appeals volume and turnaround times from the month prior to identify trends. Each 


quarter, the committee gathers to determine the best approach to improve any 
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negative trends identified. The Quality Improvement and Compliance Committee is 


composed of the following recipients: 


 Chief Dental Officer 


 Chief Financial Officer 


 Vice President of Operations 


 Director of Quality 


 Director of Call Center Operations 


 Director of Provider Services 


 Director of Claims Operations 


3.12.6 State Fair Hearing Process  


3.12.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A recipient, recipient’s 
representative or the representative of a deceased recipient’s estate has the right to request a 
State Fair Hearing from the DHCFP when they have exhausted the vendor’s appeal system without 
receiving a wholly favorable resolution decision. The request for a State Fair Hearing must be 
submitted in writing within ninety (90) calendar days from the date of the vendor’s notice of 
resolution.  


Scion Dental acknowledges and is prepared to meet all standards described in MSM 


Chapter 3100 regarding the State Fair Hearing process.  


3.12.6.2 The vendor is required to inform the recipient of their right to a State Fair Hearing, how to obtain 
such a hearing, and representation rules must be explained and provided in writing to the 
recipient by the vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 
42 CFR 438.10(g)(1).  


Scion Dental takes a comprehensive, proactive approach to assisting recipients and 


ensuring they have access to information about our grievance and appeals system. We 


ensure recipients, parents, and caregivers are informed about state fair hearing 


information, including how to obtain such a hearing and representation rules, by making 


these resources available in a variety of publications and media. Our Member handbook, 


Provider Policy and Procedure Manual, and online web portals describe the State Fair 


Hearing process, explain how to file grievances and appeals, and explain the resolution 


process. 


3.12.6.3 The vendor will participate in the State Fair Hearing process, at the vendor’s expense, in each 
circumstance in which a recipient for whom the vendor has made an adverse determination 
requests a State Fair Hearing. The vendor is bound by the decision of the Fair Hearing Officer. 
(Please refer to the Chapter 3100 of the MSM for timeframes for standard and expedited State 
Fair Hearings.) 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.6.3. 


Scion Dental will ensure the Dental Consultant involved in the appeal decision will 


participate in the State Fair Hearing process at the expense of Scion Dental.  
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3.12.7 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair 


Hearing are Pending  


3.12.7.1 The vendor must continue the recipient’s benefits while the vendor’s internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions exist: 


A.  The appeal is submitted to the vendor on or before the later of the following:  within ten (10) 
days plus mailing time, of the vendor mailing the Notice of Action; or, the intended effective 
date of the vendor’s proposed action; 


B.  The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment; 


C.  The services were ordered by an authorized provider; 


D.  The original periods covered by the original authorization have not expired; and 


E.  The recipient requests an extension of benefits. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.7.1. 


We inform recipients of this requirement in the written Acknowledgement Notice. 


3.12.7.2 If, at the recipient’s request, the vendor continues the recipient’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs:  


A.  The recipient withdraws the appeal; 


B.  Ten (10) days pass after the vendor mails the notice of action, providing the resolution of the 
appeal against the recipient, unless the recipient, within the 10-day timeframe has requested 
a State Fair Hearing with continuation of benefits until a State Fair Hearing decision is 
reached; 


C.  A State Fair Hearing Officer issues a hearing decision adverse to the recipient; and 


D.  The time period of service limits of a previously authorized service has been met. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.7.2. 


We inform recipients of this requirement in the written Acknowledgement Notice. 


3.12.7.3 If the final resolution of the appeal is adverse to the recipient, the vendor may recover the cost of 
the services furnished to the recipient while the appeal was pending, to the extent that they were 
furnished solely because of the requirements of this section and in accordance with policy set 
forth in 42 CFR 431.230(b). 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.7.3. 


We automatically recoup funds from providers on subsequent claim payments, and all 


payment adjustments appear on remittance advices.  


3.12.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were 
not furnished while the appeal was pending, the vendor must authorize or provide the disputed 
services promptly and as expeditiously as the recipient’s health condition requires. If the vendor or 
State Fair Hearing Officer reverses a decision to deny authorization of services, and the recipient 
received the disputed services while the appeal was pending, the vendor must pay for those 
services. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.7.4. 
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3.12.8 Provider Grievances and Appeals 


The vendor must establish a process to resolve any provider grievances and appeals that are separate from, 
and not a party to, grievances and appeals submitted by providers on behalf of recipients. Written grievance 
and appeals procedures must be included, for review and approval, at the time the vendor policies and 
procedures are submitted to the DHCFP and at any time thereafter when the vendor’s provider grievance 
and appeals policies and procedures have been revised or updated. The vendor may not implement any 
policies and procedures concerning its provider grievance and appeal system without first obtaining the 
written approval of the DHCFP. 


At Scion Dental, we have proven policies, procedures, and workflows already in place to manage 


and resolve grievances and appeals from providers. Prior to the go-live date, Scion Dental will 


obtain DHCFP review and approval of all of our policies and procedures for recording, 


investigating, resolving, and analyzing all grievances and appeals.  


When Scion Dental receives a grievance or appeal from a provider, the issue is immediately 


assigned to a trained Appeals Specialist for investigation and resolution. All grievances and 


appeals that are received orally or in written format are logged in our Customer Service system 


and automatically routed to the Appeals department for review and resolution.  


The Appeals Manager uses Compliance Check logs to continuously monitor turnaround metrics 


and adjusts staffing resources, as necessary, to ensure each client’s standards are being met. 


For all inquiries that are clinical in nature, the Appeals Specialist gathers clinical documentation 


and routes it to a licensed Dental Consultant for review and determination. To handle emergency 


clinical situations, the Appeals Specialist follows department protocol to expedite the resolution, 


which includes immediately notifying an on-call Dental Consultant.  


All clinical documentation is available for Dental Consultants to review online through our web-


based benefits management system. Electronic copies of clinical documents are attached to the 


inquiry in the Customer Service system and to any related authorization records in the integrated 


Authorization Determination system. Appeals Specialists can also package clinical documentation 


and send it via secure email to the Dental Consultant for review and resolution.  


We educate providers about our grievance and appeals processes during orientation and 


onboarding sessions, in the Provider Policy and Procedure Manual, provider newsletters, and on 


the Provider Web Portal. In addition, authorization decision letters and Remittance Advice 


reports notify providers of their appeal rights and include a mailing address for submitting 


appeals as well as a toll-free telephone number for assistance. 


To date in our current market in Nevada, 
we have not received any formal provider 
grievances. We hope to achieve the same 
success with DHCFP. 
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The following provisions reflect minimum requirements and are not intended to limit the scope of the 
vendor’s grievance and appeals process for providers. 


3.12.8.1 General Requirements 


The vendor must accept written or oral grievances and appeals that are submitted directly by the 
provider as well as those that are submitted from other sources, including the DHCFP. An oral 
appeal must be followed by a written, signed appeal; however, the oral appeal must count as the 
initial date of appeal. The vendor must keep a written or electronic record of each provider 
grievance and appeal to include a description of the issue, the date filed, the dates and nature of 
actions taken, and the final resolution. The vendor must issue a final decision, in writing, no later 
than: 


A.  Ninety (90) calendar days after a grievance is filed; and 


B.  Thirty (30) calendar days after an appeal is filed. 


Scion Dental will accept written or oral grievances and appeals submitted directly by a 


provider as well as other sources, including DHCFP, and will adhere to all standards set 


forth in 3.12.8.1.  


3.12.8.2 State Fair Hearings 


When a provider has exhausted the vendor’s internal appeals process, the provider has the right 
to submit a written request to the DHCFP for a State Fair Hearing. It is the vendor’s responsibility 
to notify the provider of this right at the time the provider enters into a contract with the vendor 
and when the outcome of an appeal is not wholly in favor of the provider pursuant to 42 CFR 
431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). A State Fair Hearing 
decision will be made within ninety (90) calendar days from the date of request for direct access 
to a State Fair Hearing. Disputes eligible for the State Fair Hearing process include: 


A.  Denial or limited authorization of a requested service; 


B.  Reduction, suspension or termination of a previously authorized service; 


C.  Denial, in whole or in part, of payment for a service; 


D.  Demand for recoupment;  


E.  Failure of the vendor to meet specified timeframes (e.g., authorization, claims processing, 
appeal resolution); and 


F.  The denial for disenrollment for good cause. 


Scion Dental acknowledges and is prepared to meet the requirements in section 


3.12.8.2. 


3.12.9 Expedited State Fair Hearing  


3.12.9.1 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was 
first heard through the Vendors appeal process is as expeditiously as the recipient’s health 
condition requires, but no later than three (3) working days from the State’s receipt of a hearing 
request for a denial of service that: 


A.  Meets the criteria for an expedited appeal process but was not resolved within the vendor’s 
expedited appeal timeframes, or  


B.  Was resolved wholly or partially adversely using the vendor’s expedited appeal timeframes. 


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.9.1. 
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3.12.9.2 The State’s timeframe for reaching an expedited State Fair Hearing decision when the appeal was 
made directly to the State’s Fair Hearing process without accessing the vendor appeal Process is 
as expeditiously as the recipient’s health condition requires, but no later than 3 working days from 
the State’s receipt of a hearing request for a denial of service that meets the criteria for an 
expedited resolution. 


The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, 
termination or other contract disputes between the vendor and its providers and/or 
subcontractors. Likewise, grievances are not eligible for State Fair Hearings.  


Scion Dental acknowledges and is prepared to meet the requirement in section 3.12.9.2. 


3.12.9.3 The vendor is bound by the decision of the Fair Hearing Officer and must comply with any decision 
resulting from the Fair Hearing process. 


Scion Dental acknowledges and will comply with the standards set forth by DHCFP in 


section 3.12.9.3. We abide by all informal decisions provided as an outcome of the 


process. 


3.13  Management Information System (MIS)  


3.13.1  


The vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining information 
sufficient to substantiate and report vendor’s compliance with the contract requirements. 


Scion Dental relies on our Enterprise System software platform for all aspects of fully integrated 


dental program management. Since the mid-1990s, our family of companies has continuously 


invested in enhancing our proven technology platform, with multiple system releases every year.  


We own our benefits administration 
software system—and we are committed 
to continuous enhancement and ongoing 
development. 


Our Enterprise System software has processed more than 100 million medical, dental, and vision 


claims over the past decade and is used by all of our sister companies (dental, medical, vision, 


and therapy administrators). To improve administrative processes and decision support 


capabilities, as well as deliver a user-friendly interface, our software design and development 


teams continuously deliver new and enhanced features and functional workflows to meet these 


goals. 


Enterprise System capabilities 


The Enterprise System, a comprehensive benefits management software platform, is comprised 


of more than 40 integrated web-based modules that work together to administer benefits and 
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process and pay claims. The system also includes integrated, external-facing web portals 


designed for providers, recipients, and clients.  


The following figure illustrates the system’s modular, integrated approach for supporting benefit 


management functional areas. 
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This is a condensed summary description; the Enterprise System contains much more. We 


welcome the opportunity to demonstrate Enterprise System features and functionality. 


Advantages of an integrated system 
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3.13.2  


The vendor shall have an MIS capable of documenting administrative and clinical procedures while 
maintaining the privacy and confidentiality requirements pursuant to HIPAA. The vendor shall provide the 
DHCFP with aggregate performance and outcome data, as well as its policies for transmission of data from 
network providers as outlined in this RFP, Reporting Guide and Attachments. The vendor shall have internal 
procedures to ensure that data reported to the DHCFP are valid and to test validity and consistency on a 
regular basis.  


Data integrity and validation procedures 


As described in section 3.7.2, Scion Dental’s Enterprise System software captures all data 


submitted by providers. Any data element reported on an incoming claim or authorization form 


or electronic file is captured, including any related documents. Any forms or documents 


submitted on paper are transformed and preserved in electronic format. Electronic documents 


are automatically linked to the appropriate claim or authorization and associated with the related 


enrollee record. 


As described in section 3.9.5.2, Scion Dental’s Enterprise System software includes hundreds of 


automated data integrity and validity checks, which are performed automatically, regardless of 


whether claims data enter the system through EDI file loads, the Provider Web Portal, or manual 


data entry. Data entry controls prevent incomplete claims from being submitted through the 


Provider Web Portal or through manual data entry. Likewise, when EDI files are imported, they 


are automatically validated against a series of SNIP (Strategic National Implementation Process) 


tests and other sophisticated data validation rules. If errors are encountered, the entire file may 


be rejected or individual transactions within the file may be rejected, depending on the type of 


error and its severity. 


When claims are processed, hundreds of dental-specific edits evaluate whether claims data is 


accurate and complete, whether the provider is eligible to be paid, whether the recipient is 


eligible for coverage, and whether the claim was submitted within timely filing guidelines, among 


many other data verification steps. In addition, the software system runs hundreds of automated 


business rules to verify accurate and appropriate payment for each service line. Dental-specific, 


customizable business rules evaluate whether care is appropriate based on the patient’s service 


history, medically necessary based on customizable guidelines, and covered based on benefit 


plan rules and service limitations. Inaccurate or invalid data is rejected, and denial reasons are 


communicated back to providers. 


Reporting accuracy 


Because all claims and service data is held in the Enterprise System databases, Scion Dental can 


generate reports at any time, in any format DHCFP prefers. In addition, authorized DHCFP staff 


will have access to dashboards, provider profiling tools, and data warehouse analytics, allowing 
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you to generate your own detailed reports, at any time, down to the individual service line level, 


if you choose to. 


As discussed in section 3.17.3, Scion Dental routinely ensures the accuracy of the encounter data 


we report back to the state. Our goal is to prevent rejected services lines by incorporating state-


specific business rules into our claims processing system. We track, down to the individual service 


line, what encounters are accepted and rejected. We then resolve rejected services and 


reconfigure business rules, as necessary, to ensure the state receives complete, accurate 


encounter data.  


Patient privacy and confidentiality 


To ensure recipient privacy is protected consistent with the confidentiality requirements in 45 


CRF Parts 160 and 164, Scion Dental has implemented policies, procedures, and internal controls 


to safeguard recipient privacy rights. This includes policies and procedures to ensure the privacy 


and security of Protected Health Information (PHI) by limiting the use and disclosure of PHI to 


what is minimum or reasonably necessary to accomplish the intended purpose and robust 


policies and procedures to comply with the privacy and security provisions of the Health 


Insurance Portability and Accountability Act (HIPAA). In addition, integrated system security, with 


role-based security rules, ensure only those with appropriate security permissions have access to 


Enterprise System data.  


3.13.3 Eligibility Data 


3.13.3.1 The vendor enrollment system shall be capable of linking records for the same enrolled recipient 
that are associated with different Medicaid and/or Nevada Check Up identification numbers; e.g., 
recipients who are re-enrolled and assigned new numbers. 
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3.13.3.2 The vendor shall update its eligibility database whenever enrolled recipients change names, phone 
numbers, and/or addresses, and shall notify DHCFP of such changes. 


Scion Dental updates eligibility data in our Enterprise System databases through 


automated EDI file loads as well as manually through an integrated enrollment data 


entry module and through online submissions through the Member Web Portal.  


As soon as an eligibility file is loaded into the system, or an enrollee record is created or 


modified through manual data entry, the data is immediately available for use 


throughout the entire system. As just a few examples, real-time enrollee data is used in 
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verifying recipient eligibility, evaluating prior authorizations, and adjudicating claims 


based on the date of service. 


Scion Dental can identify enrollee records that are updated manually through the 


Member Web Portal or through our enrollment data entry module. We can extract this 


information into a format preferred by DHCFP and transmit the data to the State on any 


schedule that meets your needs. Scion Dental will work with DHCFP to develop a 


process for notifying DHCFP of changes to enrollee names, phone numbers, and 


addresses through data extract files. Scion Dental also looks forward to working with the 


State to also collect accurate email addresses and cell phone numbers from recipients.  


3.13.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not accurate.  


Scion Dental will work with DHCFP to develop a notification process when a recipient 


address received from DHCFP is not accurate. This notification may be transmitted to 


DHCFP via an SFTP site and will be HIPAA-compliant and secure. We can transmit the 


data in the formats and methods specified by DHCFP. As described in section 3.13.3.2, 


Scion Dental will work with DHCFP to develop a process for notifying DHCFP of changes 


to enrollee names, phone numbers, and addresses through data extract files.  


3.13.4 Encounter and Claims Records  


3.13.4.1 The encounter data reporting system must be designed to assure aggregated, unduplicated 
service counts provided across service categories, provider types, and treatment facilities. The 
vendor shall use a standardized methodology capable of supporting CMS reporting categories for 
collecting service event data and costs associated with each category of service.  


Scion Dental’s Enterprise System software platform was designed to facilitate the 


generation of both detailed and summarized, aggregated views of claims data without 


duplicating data, including service counts, patient counts, and provider counts. The 


system captures and stores all relevant data submitted on a claim just once, without 


duplication, including service categories, provider types, and treatment facilities. For 


example, when a provider who is associated with multiple specialties submits a claim, 


each service line is counted only once and never duplicated in reporting.  


With the Enterprise System’s integrated reporting tools, Scion Dental’s Reporting team 


can generate and package reports at any level of detail or aggregation. These same 


sophisticated, yet easy-to-use data analysis tools will be available to DHCFP staff online 


through our Client Web Portal. Authorized DHCFP users will be able to generate their 


own analytical reports any time, from anywhere—using real-time data from our system 


databases and data warehouses. There’s no need to submit requests and wait for 


programmers to create and deliver analytical reports. 


Scion Dental routinely generates CMS reports for our clients at various levels of detail, 


depending on client-defined preferences and requirements. Scion Dental will meet 


DHCFP requirements for reporting to CMS. 


3.13.4.2 The vendor shall collect and submit service specific encounter data in the appropriate American 
Dental Association (ADA) Claims Form format or an alternative format if prior approved by the 
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DHCFP. The data submitted to the actuary must balance with the data submitted to the DHCFP. 
The data shall be submitted in accordance with the requirements set forth in the contract. The 
data shall include all services reimbursed by Medicaid. 


The data submitted to the DHCFP’s actuary will balance with the data submitted to the 


DHCFP. The data shall be submitted in accordance with the requirements set forth in the 


contract.  


Submitting encounter data 


Scion Dental routinely generates and submits paid claims encounter files to our clients, 


on any schedule that meets each client’s needs. Our EDI team currently manages data 


submission and reconciliation processes for more than 50 dental and medical markets. 


Each client has unique requirements, proprietary file formats, and customized reporting 


layouts and schedules. 
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Reconciling claims financial data 


Our financial team reconciles paid claim data after our incoming encounter information 


is accepted by our clients. Our team creates monthly financial reports that reconcile the 


claims paid data from Scion Dental with the amount paid by our clients to ensure the 


amount reimbursed to our clients is equal to the amount of their accepted claims―and 


so no rejected claims are reimbursed. 


3.13.5 Data Requirements and Certification  


3.13.5.1 All encounter data must be submitted to the DHCFP or designated contractor per EDI standards 
and federal regulations.  


It is Scion Dental’s standard practice to adhere to client, state, and federal payment 


rules in the definition and treatment of data elements which are standard fields in 


encounter data submissions. We follow industry standards for coding and apply HIPAA 


transaction set standards for field definitions. 







SECTION 3 
3. Scope of Work 
3.13  Management Information System (MIS) 


222  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


As part of the initial implementation stage for any new client, our EDI staff works closely 


with the client’s HIPAA 837 Companion Guide to define requirements, map, develop, 


and test file layouts for encounter files. 


3.13.5.2 All encounter data must reflect all adjustments and voids. 


3.13.5.3 Regardless of collection status, all improper payments must be adjusted or voided from the 
encounter data within timeframes specified by the DHCFP.  
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Resolving discrepancies 


Before submitting a final paid claim file to the State, our highly qualified technical staff 


generates an 837 outbound file, runs it through our internal validation software, then 


investigates and resolves any discrepancies. Based on our findings we either change our 


processing edits to better meet the client’s guidelines, or we change how we’re 


reporting the claim data in our outbound data files to eliminate discrepancies and 


duplicates. After identifying the reasons for discrepancies and resolving the issues, 


including the non-submission of encounter data by providers, we reprocess claims based 


on updated business rules to eliminate inappropriate and duplicated claims from the 


final 837D encounter file submitted within the agreed upon timeframes to the State. 


3.13.5.4 The contract requires the vendor to certify enrollment information, encounter data, payment 
data, and other information submitted to the State for purposes of developing vendor payment. 
Data must comply with the applicable certification requirements for data and documents 
specified by DHCFP pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950. A certification, which 
attests, based on best knowledge, information, and belief that the data are accurate, complete 
and truthful as required by the State for participation in the Medicaid program and constrained in 
contracts, proposals and related documents. 


3.13.5.5 The data submitted to the state by the vendor for purposes of determining vendor payments must 
be certified by one of the following: 


A.  The vendor’s Chief Executive Officer; 


B.  The vendor’s Chief Financial Officer; or 


C.  An individual who has delegated authority to sign for, and who reports directly to the 
vendor’s Chief Executive Officer or the Chief Financial Officer. 


3.13.5.6 Compliance with the requirement of data certification in this agreement is a condition for 
payment by the government. The vendor must agree that he/she has read and understands the 
data certification requirement and agree to comply with all applicable laws and regulations. 


In accordance with the requirements of 42 C.F.R. § 438.604, 438.606 and 457.950, Scion 


Dental will, concurrent with the submission of enrollment, encounter, and payment data 
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and such other data, documentation and information required under 42 C.F.R. § 


438.604(a), submit a certification attesting that, based on best information, knowledge, 


and belief, the data, documentation, and information is accurate, complete, and 


truthful. The certification will be made by Scion Dental’s Chief Executive Officer, Chief 


Financial Officer or an individual who reports directly to the Chief Executive Officer or 


Chief Financial Officer with delegated authority to sign for the Chief Executive Officer or 


Chief Financial Officer so that the Chief Executive Officer or Chief Financial Officer is 


ultimately responsible for the certification. Scion Dental has read, understands and 


agrees to the requirements surrounding data certification; acknowledges that 


compliance with the requirements of data certification is a condition for payment; and 


agrees to comply with all applicable laws and regulations. 


3.13.6 EPSDT Tracking System  


The vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid eligible child by 
name and Medicaid identification number. The system shall allow the vendor to report annually on the CMS 
reporting form. This system shall be enhanced, if needed, to meet any other reporting requirements 
instituted by CMS or the DHCFP. 


Scion Dental’s Enterprise System software tracks all services for every enrollee, including EPSDT 


activities for eligible children. Dental program requirements, such as coverage based on 


EPSDT/AAPD criteria, are configured as customizable business rules in the Enterprise System—


without requiring an internal programming change. We are able to add new processing edits and 


exceptions, adjudication rules, and customized work queues with ease. This flexibility allows us to 


not only accommodate the unique rules and regulations that govern each of our client’s benefit 


programs, but also remain compliant as program regulations change. These system-based rules 


also allow us to extract and format data, as needed, to meet customized reporting requirements. 


Scion Dental routinely generates EPSDT reporting for other states and clients. We will meet 


DHCFP requirements for annual reporting to CMS, as well as any other reporting requirements 


defined by the DHCFP. 


3.14  Operational Requirements  


3.14.1 Dental Director's Office 


The vendor must designate a Dental Director to be responsible for the oversight of development, 
implementation and review of the vendor's Internal Quality Assurance Program, including implementation 
of and adherence to any Plan of Correction. The Dental Director need not serve full time or be a salaried 
employee of the vendor, but the vendor must be prepared to demonstrate it is capable of meeting all 
requirements using a part-time or contracted non-employee director. The vendor may also use assistant or 
associate Dental Directors to help perform the functions of this office. The Dental Director and the vendor's 
Utilization Management and Internal Quality Assurance Plan Committee are accountable to the vendor's 
governing body. The Dental Director must be licensed to practice dentistry in the State of Nevada.  


Scion Dental currently has a Dental Director who is licensed to practice dentistry in the State of 


Nevada. If awarded this contract, we will make further provisions as needed to meet the 


requirements as outlined above. 







SECTION 3 
3. Scope of Work 
3.14  Operational Requirements 


224  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


3.14.2 


The responsibilities of the Dental Director include the following: 


3.14.2.1 Serves as co-chairman of the vendor's Utilization Management and Quality Assurance Plan 
committee; 


3.14.2.2 Directs the development and implementation of the vendor's Internal Quality Assurance Plan 
(IQAP) and utilization management activities and monitoring the quality of care that vendor’ 
recipients receive; 


3.14.2.3 Oversees the development and revision of the vendor's clinical care standards and practice 
guidelines and protocols; 


3.14.2.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


3.14.2.5 Oversees the vendor's referral process for specialty and out-of-network services. All services 
prescribed by a PDP or requested by a recipient which are denied by the vendor must be reviewed 
by a dentist with the reason for the denial being documented and logged; 


3.14.2.6 Oversees the vendor's provider recruitment and credentialing activities; 


3.14.2.7 Serves as a liaison between the vendor and its providers, communicating regularly with the 
vendor's providers, including oversight of provider education, in-service training and orientation; 


3.14.2.8 Serves as the vendor’s consultant to dental staff with regard to referrals, denials, grievances and 
problems; 


3.14.2.9 Ensures coordination of out-of-network services; and 


3.14.2.10 The vendor must also identify a liaison, which can be the Dental Director, to work with DHCFP 
regarding utilization review and quality assurance issues. 


As the leading national provider of dental benefit management, Scion Dental relies on several 


experienced professionals to fulfill the wide range of responsibilities listed in section 3.14.2. Our 


benefit management processes are designed to provide the highest level of service to each client 


in each of these areas. Should DHCFP select Scion Dental as its partner, the Dental Director 


serving DHCFP will be active in each of these areas. 
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3.14.3 Vendor Operating Structure and Staffing 


The vendor must assure the DHCFP that the organization is adequately staffed with experienced, qualified 
personnel. The vendor shall provide such assurances as follows: 


3.14.3.1 Provide the DHCFP with an updated organizational chart, every six (6) months or whenever a 
significant change in the organization occurs. The organizational chart must depict each 
functional unit of the organization, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors. The 
organizational chart must also identify key personnel and senior-level management staff and 
clearly delineate lines of authority over all functions of the Contract. The names of key personnel 
must be shown on the organizational chart. The State must approve all awarded vendor key staff. 
The State reserves the right to require the removal of any member of the awarded vendor's staff 
from the project. 


Scion Dental acknowledges and is prepared to meet all of the requirements defined in 


3.14.3 of this RFP. We are confident our expertise, and our on-the-ground experience 


managing Medicaid dental benefits in Nevada during the past six years, will help DHCFP 


achieve the goals you’ve set to improve the dental health of Nevadans. 


Scion Dental has a sound, time-tested staffing plan that ensures its team of 


professionals is ready to meet and exceed your expectations. Scion Dental also will 


commit a talented and experienced team of key management personnel who will 


provide oversight both during the transition phase and during the life of the contract. 


With our extensive experience in the Medicaid marketplace, Scion Dental has developed 


department-specific models to assess the optimal level of staff required to successfully 


perform functions effectively and efficiently across the organization. To further ensure 


optimal staffing levels for your dental program, Scion Dental will also draw upon our six 


years of experience as a dental benefits administrator in Nevada. Administrative 


functions to support the DHCFP Medicaid dental programs are outlined in section 


3.14.3.2 below. Key Personnel who will be responsible and accountable for managing 


your Medicaid dental programs are listed in section 3.14.3.3 below. 


Scion Dental’s Operations Manager, to be hired in Nevada, will remain aware of staffing 


levels and proactively communicate with DHCFP should there be a change in our 


organization or a need to change staffing requirements. The organization chart on the 


following page indicates Scion Dental’s planned structure to support the DHCFP 


contract. We will provide updated organization charts, as required by DHCFP, and we 


will include numbers of staff for each departmental function upon contract award. We 


closely monitor staffing levels and adjust them as necessary to ensure high quality 


service for our clients, providers, and recipients. 
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3.14.3.2 The vendor must have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. At a minimum, the vendor must have qualified staff 
in the following areas: 


A.  Executive management; 


B.  Operations Manager; 


C.  Accounting and budgeting; 


D.  Dental Director's office; 


E.  Dental Management, including quality assurance/utilization review; 


F.  Recipient services; 


G.  Provider services; 


H.  Grievances, appeals, and fair hearings; 


I.  Claims processing;  


J.  Management information systems (MIS); and 


K.  Program Integrity. 


Scion Dental already has in place the organizational, management, and administrative 


systems required to fulfill the DHCFP contract requirements. Scion Dental has had a 


dedicated Provider Relations Representative located in Nevada for the past six years. 


After the contract award, Kevin Johnston will continue in this role for Scion Dental. Mr. 


Johnston will be instrumental in sharing his extensive experience with the Nevada 


market with the new Operations Manager to be hired in Nevada, as well as other Scion 


Dental staff who will be serving your providers and recipients. 


We share the goals and objectives the DHCFP has outlined for your Medicaid dental 


program in sections 1.2 and 1.3 of this RFP, and we’re eager to work with you to help 


ensure its success. 


Our management approach 


Scion Dental’s streamlined, efficient approach to benefit management and staffing are 


keys to our rapid growth and success in the marketplace. We are committed, 


throughout our organization, to being good stewards of public funds and to providing 


the best possible service at the lowest possible cost. Hiring smart, dedicated people who 


are capable of continuously improving processes and implementing efficiencies is a core 


competency across all of the SKYGEN USA companies.  


We don’t just talk about efficient processes—we use a proprietary methodology to bring 


together small project teams, dedicated to identifying specific opportunities and finding 


new, efficient ways to bring down costs while improving quality and productivity. We 


have numerous “2016 Operational Efficiency” teams working together in project 


“sprints” throughout Scion Dental, accomplishing amazing results. 


Staffing resources for the Nevada Medicaid Dental Program 


In addition to executives and managers identified as Key Personnel in section 3.14.3.3, 


Scion Dental intends to commit the following roles to fully support the DHCFP contract. 
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We are confident our experienced team will deliver successful outcomes and new levels 


of satisfaction for you, your recipients, and your providers. Resumes for each of the 


executives and managers listed for each functional area are included in SECTION 2: 


Company Information. 
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Functional Area / Scion Dental Roles  


A. Executive Management  


   


   


   


   


   


   


   


   


   


   


   


   


   


   
 


B. Operations Manager  


   


   
 


C. Accounting and Budgeting  


   


   


   


   


   


   
 


D. Dental Director’s Office  
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E. Dental Management  


   


   


   


   


   


   


   


   


   


   
 


F. Recipient Services   


   


   


   


   


   


   


   


   


   


   
 


G. Provider Services   
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G. Provider Services   


   


   


   


   


   


H. Grievances, Appeals, Fair Hearings   


   


   


   


   


   
 


I. Claims Processing   


   


   


   


   


   


   


   


   


   


   


   


   
 


J. Management Information Systems   
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J. Management Information Systems   


   


   


   


   


   


   


   


   


   


   


   


   
 


K. Program Integrity   
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3.14.3.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be assigned 
to any other responsibility and must be housed in the vendor’s Nevada administrative offices, key 
personnel may be responsible for more than one area. The vendor shall ensure that all staff has 
appropriate training, education, and experience to fulfill the requirements of their positions, 
including the Nevada Medicaid/CHIP Operations Manager. The vendor shall inform DHCFP in 
writing within seven (7) calendar days of any changes in the following key positions: 


A.  Administrator; 


B.  Chief Financial Officer; 


C.  Dental Director; 


D.  Recipient Services Manager; 


E.  Provider Services Manager; 


F.  Grievance and Appeals Coordinator; 


G.  Claims Administrator; and 


H.  Nevada Operations Manager. 


Scion Dental’s standard policy is to assemble an experienced team to provide 


implementation, training, and project management services during the startup phase, as 


well as to assign departmental resources for day-to-day administration and 


management of your program. To ensure all staff has appropriate education and 


experience to fulfill the requirements of their positions, we base our hiring decisions on 


detailed job descriptions that define specific requirements for education and 


experience. Individuals not meeting these requirements are not considered for 


employment. 


Employee training 


To ensure all staff members have appropriate training to fulfill the requirements of their 


positions, all new employees are required to participate in an intensive, three-day, 


instructor-led orientation program, followed by a series of self-paced e-learning 


modules that cover mandatory training, including Security Awareness, HIPAA (passing 


score of 85% required), URAC, Code of Conduct, Employee Handbook, and CMS and 


Compliance (FWA).  


Each department then has its own formal onboarding processes and training programs 


for new employees, which typically include side-by-side mentoring, hands-on training 


with manager oversight, and ongoing skills assessment. Each department also requires 


new employees to attend technical training courses, developed by our in-house Training 


team, which are directly relevant to their job duties. Our professional Training 


department has developed a comprehensive technical training curriculum with dozens 


of courses designed using adult learning principles. 


Scion Dental also operates a continuing, intensive, employee-focused Enterprise System 


Certification Program – a comprehensive, six-month curriculum facilitated by our 


certified Training Department professionals. It is designed to meet several goals, 


including: 
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 Produce a cadre of certified, in-house staff members, positioned throughout the 


company, with broad and deep knowledge of the Enterprise System. 


 Standardize and disseminate the wealth of knowledge Scion Dental has 


accumulated in the creation and operation of the Enterprise System. 


 Enhance our employees’ desire for increased self-sufficiency and ownership of 


their own jobs – one of our company’s core values. 


 Increase Scion Dental’s ability to help its clients achieve the best results for their 


customers.  


The program consists of 45 in-depth classroom-based courses, hands-on exercises, 


exams, and a final, comprehensive interview with senior subject matter experts, 


resulting in master-level and sub-master-level certifications. Individual courses also are 


able to stand on their own, meeting the need for mastery in individual jobs that don’t 


require system-level certification. This program has support and sponsorship from the 


company’s owner and our executive staff and senior management, and is regarded as a 


critical component of Scion Dental’s efforts to provide superior customer service. 


Key personnel  


At Scion Dental, we are not satisfied with simply being the standard of excellence in our 


industry. Rather, we continually strive to raise the bar. That begins with hiring and 


retaining the very best people. Because we hire the very best, we have been able to 


assemble a talented team with extensive Medicaid dental management experience 


ready to serve you—and the people of Nevada.  


The following executives and managers will be directly responsible for the success of the 


DHCFP contract. A detailed resume for each individual is included with this response in 


SECTION 2: Company Information. 
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Key position Personnel Job Title 
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3.14.4 Subcontractors 


The vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with health care 
professionals.  


The vendor shall comply with the following: 


3.14.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are appropriate to the service or 
activity delegated under the subcontract; 


3.14.4.2 The vendor is responsible for oversight of all network subcontracts and is accountable for any 
responsibilities it delegates to any subcontracted provider (AKA, subcontractor). The vendor must 
evaluate the prospective subcontractor’s ability to perform the activities to be delegated; 


3.14.4.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, shall be 
prior- approved by DHCFP. Prior to the award of any subcontract or execution of an agreement 
with a delegated entity, the vendor must provide written information to the DHCFP disclosing the 
vendor’s ownership interest of five percent (5%) or more in the subcontractor or delegated entity, 
if applicable. All subcontracts shall be submitted to DHCFP for approval prior to their effective 
date. Failure to obtain advance written approval of a subcontract from DHCFP will result in the 
application of a penalty of $25,000 for each incident; 


3.14.4.4 By the service start date and whenever a change occurs, submit to DHCFP for review and approval 
the names of any material subcontractors the vendor has hired to perform any of the 
requirements of the Contract and the names of their principals; 


3.14.4.5 Maintain all agreements and subcontracts relating to the contract in writing. Provide copies of all 
agreements and subcontracts to DHCFP within five (5) days of receiving such request. All such 
agreements and subcontracts shall contain relevant provisions of the contract appropriate to the 
subcontracted service or activity, specifically including but not limited to the provisions related to 
confidentiality, HIPAA requirements, insurance requirements and record retention. The vendor has 
the responsibility to assure that subcontractors are adequately insured to current insurance 
industry standards; 


3.14.4.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any 
subcontracts for the performance of any Contract responsibility. No subcontract will operate to 
relieve the vendor of its legal responsibility under the Contract; 


3.14.4.7 Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or imposing 
sanctions if the subcontractor’s performance is inadequate or substandard; 


3.14.4.8 Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, 
consistent with industry standards and/or State laws and regulations. If the vendor identifies 
deficiencies or areas for improvement, the vendor and the subcontractor must take corrective 
action; 


3.14.4.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the vendor’s 
intention to terminate any such subcontract;  


3.14.4.10 Within thirty-five (35) calendar days of the date of request, the vendor must provide full and 
complete information about the ownership of any subcontractor with whom the vendor has had 
business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the 
twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105. 
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Failure to timely comply with the request will result in withholding of payment by the State to the 
vendor. Payment for services will cease on the day following the date the information is due and 
begin again on the day after the date on which the information is received; 


3.14.4.11 DHCFP retains the right to review contracts between the vendor and providers. DHCFP agrees to 
protect the terms of Vendor-Provider contracts, if the vendor clearly label individual documents as 
a "trade secret" or "confidential"” as per Section 25 of Attachment D, Contract Form; and 


3.14.4.12 In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, the vendor will be financially 
responsible to refund the amount of the federal disallowance and the corresponding state share 
to DHCFP. If such disallowance is treated as a default or breach, or otherwise subject the vendor 
to sanctions under Section 13 of Attachment D Contract Form, any such liquidated damages are 
not exclusive and are in addition to any other remedies available under this contract. All existing 
subcontracts, requiring amendments to meet the requirements of this contract, shall be amended. 
All future subcontracts must meet the requirements of this contract and any amendments 
thereto. 


Scion Dental acknowledges and agrees to all requirements and obligations under section 3.14.4. 


Scion Dental understands that all subcontracts must be in writing, contain required flow down 


provisions of the Contract, and meet the requirements of this Section 3.14.4 and state and 


federal law; that Scion Dental will be responsible for vetting, monitoring and oversight of 


subcontractors; that Scion Dental is required to obtain consent from DHCFP to subcontract 


certain functions; that Scion Dental is obligated to provide DHCFP certain information related to 


subcontractors and proposed subcontractors; and that, notwithstanding any subcontracted 


function, Scion Dental will ultimately be responsible for the performance of the function and not 


relieve Scion Dental of its legal responsibility under the Contract. 


3.14.5 Implementation 


3.14.5.1 Vendor Plan 


The vendor shall: 


A.  Develop and submit to DHCFP for approval, no later than one (1) month after notification 
that DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for 
performing the obligations set forth in the Contract for the first contract year. 


B.  Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments 
that have been made to either, and describing the vendor’s current state of readiness to 
perform all Contract obligations. Until the service start date, the vendor shall provide 
biweekly written updates to the work plan and timeline, and thereafter as often as DHCFP 
determines necessary. 


C.  Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less than ten (10) business 
days prior to the service start date, all deliverables to allow for timely DHCFP identified 
modifications. 


D. Beginning no later than sixty (60) calendar days prior to the service start date, the vendor 
shall implement procedures necessary to obtain executed subcontracts and Medicaid 
provider agreements with a sufficient number of providers to ensure satisfactory coverage of 
initial enrollments. The DHCFP reserves the right to require an access report at any time after 
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the service start date when barriers to access or network inadequacies are identified or are 
questionable. 


E. Ensure that all workplace requirements the DHCFP deems necessary, including but not limited 
to office space, post office boxes, telephones and equipment, are in place and operative as of 
the service start date. 


F. Ensure that there is no interruption of covered services to enrolled recipients and work 
cooperatively with the DHCFP to meet these requirements. 


G. Ensure that a toll-free telephone number is in operation at the vendor’s office as of 8:00 a.m. 
(Pacific Time) on the first day of the open enrollment period for recipient access and remains 
in operation for the duration of the contract, unless otherwise directed or agreed to by the 
DHCFP. A single telephone number may be utilized as long as there is a menu option to 
channel different caller categories, e.g. recipients, providers, etc.  


H. Establish and implement enrollment procedures and maintain applicable enrolled recipient 
data. 


I. Establish its Provider Network and maintain existing Provider Agreements with such 
Providers. 


Scion Dental has a proven track record of transitioning into—and successfully 


managing—large blocks of Medicaid dental business. With our dedicated 


Implementation team and sound project management methodology, DHCFP can be 


assured that we will similarly deliver outstanding results for you. Scion Dental 


acknowledges and is prepared to meet all of the requirements defined in section 


3.14.5.1 of this RFP. 


At the start of any new implementation, it is Scion Dental’s standard practice to develop 


a detailed implementation work plan and timeline for achieving the contractual 


obligations. Per 3.14.5.1.A, Scion Dental will deliver a detailed, initial work plan to 


DHCFP for review and approval, within one month after receiving notification Scion 


Dental has been selected for contract negotiations. 


As required in 3.14.5.1.B, it is Scion Dental’s standard practice to provide our clients 


with ongoing updates to the initial work plan and timeline, along with open 


communication throughout the implementation phase. To ensure all DHCFP 


implementation requirements are met, our work plan and timeline will include task 


entries including, but not limited to, the requirements defined in 3.14.5.1.C-I. Our 


comprehensive implementation approach is described in detail below. 


Implementation process and methodology 


Scion Dental believes that we offer the most experienced Implementation team in the 


Medicaid dental industry. Since just 2009, we have completed 80 successful 


implementations, and the number continues to increase month after month.  
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With 80 new project implementations in 
just 7 years, Scion Dental is a proven 
expert and industry leader in transitioning 
dental benefit programs. 


As our success over the past seven years demonstrates, Scion Dental understands and 


appreciates the commitment, accountability, and level of expertise it takes to 


successfully transition a program like yours. Our approach is to take the lead with each 


new implementation—serving as a trusted advisor to our clients. We do not expect our 


clients to be implementation experts—that’s why they hire us. Our experience in 


bringing on new Medicaid programs lightens the load for our clients; we have the staff 


and the expertise to develop comprehensive implementation plans, meet project 


timelines, and ease transitions for both providers and recipients. 


Scion Dental’s successful approach to dental benefit plan management implementations 


includes the following key strategies: 


 Partnering with our clients 


 Project planning 


 Appropriate, committed resources 


 Standardized implementations 


 Recognizing and avoiding risks 


Partnering with our clients 


Scion Dental’s keys to success include close coordination and collaboration between our 


Implementation team and the client’s technical experts and subject matter experts. Our 


strategy is to employ the following best practices:  


 Allow weekly meetings to be “working sessions” promoting collaboration between 


teams. 


 Keep weekly meetings focused and on task—set up offline meetings to dive deep 


into particular topics where further investigation is required. 


 Encourage open communication and client engagement. 


 Set realistic targets and allow adequate time to achieve each task while considering 


dependencies. 


 Communicate any hurdles or obstacles interfering with deliverables. 


 Actively support the project and champion changes that are aligned with process 


improvements. 


At Scion Dental, we believe open communication is the foundation of a successful 


contract transition. Project status is communicated at least weekly during the 
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implementation phase, decisions are documented and added to the project document 


repository, and a weekly project dashboard, shown below, highlights critical project 


status information.  


CONFIDENTIAL/TRADE SECRET 


Project planning 


At the start of any new implementation project, we describe in detail the resources and 


commitment that are required for success. Our team approach starts with a shared 


understanding between our teams with a joint Project Charter that typically includes a 


project overview, project scope, responsibility breakdown, service level definitions, 


project coordination and collaboration, and constraints and assumptions. We encourage 


both Scion Dental’s assigned staff, as well as our client’s dedicated staff, to focus 


intently on the transition and treat this implementation project as their only strategic 


initiative from the contract award date until the contract start. 


Project overview 


 Project Sponsors and Team Members – a list of key stakeholders and members 


participating in the project. 


 Business Need – a high-level description of the project and our client’s current 


block of business. 


 Business Goals – a high-level description of the project goals and client’s strategic 


objectives as it relates to the applicable project. (This includes the criteria for 


success.) 


Responsibility breakdown 


A RACI or matrix of responsibility is included in the Project Initiation, to ensure a 


common understanding of who is responsible, accountable, consulted, and informed for 


each project task. A sample RACI is shown in the following figure. 
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Implementation plan. As standard practice, Scion Dental creates an initial 


implementation work plan and timeline using Microsoft Project that begins with the 


contract award date, lists tasks, responsibilities, major milestones, critical paths, task 


durations, dependencies, and deliverables identified in the contract. Of course, it ends 


with the implementation of all responsibilities in the contract. This work plan will 


ensure: 


 All deliverables have been submitted to DHCFP for review and approval within the 


required due dates (3.14.5.1.A-D). 


 All workplace requirements in Nevada are operational by the service start date 


(3.14.5.1.E). 


 Interruption of covered services to enrolled recipients is minimized (3.14.5.1.F). 


 Toll-free number for recipients is in operation as of 8:00 Pacific Time on the first 


day of the open enrollment period (3.14.5.1.G). 


 Recipient enrollment procedures are established, implemented, and tested by the 


service start date (3.14.5.1.H). 


 Compliant provider network is established by the service start date (3.14.5.1.I). 


Staffing plan. Scion Dental develops formal staffing recommendations based on 


Enterprise System modules to be configured and recommendations for optimizing and 


maintaining the system after the contract start date. We strongly recommend our 


clients commit full-time, dedicated resources to the project team. 


Risk mitigation plan. For each project, we develop risk mitigation plans to identify 


known risks, account for unknown risks, and manage, reduce, or eliminate risks as 


dictated by our assessment and priority ranking analysis. For a discussion of how Scion 


Dental mitigates typical risks associated with a Medicaid dental program transition, 


please see our response in section 3.14.5.2. 
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System integration test plan. Scion Dental’s standard operating procedure is to work 


closely with our clients to identify use cases and business scenarios that test each 


required type of data file exchange and integration point. We perform unit, system, and 


integration testing throughout the implementation period. We develop a test plan, fully 


document each use case we test, and require our clients to sign off on the test results, 


to ensure every business scenario outlined in the test plan is accounted for. Our 


thorough User Acceptance Test documentation includes the use case description, who 


tested and validated the use case, when the tests and validations were completed, who 


signed off on the test results, and when the signoff occurred. Our process also includes 


multiple readiness assessments and requires client signoff at the completion of every 


test. 


Appropriate, committed resources 


When it comes to successful Medicaid contract transitions, there is no substitute for 


experience. For each new client implementation, Scion Dental assigns a project team 


that includes Executive Sponsors, a dedicated Project Manager, Implementation 


Specialist, Executive Director, and a lead representative from each relevant operational 


area as reflected in the implementation plan and staffing plan.  


“We are so excited to work with all of you. 
This has been the smoothest system 
transition I have ever worked on.” 
— March 31, 2015 email message to Scion Dental from a current client  


Although Scion Dental leads and coordinates the implementation project, we strongly 


encourage our clients to work in partnership with us and dedicate full-time key 


resources during the transition. We know from experience a partnership approach 


results in a faster timeline and successful results.  


The success of our collaborative approach is evidenced by a State of Maryland 2016 


Team Innovation Award presented by the Secretary of the Department of Health and 


Mental Hygiene to the DHMH staff who were responsible for selecting and successfully 


transitioning the Maryland Health Smiles program to Scion Dental. 


Standardized implementations 


To ensure a successful outcome, Scion Dental bases its implementation on “starter” 


configurations and best practices for designing, building, and implementing our systems. 


We maintain a steady focus on delivering efficient transitions that meet every due date 


and milestone—rather than attempting to build highly customized functionality during 


the implementation phase. Our executive sponsors work closely with the project team 


members to prevent “scope creep” and to avoid pressure to deviate from our 


recommended implementation approach. We encourage and support adherence to our 
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recommended approach by offering our clients a substantial warranty period following 


the contract start date. 


Recognizing and avoiding risks 


The Scion Dental Implementation team has extensive experience recognizing potential 


obstacles and mitigating risks associated with Medicaid dental program transitions. Our 


Implementation team uses formal information gathering and analysis techniques to 


identify additional risks specific to each new project.  


For each project, we develop risk mitigation plans to manage, reduce, or eliminate risks 


as dictated by our assessment and priority ranking analysis. These plans, together with 


regularly scheduled status meetings and open, ongoing communication across the 


project team, allow for quick escalation and rapid resolution, when necessary. For 


details about how Scion Dental mitigates typical risks associated with a Medicaid dental 


program transition, please see our response in section 3.14.5.2, below. 


3.14.5.2 Pre-Implementation Readiness Review 


DHCFP may conduct Operational and Financial Readiness Reviews on all awarded vendors and 
will, subject to the availability of the DHCFP resources, provide technical assistance as 
appropriate. The purpose of the readiness reviews is to assess the vendor’s readiness and ability 
to provide services to enrolled recipients. The areas that may be reviewed include, but are not 
limited to: financial operations; administration and organization; recipient services; provider 
network; quality improvement; and, management information systems, including claims 
processing and reporting systems. The vendor shall provide necessary documentation specified by 
the DHCFP and cooperate with the DHCFP or its designees in conducting the review. The DHCFP 
shall determine when the vendor may begin marketing and providing program services. Provision 
of services as set forth in the contract is also subject to review and prior approval of CMS. 


Scion Dental acknowledges and is prepared to meet the pre-implementation readiness 


review requirements defined in 3.14.5.2 of this RFP. 


Scion Dental’s implementation and readiness process varies depending on the project, 


scope of services involved, types of integration points, amount of converted historical 


data, complexity of business rules, and number of customized authorization letters and 


member notice of action templates required. The definition of project success is 


included in a Project Charter, and detailed acceptance criteria are defined for each 


integration point, data migration, custom output, and use case testing of the business 


rules.  


At a very high level, Scion Dental’s strategy for ensuring claim processing systems and 


functionality are ready by the July 1, 2017 contract start date for the DHCFP contract 


includes these key tactics: 


1. Identify Scion Dental and DHCFP project team members and subject matter 


experts; develop communications and reporting protocols. 


2. Gather and analyze all business rules and requirements. 
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3. Configure the Enterprise System software to support the defined business 


needs. 


4. Perform unit testing, systems testing, and integration testing on all system 


inputs and outputs. 


5. Receive verification and signoff on all testing from Nevada DHCFP. 


Risk assessment and mitigation 


At the start of each implementation project, Scion Dental’s Implementation team 


performs a formal risk assessment and develops mitigation plans to manage, reduce, or 


eliminate risks as dictated by our assessment and priority ranking analysis. These plans, 


together with regularly scheduled status meetings and open, ongoing communication 


across the project team, allow for quick escalation and rapid resolution, when 


necessary.  


To mitigate typical risks associated with implementing a new Medicaid dental benefits 


plan, Scion Dental: 


 Establishes goodwill and open communication with our client, with an emphasis on 


collaboration and a shared understanding of the committed resources required to 


meet project goals and due dates. 


 Establishes project reporting protocols, makes all reporting transparent and 


available to the client, with processes in place for rapid response to emerging 


issues.  


 Assesses the availability of current processing documentation from the outgoing 


vendor. 


 Performs a comprehensive current state/future state gap analysis, and develops 


plans to address and remediate gaps. 


 Reviews and enhances Implementation work plan to address gaps and ensure 


teams, tasks, and milestones are organized with appropriate sequencing. 


 Performs unit, system, integration, and User Acceptance testing throughout the 


implementation process.  


 Collaborates with client to perform readiness review, once all testing is complete, 


with positive, expected results. 


 Requires client acceptance and sign-off prior to the contract start date. 


Implementation timeline for the DHCFP contract 


At an overview level, we anticipate the timeline for implementing claims processing and 


related functionality for the Nebraska Medicaid Dental Program will include: 


 January 3 – March 3: Complete formal risk assessment; gather business rules and 


requirements. 
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 January 3 – May 15: Analyze business rules; mitigate possible risks; configure 


Enterprise System to support Nevada Medicaid Dental plans. 


 May 15 – June 1: DHCFP readiness assessment period; DHCFP sign off on verified 


test results; prepare corrective action plans for any functionality that fails to meet 


requirements. 


 June 1 – July 1: Implement remediation as necessary; re-test and verify positive 


results; obtain final DHCFP signoff on system readiness. 


Operational readiness results 


Scion Dental’s experienced Implementation and Project Management teams will work 


with DHCFP to ensure all required services and interfaces are configured, tested, 


validated, and approved prior to processing in a production environment. At a high level, 


the purpose of our implementation and readiness process is to ensure: 


 All integration points, including inbound and outbound data transfers, work as 


designed, including cross-system validation of results. This includes error handling, 


control totals, and workflow testing. 


 Applicable migrated data is complete and accurate. 


 All business rules are configured appropriately for all functional areas including: 


- Enrollment and eligibility data loads. 


- Provider data loads. 


- Electronic claim and authorization recipient and provider matching logic, 


including rejection handling. 


- Authorization guidelines and documentation requirements. 


- Appropriate care, prerequisite care, downcoding, x-ray recoding, and other 


business rules. 


 All custom outputs meet the applicable business rules for acceptance, including 


explanation of benefits, provider remittance statements, notice of action letters. 


 All reports to be produced from the system meet the defined business rules and 


criteria. 


For more details about our implementation approach and process, see our response in 


section 3.14.5.1. 


3.14.6 Presentation of Findings  


The vendor must obtain the DHCFP’s approval prior to publishing or making formal public presentations of 
statistical or analytical material that includes information about enrolled recipients. This material must 
protect specific individual recipient privacy and confidentiality to the extent required by both federal and 
state law and regulation. 


Scion Dental acknowledges and is ready to meet the requirements of 3.14.6. 
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We will obtain DHCFP approval before publishing or making formal public presentations of any 


statistical or analytical material that includes information about enrolled recipients. Scion Dental 


takes appropriate security measures to safeguard Protected Health Information (PHI) and 


electronic Protected Health Information (ePHI). We treat all information assets and data systems 


as if they contain sensitive information such as PHI/HIPAA protected data, company confidential 


data, and intellectual property.  


3.14.7 Vendor Marketing Materials  


3.14.7.1 The vendor may develop marketing materials for distribution during any open enrollment period. 
The vendor must request and obtain permission from the DHCFP to distribute materials during an 
open enrollment period as well as in other locations or to implement an advertising campaign. 
Marketing materials must be submitted to the DHCFP for review and approval a minimum of sixty 
(60) days prior to the scheduled Medical Care Advisory Committee (MCAC) meeting for approval. 
The MCAC Schedule is subject to change. Please refer to the DHCFP website, http://dhcfp.nv.gov 
for revisions. Notwithstanding the requirement that the MCAC must review all vendor marketing 
materials, the DHCFP has the sole authority to approve or disapprove materials (including updates 
to existing materials), distribution and advertising campaigns. The vendor, or any provider, 
organization, or agency that contracts with the vendor, is not permitted to market directly to 
potential recipients. Vendors are also prohibited from providing materials that contain false or 
misleading information, and from initiating cold calls to potential recipients. 


Scion Dental acknowledges and is prepared to meet the requirements of section 


3.14.7.1. 


Scion Dental’s Operations Manager and Client Experience team will stay apprised of all 


client requirements and will work with the DHCFP, as well as internal Scion Dental 


departments, to ensure all requirements are met.  


3.14.7.2 The vendor may not distribute, in any manner, marketing materials related to the managed care 
program without the prior written approval of the DHCFP. This includes any updates to previously 
approved materials. Although federal regulations require the MCAC to review vendor marketing 
materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has the 
sole authority to approve the vendor’s marketing materials. If DHCFP approval is granted, the 
vendor must distribute the materials to its entire service area to ensure that, before enrolling, the 
potential recipient receives the accurate oral and written information that he/she needs to make 
an informed decision regarding whether to enroll with the vendor. The vendor may not seek use of 
approved marketing materials to influence enrollment in conjunction with the sale or offering of 
any private insurance. The vendor may not, directly or indirectly, engage in door-to-door, 
telephone, or other cold-call marketing activities. 


Scion Dental acknowledges and is prepared to meet the requirements in section 


3.14.7.2. 


3.14.7.3 The vendor must provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud recipients or 
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potential recipients or the DHCFP. Statements that will be considered inaccurate, false, or 
misleading include but are not limited to any assertion or statement that:  


A.  The recipient must enroll with the vendor in order to obtain benefits or in order not to lose 
benefits; or 


B.  The vendor is endorsed by CMS, the federal or state government, or similar entity. 


Scion Dental acknowledges and is prepared to meet the requirements in sections 


3.14.7.3.A-B.  


It is Scion Dental’s general practice to prohibit using such practices that include, but are 


not limited to: 


 Materials, activities, and practices that mislead, confuse, or defraud; that are 


unfair or deceptive practices; that otherwise violate federal or state laws or 


regulations; or that are inconsistent with our client’s policy; 


 Overly aggressive solicitation, such as repeated telephoning; 


 Gifts and offers of impermissible referrals or financial incentives; and 


 Marketing activities, materials, and practices prohibited by our client. 


We will follow DHCFP guidelines for communications and marketing activities as 


outlined below: 


1. As required in 3.14.6, we will seek DHCFP approval before publishing or making 


formal public presentations of statistical or analytical material that includes 


information about enrolled recipients. Scion Dental will present the DHCFP only 


material that protects recipient privacy and confidentiality to the extent 


required by both federal and state law and regulation.  


2. As required in 3.14.7.1, Scion Dental will request and obtain permission from 


the DHCFP to distribute materials during an open enrollment period as well as in 


other locations or to implement an advertising campaign. We will submit all 


marketing materials to the DHCFP for review and approval at least 60 days prior 


to the scheduled Medical Care Advisory Committee (MCAC).  


Scion Dental does not use—and will not use—any methods that are prohibited, 


including, but not limited to the following DHCFP requirements:  


1. As required in 3.14.7.1, Scion Dental, or any contracted provider, organization, 


or agency, will not market directly to potential recipients. Scion Dental will not 


provide materials that contain false or misleading information and will not 


initiate cold calls to potential recipients. 


2. As required in 3.14.7.2, Scion Dental will not distribute, in any manner, 


marketing materials related to the managed care program without the prior 


written approval of the DHCFP, including updates to previously approved 


materials. If DHCFP approval is granted, Scion Dental will distribute the 


materials to its entire service area to ensure that, before enrolling, the potential 
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recipient receives the accurate oral and written information that he/she needs 


to make an informed decision regarding whether to enroll with our company. 


3. Also required in 3.14.7.2, Scion Dental will not seek use of approved marketing 


materials to influence enrollment in conjunction with the sale or offering of any 


private insurance. In addition, Scion Dental will not, directly or indirectly, engage 


in door-to-door, telephone, or other cold-call marketing activities.  


3.15  Program Integrity 


3.15.1 General Requirements and Authorities  


3.15.1.1 The vendor shall have internal controls for Program Integrity including a Program Integrity Unit 
(PIU) designed to identify, review, recover and report improper payments, including fraud, waste 
and abuse (FWA) activities, on an ongoing basis. 


Through an innovative, focused cost containment program, Scion Dental lowers 


administrative costs, benefit costs, and risk-related costs. We tackle the issues of fraud, 


waste, and abuse head-on, with the goal of preventing these issues wherever we can—


and identifying and resolving them quickly whenever they occur. Our program, headed 


by our Cost Containment and Child Protection Team, includes powerful technology 


tools, three-tiered authorization determination, provider profiling through data 


analytics, and vigilant fraud and abuse evaluation. We believe no other benefits 


manager can offer the same level of ongoing program transparency, efficiency of 


administration, and protection against fraud and abuse. 


Cost Containment and Child Protection Team. Scion Dental’s Cost Containment and 


Child Protection Team is comprised of highly qualified individuals, including Health Care 


Anti-Fraud Associates (HCAFA). Individuals who join this team are required to have a 


minimum of one to three years of experience in a highly analytical role. These team 


members are given extensive exposure to all aspects of operations and collaborate with 


both clients and internal staff to research aberrant provider practice patterns while also 


helping our clients build strong benefit management strategies.  
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3.15.1.2 The vendor must be familiar with and compliant with all federal and state regulations related to 
Program Integrity, as well as all Nevada Medicaid policies. The Vendor must also require 
compliance from subcontractors and providers for the same. Medicaid payments to vendors are 
government funds, funded by federal and state money. These payments made by State Medicaid 
to vendor entities, including but not limited to pre-paid plans, subcontractors to PAHP, and any 
sub-subcontractors, and providers of medical services, supplies or drugs, for the benefit of 
Medicaid recipients may be recovered if obtained by fraud. Any act of health care fraud involving 
such government funds will be subject to prosecution by the State Attorney General's Office under 
the State False Claims Act ("FCA''), as well as any other applicable laws. Relevant citations for 
Program Integrity compliance include, but are not limited to, the citations below. 


A.  Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 
B.  42 C.F.R.§ 438, Subpart H; 
C.  42 C.F.R. § 455 Subpart A, B and E; 
D.  42 C.F.R. § 1000 through 1008; 
E.  42 C.F.R. § 456.3, 456.4. 456.23; 
F.  42 C.F.R. § 457.950(a)(2); 
G.  Section 6032 of the Federal Deficit Reduction Act of 2005; 
H.  Nevada Revised Statutes, Chapter 422; 
I.  Nevada DHCFP Medicaid Services Manual; and 
J.  Nevada DHCFP Medicaid Billing Guides. 


Scion Dental is committed to ensuring compliance with all applicable laws and 


regulations. Scion Dental implemented a Regulatory Compliance and Business Ethics 


Program to make sure it understands the regulatory environment within which the 


company operates and the requirements that must be met to be in compliance. 


Evaluating whether Scion Dental is adhering to the regulatory requirements is essential 


to having a sustainable compliance program. Scion Dental deployed the infrastructure 


necessary to establish processes to comply with all applicable laws and regulations 


regarding the conduct of business and will do so in the State of Nevada. If we are 


awarded the Nevada Medicaid dental program, we will draw on our prior experience 
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with State of Nevada rules and regulations as well as our broader experience in 


complying with continually changing federal regulations. 


The objective of the Scion Dental Regulatory Compliance and Business Ethics Program is 


to provide guidance, training, and oversight throughout the organization that ensures 


compliance with all applicable state and federal requirements. The program provides 


processes and procedures that identify and analyze federal and state laws and 


regulations as well as processes for implementing and monitoring application of 


applicable laws and regulations. Further, the program contains oversight mechanisms 


that will provide reasonable assurance that fraud, waste, abuse, and system errors are 


detected and/or corrected in a timely manner.  


The Regulatory Compliance Program describes the structure and its established 


processes and procedures and how the Regulatory Compliance Program at Scion Dental 


connects with the Corporate Compliance Program of our parent company SKYGEN USA. 


3.15.2 Provider Credentialing  


3.15.2.1 The vendor must: 


A.  Have written credentialing and re-credentialing policies and procedures for determining and 
assuring that all providers under contract to the vendor, including PDP and specialists and 
other health care professionals are licensed by the State of Nevada and qualified to perform 
the services. The vendor may not employ or contract with providers excluded from 
participation in the federal health care programs under Section 1128 of the Social Security 
Act. 


B.  Provide credentialing criteria for review and approval by DHCFP’s Provider Enrollment unit 
ninety (90) calendar days prior to the start of the contract and ensure that all network 
providers meet the criteria. Changes to the credentialing process will need to be provided in 
writing to the DHCFP’s Provider Enrollment unit thirty (30) calendar days prior to the change. 
If the change is unanticipated, the vendor will notify the DHCFP’s Provider Enrollment unit 
within five (5) calendar days of the change.  


C.  Provide Credentials for network providers, subcontractors, or subcontractor’s providers to the 
DHCFP and/or MFCU upon request, at no cost. 


Scion Dental acknowledges and is prepared to meet the requirements in section 


3.15.2.1. 


Scion Dental has a written credentialing and re-credentialing plan, as well as detailed 


policies and procedures that govern our provider credentialing activities. We will modify 


our plan and/or policies and procedures as necessary, to meet specific DHCFP 


requirements. 


As stated in section 3.9.15.5, while we have an open recruitment strategy that 


encourages all providers in a targeted region to participate, we do not compromise our 


guidelines and standards in our recruitment efforts. All dentists seeking acceptance into 


our network must undergo a rigorous qualification process, which includes a thorough 


background check and primary source verification of professional credentials which 


adhere to National Committee of Quality Assurance (NCQA) standards.  
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Scion Dental will not enter into a contract with any dentist who has been excluded from 


participation in Medicare/Medicaid programs or who does not meet our credentialing 


standards. If the provider continues to fail to meet the standards, their information is 


then forwarded to the Scion Dental Network Development and Credentialing Committee 


for review and possible contract termination. 


With our proprietary benefits management software platform, we’re able to tailor 


credentialing to DHCFP requirements while offering all providers a streamlined process 


that alleviates their administrative burdens and makes a business partnership with 


DHCFP even more attractive. Scion Dental’s successful track record demonstrates our 


ability to deliver fully compliant provider networks, on time, for Medicaid dental 


programs. 


As requested in 3.15.2.1.B, Scion Dental will provide credentialing criteria for review and 


approval by DHCFP’s Provider Enrollment unit 90 calendar days prior to the start of the 


contract and ensure that all network providers meet the criteria. Changes to the 


credentialing process will be provided in writing to the DHCFP’s Provider Enrollment unit 


30 calendar days prior to the change. If the change is unanticipated, Scion Dental will 


notify the DHCFP’s Provider Enrollment unit within five calendar days of the change. 


All credentialing data is stored in our proprietary system and can be viewed at any time 


by authorized personnel. Our credentialing system was designed and developed to 


support customized workflow steps and client-defined credentialing requirements. 


When a requirement is completed and verified, the system captures a snapshot view of 


the data at that moment for later reference—including who verified it and the date and 


time it was verified. Because all credentialing data is captured and logged, we can easily 


monitor and verify that all credentialing requirements are being met, and we can make 


this data available for government inspections and audits. 


3.15.3 Provider Enrollment 


3.15.3.1 The vendor must comply with federal requirements including the Patient Protection and 
Affordable Care Act (PPACA) of 2010 for Medicaid enrollments. 


Scion Dental will comply with all federal requirements pertaining to provider 


enrollments including, without limitation, The Patient Protection and Affordable Care 


Act.  


3.15.3.2 The vendor may enroll new providers. A provider who is a non-Medicaid provider that has been 
enrolled by the vendor must be referred to Nevada Medicaid’s fiscal agent for enrollment. 
Although the vendor may enroll a provider prior to the provider enrolling as a Medicaid provider, 
the provider is not permitted to provide services to the Medicaid DBA recipients until the provider 
is enrolled with Nevada Medicaid’s fiscal agent.  


As part of our initial credentialing process, Scion Dental requires participating providers 


to provide a National Provider Identifier, Federal Tax Identification Number, and 


Medicaid ID number. If a provider does not have a Medicaid ID, our Credentialing team 


will refer the provider to Nevada Medicaid’s fiscal agent for enrollment.  
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Our Enterprise System software has safeguards in place to ensure providers must be 


fully credentialed before they are considered actively contracted and eligible to provide 


services to recipients. 


3.15.3.3 All providers, both within the state of Nevada and outside the state of Nevada, are required to 
maintain a license in good standing in the state where services are provided.  


As part of our initial credentialing process, our Credentialing Specialists use appropriate 


state databases to verify all state licenses for all participating providers. Additionally, our 


Credentialing Specialists ensure all providers’ state licenses remain valid. Thirty days 


before a provider’s state license expiration date, our team is notified through our 


credentialing system to verify the license renewal. 


3.15.3.4 The vendor may need to enter into single case agreements with non-Medicaid providers as 
needed. These single case agreements must be reported to the DHCFP.  


As stated in section 3.6.6.3, Scion Dental typically enters into single case agreements for 


out-of-network and out-of-state providers. 


During claims processing, a series of edits run against claims and services to verify the 


rendering provider is appropriately certified to provide services for the client’s program 


and its participants. Our processing system has safeguards in place to ensure claims 


submitted by non-participating providers are automatically flagged and routed to work 


queues for manual review. This ensures there is never an additional cost to eligible 


participants, and it allows us the flexibility of paying out-of-network providers 


appropriately, based on agreements negotiated by our Provider Relations team. 


3.15.3.5 Provider Terminations. If a provider is disenrolled, de-credentialed, terminated or removed from 
the active Provider List, the vendor at a minimum must provide the DHCFP the basis, reasons or 
causes for such action and any and all documentation, data, or records obtained, reviewed, or 
relied on by the vendor including, but not limited to: provider/patient files; audit reports and 
findings; and medical necessity reviews. 


As described in section 3.9.15.5, Scion Dental’s Credentialing team monitors several 


reliable databases every month to monitor provider offenses and to ensure participating 


providers are eligible to remain in our network. The Credentialing department reviews 


provider credentialing information from multiple sources, including the National 


Provider DataBank, Office of Inspector General, and System of Awards Management. 


Additionally, we check state termination and exclusion lists and review complaints 


against providers. If the Scion Dental Credentialing team discovers adverse information 


on a provider, it is reported to the Credentialing Committee for evaluation. 


In cases where provider behavior dictates we remove them from the network, we 


provide a 30-day notice for termination. However, if the infraction is egregious, or if 


recipient care may be at risk, we terminate the provider’s participation in the network 


immediately. 


Before removing providers from the network, we run multiple reports to determine the 


impact on recipient access to care, and we immediately search for additional providers 


and recruit those who can fulfill the affected areas of expertise. In the event of a large-
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scale loss of providers, Scion Dental follows the same due-diligence outlined above for 


an individual provider. In addition, we take immediate steps to ensure all affected 


parties are notified and properly advised. We have a number of automated systems in 


place to ensure recipients are adequately supported and transitioned.  


3.15.3.6 On a monthly basis, no later than the tenth (10) calendar day of the month, the vendor will submit 
to the DHCFP a list of all providers who have been enrolled and a list of all providers who have 
disenrolled, deactivated, terminated, de-credentialed or been removed from the active provider 
enrollment. If the provider has been terminated, de-credentialed or disenrolled, the cause and all 
required documentation of the termination will be supplied to the DHCFP within five (5) business 
days of the decision to terminate.  


Scion Dental acknowledges and is ready to meet the requirements of 3.15.3.6. 


Scion Dental will submit to the DHCFP a list of all providers who have been enrolled and 


a list of all providers who have disenrolled, deactivated, terminated, de-credentialed or 


been removed from the active provider enrollment. If the provider has been terminated, 


de-credentialed or disenrolled, the cause and all required documentation of the 


termination will be supplied to the DHCFP within five business days of the decision to 


terminate.  


3.15.4 Provider Contracts 


3.15.4.1 The Vendor must execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers to 
provide enrolled recipients with all medically necessary covered services. 


Please see section 3.3.1.6 to learn more about how Scion Dental delivers first-class 


provider networks and meets and exceeds access and compliance standards. 


Because Scion Dental has already built an established network of Medicaid-certified 


providers in Clark and Washoe Counties, we are confident many will actively participate 


in the Nevada Medicaid dental program. In addition, many providers in the area are 


already familiar with our electronic outreach, receive EFT payments, and use our 


Provider Web Portal to submit claims, authorizations, and perform other self-service 


tasks. Our experience in the Nevada marketplace will help ensure a smooth 


implementation and a successful program for the DHCFP. 


As discussed in section 3.6.6.1, Scion Dental has the ability to generate a wide range of 


reports that effectively assess a network. We are able to measure and compare direct 


access standards across multiple provider groups and can identify any potential 


recipient access issues in a given service coverage area or county. Our reports can also 


filter maps by dentist specialty—enabling us to ensure consistent recipient access to 


specialty care.  


Also discussed in section 3.6.6.1, Scion Dental requires providers to review and sign a 


customized provider service agreement, made available on our Contracting Portal, to 


demonstrate their compliance with Scion Dental network standards. Along with our 


other self-service portals, Scion Dental actively promotes our Contracting Portal so that 
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our providers can spend more time treating patients – instead of doing administrative 


busywork. 


3.15.4.2 The Vendor must provide, for the DHCFP review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments 
to the base contract, the Vendor shall submit drafts of standard language for any such contract to 
the DHCFP for review. Provider contracts must meet all state and federal requirements. The 
Vendor shall submit any of its provider contracts to the DHCFP within 5 business days upon 
request.  


As stated in section 3.6.5.13 and section 3.6.6.2, Scion Dental’s base provider service 


agreement meets all state and federal requirements and can be made available to the 


DHCFP within five business days upon request. Scion Dental will submit drafts of 


standard language for any amended provider contract to the DHCFP for review prior to 


distributing or executing any substantive changes or amendments to the base contract. 


3.15.4.3 The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to 
providers who are not currently participating in the DHCFP's dental program or have a signed 
agreement but do not actively accept eligible recipients.  


As stated in section 3.6.6.3, our leadership team has a long-standing and proven track 


record of building first-class provider networks and of meeting and exceeding access 


and compliance standards. We excel in every aspect of provider network management, 


from network building to ongoing network maintenance.  


The keys to our success include our deep understanding of the business of dentistry, our 


diligence when it comes to knowing our client’s particular needs, our proven recruiting 


techniques, and our ongoing attention to the management of provider relationships.  


Drawing upon our experience and our proven processes, Scion Dental delivers compliant 


provider networks on time, every time. 


Please see section 3.6.6.3 to learn more about how we recruit eligible providers. 


3.15.4.4 The vendor must also have written policies and procedures for monitoring its providers, and for 
disciplining providers who are found to be out of compliance with the vendor’s dental 
management standards. The vendor must submit these policies and procedures to the DHCFP 
within 5 business days upon change of policies and procedures or upon request.  


Scion Dental maintains up-to-date policies and procedures for monitoring and 


disciplining providers who are found to be out of compliance with our dental 


management standards, and will submit these policies and procedures to the DHCFP 


within five business days upon change of policies and procedures or upon request. 


Please see section 3.6.6.4 on how we monitor and discipline providers who are found to 


be out of compliance with the vendor’s dental management standards. 
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3.15.4.5 Provider contracts must not be structured to provide financial or other incentives to providers and 
subcontractors for denying, reducing or limiting medically necessary services. 


As stated in section 3.6.6.5, Scion Dental’s provider contracts are not and will never be 


deliberately structured to provide financial or other incentives to providers and 


subcontractors for denying, reducing, or limiting medically necessary services to a 


recipient. 


3.15.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


As stated in section 3.6.6.6, Scion Dental prohibits the use of “gag” clauses in our 


Provider Contracts. 


3.15.4.7 All provider contracts must be made available to the DHCFP and / or MFCU within five (5) 
business days upon request. 


As stated in section 3.6.6.2 and section 3.6.6.7, Scion Dental maintains electronic 


records of all provider application and contracting documents, including provider 


contracts. These documents are saved and attached to the corresponding provider 


records in our system database and are easily accessible online, anytime.  


3.15.4.8 Maintenance of the network includes, but is not limited to: 


A.  Initial and ongoing credentialing; 


B.  Adding, deleting, and periodic contract renewal; 


C.  Provider education; and 


D.  Discipline/termination, etc. 


As evidenced throughout this RFP response, Scion Dental excels in every aspect of 


network development and maintenance. For details, please see: 


A. Initial and ongoing credential, section 3.9.15 and section 3.15.2. 


B. Adding, deleting, and periodic contract renewal, section 3.6.6. 


C. Provider education, see section 3.6.9 and section 3.6.10. 


D. Discipline/termination, see section 3.6.6.4. 


3.15.4.9 The vendor must have written policies and procedures for monitoring its network providers, and 
for disciplining those who are found to be out of compliance with the vendor’s dental 
management standards. 


As mentioned in section 3.6.6.4, Scion Dental maintains up-to-date policies and 


procedures for monitoring and disciplining providers who are found to be out of 


compliance with our dental management standards. 


See section 3.6.6.4 for more about how we monitor network providers and discipline 


those found to be out of compliance with our dental management standards. 
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3.15.4.10 The vendor must take appropriate action related to dual FFS and DBA network providers and 
provide all documentation related to any disciplinary action, sanction, de-credentialing, removal 
from the provider panel to DHCFP in a time and manner as determined by the DHCFP as follows: 


A.  Upon the vendor’s awareness through public sources of any disciplinary action, or any 
sanction taken against a network provider, or any suspected provider fraud or abuse, the 
vendor shall immediately inform the DHCFP’s Provider Enrollment Unit;  


B.  The vendor is required to check the Office of the Inspector General (OIG) website and DHCFP's 
excluded Provider list at least monthly to confirm its network providers have not been 
sanctioned by the OIG or by the DHCFP; and 


C.  If the vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or 
certification/licensing entity has taken an action or imposed a sanction against a network 
provider, the vendor shall review the provider’s performance related to this RFP and take any 
action or impose any sanction, including disenrollment from the vendor’s provider network. 


Scion Dental acknowledges and is ready to meet the requirements of section 


3.15.4.10. We will take appropriate action related to dual FFS and DBA network 


providers and will provide all documentation related to any disciplinary action, 


sanction, de-credentialing, removal from the provider panel to DHCFP in a time and 


manner. 


Scion Dental is responsible for notifying DHCFP within one business day of becoming 


aware of new provider exclusions. Scion Dental will send an email with all relevant 


information to the Nevada Operations Manager, who is responsible for notifying the 


DHCFP. 


Consistent monitoring 


As previously mentioned in section 3.9.15.5, Scion Dental will report all denied 


credentialing or provider enrollment activities to the DHCFP Provider Enrollment 


Unit within fifteen calendar days. If the Scion Dental Credentialing team discovers 


adverse information on a provider, it is reported to the Credentialing Committee for 


evaluation as soon as it discovered. This information is also reported to the National 


Provider Data Bank within 45 days. 


As stated in section 3.9.15.5, Scion Dental’s Credentialing team monitors several 


reliable databases every month to ensure there are no recent offenses and that 


participating providers are eligible to remain in our network. The Credentialing 


department reviews provider credentialing information from multiple sources, 


including the National Provider Data Bank, Office of Inspector General, and System 


of Awards Management. Additionally, we check state termination and exclusion lists 


and review complaints against providers. If the Scion Dental Credentialing team 


discovers adverse information on a provider, through review of a database or 


through a notification from the OIG, DHCFP, or another state Medicaid agency or 


certification/licensing entity, it is reported to the Credentialing Committee for 


evaluation. 
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3.15.5 Affiliations with Debarred or Suspended Persons  


3.15.5.1 Monitoring for Prohibited Affiliations 


A.  The vendor may not employ or contract with providers excluded from participation in federal 
healthcare programs.  


B.  The vendor may not be controlled by a sanctioned individual. 


C.  The vendor may not have a contractual relationship that provides for the administration and 
management or provision of medical services, or the establishment of policies, or the 
provision of operational support for the administration, management or provision of medical 
services, either directly and indirectly, with an individual convicted of certain crimes as 
described in section 1128(b)(8)(B) of the Act.  


D.  The vendor may not employ or contract, directly or indirectly, for the furnishing of health 
care, utilization review, medical social work, or administrative services, with one of the 
following: 


1. Any individual or entity excluded from participation in federal healthcare programs; or 


2. Any entity that would provide those services through an excluded individual or entity. 


E.  The vendors must have policies and procedures for ensuring that, pursuant to 42 CFR 
438.610, the vendor will not knowingly have a director, officer or partner who is or is 
affiliated with a person/entity that is debarred, suspended or excluded from participation in 
federal healthcare programs.  


F.  The vendor is prohibited from knowingly having a person with ownership of more than 5% of 
the vendor’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, 
or excluded from participation in federal healthcare programs. 


G.  The vendor is prohibited from knowingly having an employment, consulting, or other 
agreement with an individual or entity for the provision of vendor contract items or services 
who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded from 
participation in federal healthcare programs. 


H.  If the DHCFP learns that the vendor has a prohibited relationship with a person or entity who 
is disbarred, suspended, or excluded from participation, the DHCFP will notify the Secretary of 
noncompliance. The State may continue the existing agreement with the vendor unless the 
Secretary directs otherwise. The DHCFP may not renew or extend the existing agreement with 
the vendor unless the Secretary provides to the DHCFP and to Congress a written statement 
describing compelling reasons that exist for renewing or extending the agreement.  


Scion Dental acknowledges and agrees to all requirements and obligations under Section 


3.15.5. Scion Dental understands its responsibility to act as a good steward of 


government funds. Scion Dental takes measures to ensure that it does not employ nor 


contract with individuals or entities that are debarred, suspended or excluded from 


participation in federal healthcare programs. Scion Dental has policies which prohibit it 


from employing or contracting with individuals and entities excluded from participation 


in federal healthcare programs. On a monthly basis, Scion Dental checks all owners, 


employees, contracted providers, subcontractors and vendors against a number of 


sources including OIG/SAM to ensure such individuals and entities are not debarred, 


suspended or excluded from participation in federal healthcare programs. 
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3.15.6 Compliance Plan  


3.15.6.1 Vendors must have a program that includes administrative and management arrangements or 
procedures, including a mandatory compliance plan to guard against fraud and abuse. 


3.15.6.2 Vendors will have written policies, procedures, and standards of conduct that articulate the 
organizations commitment to comply with all applicable Federal and State program integrity 
standards. 


Scion Dental’s Regulatory Compliance Program includes written policies, procedures, and 


standards of conduct demonstrating Scion Dental’s commitment to compliance. The Program 


supports Scion Dental’s goal to reinforce a culture of compliance. The Company’s leadership 


understands the importance of internal regulatory oversight and has dedicated key individuals to 


participate on the Scion Dental Compliance Committee. The membership of this committee 


consists of members of senior management from Operations, Claims, Quality, and Regulatory 


Compliance. 


Mission and Role 


 Reinforce a culture in which compliance is a business priority 


 Ensure that business practices and processes increase our ability to appropriately comply 


 Understand compliance trends and patterns 


 Implement a strategic approach to compliance 


 Understand any key compliance gaps and identify ways to close the gaps 


 Oversee corrective action plans through completion 


 Make recommendations to the Compliance Committee on compliance issues that present 


reputational and business risk to raise awareness and gain internal resource support 


 Provide guidance to the Compliance Implementation Team 


 Establish and maintain the infrastructure to provide regulatory bodies with consistent and 


accurate data and information in response to surveys and other requests 


 Increase the dialogue and feedback between divisions about compliance implications and 


consequences 


 Facilitate, coordinate, or communicate regularly to key audiences about compliance strategy, 


practices and successes 


The Company uses the results of its continuous monitoring and annual assessment to develop the 


annual compliance plan. The Compliance plan focuses on key risks to Scion Dental and its clients, 


and seeks to include best practice enhancements concerning how best to mitigate the risk of 


fraud and abuse. 
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3.15.7 General Requirements Plan 


 A.  The vendor must have a comprehensive compliance plan which encompasses the elements 
necessary to monitor and enforce compliance with all applicable laws, policies, and contract 
requirements.  


 B The compliance plan must be reviewed and approved annually by the DHCFP. 


 C.  The compliance plan must include the following elements, and any others as directed by the 
DHCFP: 


1. Written policies and procedures for the functions in this section; 


2. Standards for effective communication between the Compliance Officer, Program Integrity 
staff, management, vendor staff, and the DHCFP; 


3. Mandatory on-going training and education of the Compliance officer, Program Integrity 
staff, management and staff, and subcontractors on the prevention and detection of fraud, 
waste, abuse, and improper payments; 


4. Delineation of the staff and division of responsibilities within the vendor’s Program Integrity 
Unit; 


5. Specific objectives and goals for Program Integrity operations in the coming year;  


6. The process that the vendor will use to enforce program integrity standards through well 
publicized disciplinary guidelines; 


7. The process that the vendor will use to complete internal program integrity monitoring and 
auditing; 


8. How the vendor will promptly respond to detected program integrity offenses and develop 
corrective action initiatives; and 


9. A report on the success of the objectives and goals from the previous year. 


Scion Dental maintains an effective compliance program that includes all of the elements 


described in C.1-9 and the U.S. Sentencing Guidelines for Organizations. Scion Dental conducts an 


annual comprehensive compliance program assessment. The Compliance Officer annually reports 


to the Compliance Committee on the success of the objectives and goals from the previous year. 


The program assessment is reviewed by Scion Dental’s Compliance Committee and is used to 


create the compliance plan for the next calendar year. Scion Dental is well positioned to support 


the needs of the DHCFP. If we are awarded the Nevada Medicaid dental program, we will fully 


cooperate with any requirements concerning the annual review and approval of the compliance 


plan by the DHCFP. 


3.15.8 Deficit Reduction Act   


3.15.8.1 In order to comply with Section 6032 of the Deficit Reduction Act of 2005, the vendor must, as a 
condition of receiving Medicaid payment, do the following: 


A.  Establish and make readily available written policies for all employees of the vendor, 
including management, and of any subcontractor or provider, that provide detailed 
information about the False Claims Act established under sections 3729 through 3733 of Title 
31, United States Code, administrative remedies for false claims and statements established 
under chapter 38 of title 31,  United States Code, any State laws pertaining to civil or criminal 
penalties for false claims and statements, and whistleblower protections under such laws, 
with respect to the role of such laws in preventing and detecting fraud, waste, and abuse in 







SECTION 3 
3. Scope of Work 


3.15  Program Integrity 


© 2016 Scion Dental, Inc. | State of Nevada RFP 3290  –  SECTION 3: Technical Proposal 259 


Federal health care programs (as defined in section 1128B(f) of the Social Security Act of 
1932); 


B.  Include as part of such written policies, detailed provisions regarding the vendor's policies 
and procedures for detecting and preventing fraud, waste, and abuse; and 


C.  Include in any employee handbook for the vendor, a specific discussion of the laws described 
above, the rights of employees to be protected as whistleblowers, and the vendor's policies 
and procedures for detecting and preventing fraud, waste, and abuse. 


Scion Dental has established and makes available to its employees written policies as well as 


training regarding federal and state laws described in the Deficit Reduction Act of 2005 and 


information regarding Scion Dental’s policies and procedures for detecting and preventing fraud, 


waste and abuse. The requirements apply to Scion Dental’s employees, management, 


consultants, and contractors (if any). It is the policy of Scion Dental to comply with all applicable 


federal and state False Claims Act laws and regulations. Scion Dental has instituted various 


procedures to ensure compliance with these laws and to assist in preventing fraud, waste and 


abuse in federal health care programs. As part of our Compliance Program, employees receive 


training on these laws and are encouraged to bring any questions or concerns to any member of 


the management team. 


It is the policy of Scion Dental that retaliation will not be tolerated, in any form, by management 


or non-management staff against an employee who reports in good faith an actual or potential 


violation of the Code of Conduct or other type of compliance program violation. 


3.15.9 Under-utilization of Services 


3.15.9.1 Vendors must monitor for the potential under-utilization of services by their recipients in order to 
assure that all Medicaid-covered services are being provided, as required. If any under-utilized 
services are identified, the vendor must immediately investigate and, if indicated, correct the 
problem(s) which resulted in such under-utilization of services. The vendor’s monitoring efforts 
must, at a minimum, include the following activities:  


A.  An annual review of their prior authorization procedures to determine that they do not 
unreasonably limit a recipient’s access to Medicaid-covered services; 


B.  An annual review of the procedures providers are to follow in appealing the vendor’s denial of 
a prior authorization request to determine that the process does not unreasonably limit a 
recipient’s access to Medicaid-covered services; and 


C.  Ongoing monitoring of vendor service denials and utilization in order to identify services 
which may be underutilized. 


Scion Dental has industry-leading tools and mechanisms in place to detect under-utilization, as 


detailed in section 3.9.19.2 of this RFP.  


The Utilization Management sub-committee of the Scion Dental’s QI Committee has UM 


oversight responsibilities which include monitoring provider trends using authorization 


submission, appeals and complaints, and claim appeals data. We acknowledge this requirement 


and are well prepared to meet it.  
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3.15.10 Embezzlement and Theft  


Vendors must monitor activities on an ongoing basis to prevent and detect embezzlement or theft by 
employees, providers, and subcontractors. Any evidence of criminal activity must be reported to the 
appropriate authority and the DHCFP SUR unit within five (5) business days. 


It is Scion Dental’s policy that all team members are required to report any situation they believe is 


unethical and/or illegal whether it involves another employee, recipient, or provider.  


Scion Dental has extensive experience in collaborating with the appropriate authorities and our 


clients in cases of illegal activity related to fraud and abuse. We acknowledge DHCFP’s requirement 


concerning embezzlement and theft, and will be prepared to meet it. 


3.15.11 Verification of Services  


3.15.11.1 The vendor must verify that services billed by providers were actually provided to recipients. 


3.15.11.2 The vendor may use Explanations of Benefits (EOBs) or Verification of Services (VOS) letters for 
such verification. 


3.15.11.3 VOS letters, if used instead of EOBs, must be sent to at least 500 recipients each month. 
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In addition, Scion Dental uses every contact with a recipient as an opportunity to pose questions 


about service verification and satisfaction with recent dental visits. Our Customer Service 


Representatives, Member Outreach and Education Coordinators, and Appeals Manager would all 


be trained to verify services, collect satisfaction data from recipients, and route recipient 


feedback to the Cost Containment and Compliance teams, as necessary. 
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Member education 


Scion Dental uses multiple outreach tactics to educate recipients about fraud, waste, and abuse. 


Some of our core tactics include the following: 


 Member Web Portal. This easy-to-use portal offers recipients 24/7 access to educational 


links, videos, and various education materials. The portal is convenient and easy for 


recipients to use from any device with a web browser. Recipient EOBs are automatically 


posted to the portal as soon as claims are paid, and recipients are notified via automated 


email messages. 


 Automated outbound telephone campaigns. Our integrated telephone system can deliver 


automated educational messages about fraud, waste, and abuse. At any time during 


these calls, recipients have the option of pressing “0” to be immediately connected to a 


Customer Service Representative during business hours. 


 Text messaging. If a recipient’s cell phone number is collected during enrollment, we can 


send targeted text messages on the topic of preventing fraud, waste, and abuse.  


 Member outreach events. Scion Dental can educate recipients on how to access online 


EOBs, verify billed services were received, and how to report potential fraud. 


Through these outreach tactics, Scion Dental instructs recipients to report suspected fraud, 


waste, or abuse by calling Scion Dental’s confidential Fraud Hotline. We make this number 


available through the Member Web Portal, in the Member Handbook, and in various educational 


materials.  


Improving the recipient experience 


To collect the most effective, meaningful service verification data, Scion Dental is very interested 


in partnering with DHCFP to obtain up-to-date recipient cell phone numbers and email addresses. 


We know from experience attempting to survey recipients via landline telephone calls or postal 


mail typically results in statistically small samples. For verification of services to be an effective 


way of detecting potentially fraudulent billing practices, we recommend contacting recipients 


directly, using communication methods such as cell phone calls, text messages, and email 


messages, which are quick, easy, and convenient for recipients.  
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3.15.12 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper Payments 


3.15.12.1 The vendor must acquire, maintain and monitor a hotline telephone number for the public, 
recipients and providers to report allegations of fraud, waste, abuse, or improper payments.  


3.15.12.2 The hotline number must be prominently displayed in a stand-alone frame placed on the vendor’s 
front page of their Nevada Medicaid website. 


3.15.12.3 The telephone line may be augmented by a web page used specifically for collecting and reporting 
to the vendor's Program Integrity Unit complaint information entered by a fraud, waste and 
abuse complainant.  


3.15.12.4 If the vendor also uses a web page for receiving program integrity complaints, it must: 


A.  Be accessible and simple to use by the public, recipients and providers; 


B.  Have a stand-alone highlighted button or link on the vendor's front page of their Nevada 
Medicaid website; and 


C.  Be identified with language which states clearly the button or link is for use in reporting 
Medicaid fraud, waste or abuse. 


As part of our commitment to preventing fraudulent or abusive behavior and practices, Scion 


Dental maintains and monitors a hotline telephone number for employees, the public, recipients, 


and providers to report allegations of fraud, waste, abuse, or improper payments. This number is 


readily available to all of our stakeholders through Scion Dental web portals, printed materials 


including the Provider Policy and Procedure Manual and Member Handbook, targeted text 


messaging and Interactive Voice Response (IVR) call campaigns, and educational materials and 


outreach events.  


If awarded this contract, Scion Dental will make the necessary enhancements to address all of the 


requirements of section 3.15.12. Scion Dental uses a leading third-party administrator to provide 


hotline administration services. The hotline is available 24/7/365 and provides language 


assistance services as needed. 







SECTION 3 
3. Scope of Work 


3.15  Program Integrity 


© 2016 Scion Dental, Inc. | State of Nevada RFP 3290  –  SECTION 3: Technical Proposal 263 


3.15.13 Vendor’s Program Integrity Unit  


3.15.13.1 Unit Composition 


A.  The vendor must establish and maintain a distinct Program Integrity Unit (PIU) whose 
responsibilities include the identification, review, recovery, and reporting of improper 
Medicaid and Nevada Checkup payments, including fraud, waste, and abuse (FWA) activities. 


B.  The PIU must include a compliance officer and a compliance committee accountable to senior 
management. The compliance officer shall be available to communicate with the DHCFP 
Program Integrity and SUR staff by telephone, email, text message, or other communication 
methods during State business hours. 


C.  The PIU shall have adequate resources and qualified staffing available to conduct reviews, 
recovery and reporting of improper payments, including FWA activities, as specified in the 
vendor contract.  


D.  The PIU will have adequate resources to meet either in person or via telephone on a monthly 
basis to provide information and updates on cases. 


E.  Qualified staff shall have experience in health care claims review, data analysis, professional 
medical coding or law enforcement. 


F. The number of full-time equivalents (FTEs) dedicated to the PIU must be at least one per 
50,000 Medicaid recipients. 


G. The PIU staff must receive on-going training in conducting compliance reviews, and must 
travel to the DHCFP for periodic meetings and trainings with SUR Unit staff. 


The contributing members of our PIU, including our Cost Containment and Child Protection Team 


and our Director of Compliance, are responsible for identifying and reporting improper payments. 


They are accountable to Scion Dental’s senior management. However, Scion Dental leads the 


industry in detection and prevention of fraud, waste, and abuse related to dental care because 


every employee at Scion Dental is responsible for and involved in this effort. While our proactive 


methodologies and our technology allow us to identify potential fraud and abuse faster than 


most other systems, Scion Dental employees are truly the foundation for effective detection and 


prevention.  


Scion Dental’s frontline staff, including Customer Service Representatives, Provider Relations 


staff, Dental Reimbursement Analysts, and others are trained to detect fraud and abuse and to 


initiate review referrals if they notice any irregularities in claim processing, claim reimbursement, 


or dental review. Scion Dental complies with all federal requirements for employee education 


about false claims laws under 42 U.S.C. § 1396a(a)(68).  


Scion Dental requires all employees to participate in annual Medicaid fraud and abuse training. 


Employee compliance with mandatory training requirements is logged and documented. Every 


employee is required to successfully complete the following training courses every year: 


 Security Awareness 


 HIPAA (passing score 85%) 


 URAC 


 Code of Conduct 


 Employee Handbook 
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 CMS and Compliance (FWA) 


3.15.14 Fraud Identification and Referral  


3.15.14.1 Vendor shall establish policies and procedures to identify and refer credible allegations of fraud to 
the SUR Unit of the DHCFP. 


3.15.14.2 When the vendor receives an allegation or tip related to potential fraud, the vendor must perform 
a preliminary investigation to determine whether a credible allegation of fraud exists. 


3.15.14.3 If the vendor determines that there is credible allegation of fraud, the vendor must submit a fraud 
referral to the SUR Unit of the DHCFP as soon as possible and within two (2) business days. 


3.15.14.4 The vendor’s fraud referral must provide, at a minimum, the following information and any other 
information specified by the DHCFP: 


A.  Provider’s name, Medicaid provider number or provider’s National Provider Identifier (NPI); 


B.  Nevada Medicaid provider type; 


C.  Recipient’s name and Medicaid number; 


D.  Date and source of the original complaint or tip; 


E.  Description of alleged fraudulent activity, including: 


1. Specific laws or Medicaid policies violated; 


2. Dates of fraudulent conduct; and 


3. Approximate value of fraudulently obtained payments. 


F.  Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, and 
any actions they have taken; 


G.  The findings from the vendor’s preliminary investigation and proposed actions; 


H.  After submitting the fraud referral, the vendor will take no further action on the specific 
allegation until the SUR Unit responds; 


I.  If the SUR Unit notifies the vendor that the fraud referral is declined, the vendor must proceed 
with its own investigation to comply with the reporting requirements contained in this 
contract; and   


J.  If the SUR Unit notifies the vendor that the fraud referral is accepted, the vendor will be 
instructed as to what further actions, if any, they may take which will not impair the 
investigation by the MFCU or other law enforcement agency. The vendor must provide the 
MFCU access to conduct private interviews of DBA personnel, subcontractors and their 
personnel, witnesses and recipients. DBA personnel, subcontractors and their personnel must 
cooperate fully in making DBA personnel, subcontractors and their personnel available in 
person for interviews, consultation, grand jury proceedings, pre-trial conference, and 
hearings, at their own expense. 


As the nation’s premier innovator in Medicaid dental benefit management, Scion Dental has an 


unrivaled ability to identify, discourage, and, to a large extent, even prevent fraud, waste, and 


abuse in real-time. We have industry-leading protocols in place for fraud identification and 


referral which can be tailored to meet DHCFP’s specific requirements as stated in 3.15.14. 
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CONFIDENTIAL/TRADE SECRET 


 


 


 


 


 


 


 


 


  


  


 


  


 


  


  


 


  


 


 


 


 


 


  


   


   


 


 


  


   


  


In cases of accepted fraud referrals, Scion Dental will cooperate with and assist DHCFP, the 


Nevada Attorney General’s MFCU, and any other State or Federal agency charged with the duty 


of identifying, investigating, or prosecuting suspected FWA or erroneous payments. Scion Dental 


will cooperate and assist any State or Federal agency which has the right, power, and authority to 


inspect or otherwise evaluate the quality, appropriateness, and timeliness of services provided 


under the terms of the contract or any other applicable laws. 
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Scion Dental will cooperate with authorized State or Federal agencies to make all program and 


financial records and service delivery sites open for examination. Scion Dental will cooperate and 


assist with on-site reviews of all matters relating to service delivery as specified by the contract. 


Scion Dental will also cooperate fully and be available in person for interviews and consultation 


regarding grand jury proceedings, pre-trial conferences, hearings, trials, and in any other process. 


3.15.15 Payment Suspensions  


The vendor must establish policies and procedures to implement payment suspensions as directed by 
DHCFP, including those related to Credible Allegations of Fraud (CAF). 


If the DHCFP instructs the vendor to suspend payments to an entity or individual, and the vendor fails to do 
so, the DHCFP may impose penalties. 


Scion Dental will comply with federal laws and regulations (such as 42 CFR §455.23) that require 


the suspension of Medicaid payments when there is a credible allegation of fraud. Our software 


system enables us to designate individual providers as “suspended” for any length of time until 


an issue is resolved. The suspended status automatically prevents claims from being paid to that 


provider, and suspended providers will not appear in Find a Provider searches. Scion Dental will 


ensure that no Nevada Medicaid dollars are received by a provider whose payments have been 


suspended or whose network participation has been terminated by DHCFP or Scion Dental.  


If Scion Dental believes it is appropriate to initiate a recoupment or withholding action against a 


provider under these circumstances, Scion Dental will consult with both the SUR Unit and the 


MFCU to ensure that such action is permissible. In the event Scion Dental obtains funds from an 


action when recoupment or withholding is prohibited, Scion Dental will return the funds to the 


provider. 


3.15.16 Compliance Reviews  


The vendor’s PIU must specifically address the identification, review, recovery, prevention, and reporting of 
improper payments, including fraud, waste, and abuse. 


Scion Dental’s software system has many safeguards in place to ensure highly accurate claims 


payments. Our current claims payment and financial accuracy is nearly 100%. These safeguards 


include: 


 Numerous automated system checks ensure claims are paid for only active, participating 


providers in the network.  


 Numerous automated system checks accurately determine recipient eligibility and pay claims 


for only the services for which the recipient is eligible. The software has built-in dental edits 


that validate a recipient’s eligibility for coverage in the plan as of the date of service and does 


not pay for dental care provided before the recipient is eligible for coverage or before the 


plan effective date.  


In the rare case of overpayment/underpayment, Scion Dental has standard, written procedures in 


place for timely corrective action. When post payment errors are discovered, Scion Dental’s first 


step is to immediately determine whether the issue represents a single incident or indicates a 


more pervasive pattern. The Finance team brings the issue to the attention of the appropriate 
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internal departments to help investigate root causes, correct and reprocess the claims with 


errors, and then implement a corrective action to prevent the same error from occurring in the 


future.  


We use these types of situations as one of our tactics for continuously improving our audit 


processes and system rules. As just one example, our internal audits discovered a pattern of 


providers billing for certain services out of sequence to avoid denial based appropriate care rules. 


As a result, we immediately changed our business rules to automatically detect this type of 


fraudulent billing practice. 


As described in the response to section 3.15.1, Scion Dental’s cost containment program 


specifically addresses the identification, review, recovery, prevention and reporting of fraud, 


waste and abuse. 


3.15.17 Identification  


3.15.17.1 The PIU will review all tips, complaints and referrals in a timely manner. Sources may include, but 
are not limited to: 


A.  Fraud hotline or website;  


B.  Referrals from the DHCFP; 


C.  Referrals from the vendor's own organization including utilizations of data systems to identify 
issues such as provider profiling or data analysis; or 


D.  Verification of Service letters/EOB’s complaints. 


3.15.17.2 All tips, complaints and referrals which allege recipient misconduct must be referred to the 
Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit. The DHCFP 
must be copied on the referral. 


3.15.17.3 All tips, complaints and referrals must be tracked and reported to the DHCFP monthly regardless 
of the outcome. 


It is Scion Dental’s policy to respond to all tips, complaints and referrals in a timely manner 


whether they come into the company through our hotline, our Appeals department, or reporting 


by Scion Dental team members or our clients. These tips, complaints, and referrals are tracked 


and will be reported monthly to DHCFP. 


Recipient fraud is often characterized by recipient ID sharing among family and friends of the 


actual recipient. Scion Dental has a system of checks to verify and validate critical recipient 


information such as ID number, birth dates, gender, recipient relationship, etc. at the point of 


enrollment, changes, and updates. These checks maintain the accuracy of information sent by the 


client.  


When identity theft or sharing is suspected, Scion Dental may, in coordination with its clients, 


initiate an investigation with the provider to determine if treatment is consistent with the 


recipient identified.  


Scion Dental will refer all tips, complaints and referrals which allege recipient misconduct to the 


Division of Welfare and Social Services (DWSS) Investigations and Review (I & R) Unit, and we will 


copy DHCFP on the referral. 







SECTION 3 
3. Scope of Work 
3.15  Program Integrity 


268  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


3.15.18 Review 


3.15.18.1 The PIU will conduct a review of any identified issues by collecting and analyzing available 
relevant information, including, but not limited to: 


A.  Encounter data; 


B.  Provider credentialing and enrollment records; 


C.  Provider self-audits; 


D.  Provider treatment records; 


E.  Prior authorization records; 


F.  Recipient verification of service letters/EOB’s; 


G.  Nevada Medicaid Services Manual (MSM); and 


H.  Nevada Medicaid Billing Guidelines. 


As discussed throughout this response, nearly all of Scion Dental’s operational and finance 


departments are actively involved in Program Integrity activities. As required in 3.15.18.1, 


encounter data, provider credentialing and enrollment records, provider self-audits (including 


profiling tools available to providers via the Provider Web Portal), provider treatment records, 


and prior authorization records are all actively reviewed and analyzed by various Scion Dental 


departments, including Credentialing, Cost Containment and Child Protection Unit, Utilization 


Management, and Finance. Investigations are documented, and corrective actions are 


implemented, as necessary. For the DHCFP contract, Scion Dental’s Cost Containment team will 


also incorporate reviews of recipient verification of service information, and our Compliance 


team will analyze and provide guidance regarding the Nevada Medicaid Services Manual and 


Nevada Medicaid Billing Guidelines. 


3.15.18.2 The PIU will determine which, if any, encounters were improper payments. 


As discussed throughout this response, Scion Dental’s Enterprise System software platform is 


configured with hundreds of dental-specific business rules and edits, designed to prevent 


improper payments. Our claims adjudication and payment processes, including TPL and 


coordination of benefits processing, are automated, with the purpose of avoiding a costly “pay 


and pursue” approach. Likewise, as described in detail in section 3.19, we use technology to 


identify potentially inaccurate or fraudulent claims before they are paid. In rare instances where 


anomalies or incorrect payments are discovered, we have processes in place to identify the root 


cause of the issues, correct the underlying causes, and automatically recoup funds, where 


appropriate. 


Post payment claim audits 


As discussed in detail in section 3.11.4.1, to identify any potential issues or possible improper 


payments, Scion Dental follows a standard, formal procedure for post payment claim audits.  


CONFIDENTIAL/TRADE SECRET 
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3.15.19 Recovery and Education  


3.15.19.1 The PIU will notify the provider of the identified overpayment. The notification will include: 


A.  The amount of the overpayment; 


B.  A detailed listing of the encounters affected; 


C.  Education and citations supporting the findings; 


D.  Options for repayment; 


E.  Any internal appeal rights afforded by the Vendor; and 


F.  The provider's right to an Administrative Fair Hearing through the DHCFP after internal 
appeals with the vendor are exhausted. 


3.15.19.2 The PIU must collect and retain the overpayments resulting from a vendor fraud and abuse 
investigation or audit. 


3.15.19.3 All affected encounters will be adjusted or voided within sixty (60) calendar days following the 
identification of the overpayments, regardless of whether the vendor is able to recover the 
overpayment from the provider. 


Claims affected by an overpayment are resubmitted and reprocessed in the next pay cycle. Our 


Dental Reimbursement Analysts are knowledgeable about, routinely receive, and process 


requests from clients in support of reprocess claim requests. The Dental Reimbursement team 


processes claim payment adjustments and void transactions following standard protocols.  


When claims are reprocessed, details about the adjustment, including an adjustment reason, are 


included on the provider remittance advice. Remittance advices are posted to the Provider Web 


Portal for immediate online access, as soon as claims are reprocessed and paid. 


As described in section 3.15.18, if any claim payment appears to be improper or potentially 


fraudulent, the issue is brought to the Cost Containment and Compliance teams for in-depth 
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review and analysis. If an improper payment is identified, the Compliance team works with 


internal departments to implement corrective actions. 


3.15.20 Monetary Recoveries by State or Federal Entities  


3.15.20.1 If any government entity including the Attorney General’s Office, either from restitutions, 
recoveries, penalties, fraud prosecutions, or fines imposed following a criminal prosecution or 
guilty plea, or through a civil settlement or judgment, or any other form of civil action, receives a 
monetary recovery from any entity, the entirety of such monetary recovery belongs exclusively to 
the State of Nevada and the vendor has no claim to any portion of this recovery. 


3.15.20.2 Furthermore, the vendor is fully subrogated, and shall require its subcontractors to agree to 
subrogate, to the State of Nevada for all criminal, civil and administrative action recoveries 
undertaken by any government entity, including, but not limited to, all claims the vendor or 
subcontractors has or may have against any entity that directly or indirectly receives funds under 
this Contract including, but not limited to, any health care provider, manufacturer, wholesale or 
retail supplier, sales representative, laboratory, or other provider in the design, manufacture, 
marketing, pricing, or quality of drugs, pharmaceuticals, medical supplies, medical devices, 
durable medical equipment, or other health care related products or services. 


3.15.20.3 Any funds recovered and retained by a government entity will be reported to the actuary to 
consider in the rate-setting process. 


3.15.20.4 If any specific payments are identified as improper, those encounters must be adjusted or voided, 
as appropriate. 


3.15.20.5 For the purposes of this Section only, “subrogation” means the right of any State of Nevada 
government entity or local law enforcement to stand in the place of a vendor or client in the 
collection against a third party. 


As part of its responsibility regarding program integrity, Scion Dental acknowledges and agrees to 


all requirements and obligations contained in section 3.15.20. 
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3.15.21 Reporting Requirements 


3.15.21.1 All information provided to the DHCFP must be submitted according to the format in the forms 
and reporting guide. 


3.15.21.2 The vendor must report certain information to the DHCFP on a per occurrence basis. This includes, 
but is not limited to: 


A.  Every allegation, complaint, or referral pertaining to overpayments whether caused by fraud, 
waste, abuse or billing errors; 


B.  Every CAF; 


C.  Every employee of the vendor who is employed by, has ownership interest in, or contracts 
with, any provider enrolled with Nevada Medicaid; and 


D.  Every provider that is de-credentialed or denied credentialing for whatever reason.  


3.15.21.3 The vendor must report certain information to the DHCFP on a monthly basis. This includes, but is 
not limited to: 


A.  All active reviews and their status; and 


B.  All completed reviews with a detailed reason, and the amount of each overpayment 
recovered from the vendor’s fraud and abuse investigation or audits. Each review must be 
reported even if the determination was that there was no overpayment. 


3.15.21.4 Upon request, vendor must provide encounter data to the MFCU at no cost. 


Scion Dental acknowledges this requirement, and we look forward to working with DHCFP on 


standardizing formats for data release. Scion Dental’s Credentialing, Cost Containment, Claims 


and Dental Reimbursement departments will work collectively to meet these reporting 


requirements.  


3.15.22 Provider Compliance Reviews by the DHCFP  


3.15.22.1 The DHCFP may conduct reviews of encounter data and vendor providers to ensure compliance 
with Nevada Medicaid policies. 


3.15.22.2 Any improper payments discovered by the DHCFP, which have not been reported by the vendor as 
being under review, may be recovered and retained by the DHCFP. 


3.15.22.3 The DHCFP may instruct the vendor to withhold payment to a provider in its network as a result of 
an overpayment discovered by the DHCFP.  


3.15.22.4 All improper payments identified by the DHCFP, must be adjusted or voided from the encounter 
data within sixty (60) days after notification from DHCFP. 


As also mentioned in section 3.11.4.1, Scion Dental has many system-based and operational 


safeguards in place to ensure highly accurate claims payments. Scion Dental’s internal processes 


include pre-payment claims auditing, system-based validation during claims adjudication, and 


post payment auditing. In rare instances where anomalies or incorrect payments are discovered, 


we have processes in place to identify the root cause of the issues, correct the underlying causes, 


and automatically recoup funds, where appropriate.  


In addition to our stringent internal controls, Scion Dental has an SSAE16 SOC1 Type II audit 


performed annually, and our sister company, Wonderbox Technologies, undergoes annual 
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SSAE16 SOC2 Type II audits. Scion Dental also participates in numerous third-party audits 


required by our clients and government agencies. 


With these multi-pronged processes in place, Scion Dental’s historical claims payment and 


financial accuracy has always been nearly 100%. In fact, Scion Dental’s claim payment accuracy 


rate in Nevada is 99.999%. 


We welcome the DHCFP’s review of our encounter data and vendor providers, and will work with 


DHCFP on overpayments and recoveries. Scion Dental’s standard protocol for overpayments and 


recoveries includes: 


 Notification to clients of the overpayment and the cause of the overpayment. This 


notification will include the identification of the dental providers affected, the amount of the 


overpayment (or underpayment) and would identify all affected claims. 


 Resubmission of claims affected by an overpayment in the next pay cycle. Our Dental 


Reimbursement Analysts are knowledgeable and experienced in processing requests from 


clients in support of reprocess claim requests.  


 Development of policies and procedures for initiating dental provider payment recoveries in 


partnership with our clients.  


 Reconciliation of data. Our technical teams are skilled in working with vendors and clients in 


support of data reconciliations. We will define accepted protocol and file format in 


coordination with DHCFP to smoothly accept, complete, and reconcile adjustments to dental 


provider claims history within 60 days after notification from DHCFP. 


3.15.23 Provider Preventable Conditions (PPC) 


The vendor must identify and report and require all providers and subcontractors to identify and report to 
the SUR Unit in DHCFP, provider preventable conditions that are associated with claims for Medicaid 
payment of with courses of treatment furnished to Medicaid patients for which Medicaid payment would 
otherwise be available. 


As discussed in section 3.11.4.14, policies and procedures specific to 42 CFR 447.26 will govern 


applicable Scion Dental operational areas to ensure compliance with PPC requirements. As a 


condition for payment, Scion Dental will require all dental providers to comply with the 


requirements to identify and report to the SUR Unit in DHCFP any provider preventable 


conditions that are associated with Medicaid claims. 


As discussed throughout this response, Scion Dental’s approach is to evaluate claims before they 


are paid, and to avoid “paying and pursuing” wherever possible. To accomplish this, Scion Dental 


has proven programs in place throughout our operations, as well as automated checks built into 


our Enterprise System software. Just a few examples include: 


 Dental-specific, configurable edits that automatically evaluate appropriateness of care based 


on the medical history of the patient, as well as edits that automatically catch upcoding and 


inappropriate billing. See section 3.19 for more information about our claims processing 


edits.  


 Cost containment processes and procedures that detect over utilization, aberrant treatment 


patterns, illogical patterns of care, appropriateness of care based on age bands, and 
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monitoring of services more likely to have a PPC event before these services are paid. See 


section 3.19 for in-depth information on Scion Dental’s approach to cost containment.  


 Comprehensive fraud, waste, and abuse prevention, detection, and intervention processes 


and procedures. See section 3.15.14 for more details on Scion Dental’s approach to fraud, 


waste, and abuse. 


 More restrictive authorization requirements customized down to the level of a particular 


provider at a particular location. See section 3.19 for more information. 


 Customizable clinical guidelines configured to meet specific state or client coverage rules. See 


section 3.6.2.2 for details about our proprietary clinical guidelines. 


Our claim adjudication system, integrated within our Enterprise System software platform, can 


apply predefined business rules to evaluate and deny payment for claims that meet PPC criteria. 


If PPC criteria are discovered after a claim is paid, the claim can be reprocessed and the prior 


payment can be automatically recouped as adjustments on subsequent claims from the provider. 


Scion Dental’s Dental Reimbursement team can also recover payments. The flexibility of our 


Enterprise System software allows our Dental Reimbursement Analysts to easily identify claims to 


be reprocessed, and then manually deny PPC services, which, in essence, recoups payment from 


the provider. 


3.15.24 Vendor Disclosures: Information on Ownership and Control 


Vendors must disclose information to the DHCFP on ownership and control; information related to business 
transactions; and information on persons convicted of a crime. If the vendor does not disclose required 
information under 42CFR 455.104, any federal funds withheld or recouped from or any penalties assessed 
upon the DHCFP will be withheld and recouped from or assessed upon the vendor. 


3.15.24.1 Disclosures are due at any of the following times: 


A.  Upon the vendor submitting the proposal in accordance with the State's procurement 
process. 


B.  Upon the vendor executing the contract with the State. 


C.  Upon renewal or extension of the vendor’s contract. 


D.  Within five (5) calendar days after any change in ownership of the vendor. 


3.15.24.2 Disclosures on Ownership and Control by Vendor. 


A.  The following disclosures must be provided by the vendor (42 CFR 455.104(b), 
1903(m)(2)(A)(viii), 1124(a)(2)(A)): 


1. Any person or business entity with an ownership or control interest in the vendor that: 


a. Has direct, indirect, or combined direct/indirect ownership interest of five  percent 
(5%) or more of the vendor’s equity. 


b. Owns five  percent (5%) or more of any mortgage, deed of trust, note, or other 
obligation secured by the vendor if that interest equals at least five percent (5%) of 
the value of the vendor’s assets. 


c. Is an officer or director of a vendor organized as a corporation.  


d.  Is a partner in a vendor organized as a partnership. 







SECTION 3 
3. Scope of Work 
3.15  Program Integrity 


274  © 2016 Scion Dental, Inc. | State of Nevada RFP 3290 – SECTION 3: Technical Proposal  


2. The name and address of any person (individual or business entity) with an ownership or 
control interest in the vendor. The address for business entities must include as applicable 
primary business address, every business location, and P.O. Box address. 


3. Date of birth and Social Security Number (in the case of an individual). 


4. Other tax identification number (in the case of a business entity) with an ownership or 
control interest in the vendor or in any subcontractor in which the vendor has a 5 percent 
(5%) or more interest. 


5. If your firm is not a Qualified Health Maintenance Organization, provide the disclosures 
described at 42 U.S.C. 1396b(m)(4)(A).” 


3.15.24.3 Whether the person (individual or business entity) with an ownership or control interest in the 
vendor is related to another person with ownership or control interest in the vendor as a spouse, 
parent, child, or sibling; or whether the person (individual or business entity) with an ownership or 
control interest in any subcontractor in which the vendor has a 5 percent (5%) or more interest is 
related to another person with ownership or control interest in the vendor as a spouse, parent, 
child, or sibling. 


3.15.24.4 The name of any other Medicaid provider or fiscal agent in which the person or corporation has 
an ownership or control interest. 


3.15.24.5 The name, address, date of birth, and Social Security Number of any managing employee of the 
vendor. 


3.15.24.6 Vendor requirements for collecting and validating information related to ownership and business 
transactions from providers or subcontractors. 


A.  The vendor must enter into an agreement with each provider under which the provider 
agrees to furnish upon request, information related to ownership and business transactions.  


1. The vendor must require the provider or subcontractors to submit full and complete 
information about: 


a. The ownership of any subcontractor with whom the provider has had business 
transactions totaling more than $25,000 during the 12-month period ending on the 
date of the request; and  


b. Any significant business transactions between the provider and any wholly owned 
supplier, or between the provider and any subcontractor, during the 5-year period 
ending on the date of the request.  


3.15.24.7 Vendor’s requirements for collecting and validating information related to 
providers/subcontractors convicted of crimes. (42 CFR 455.106) 


3.15.24.8 Before the vendor enters into or renews a provider agreement, or at any time upon written 
request by the vendor, the provider must disclose to the vendor the identity of any person who:  


A.  Has ownership or control interest in the provider, or is an agent or managing employee of the 
provider/subcontractors; and  


B.  Has been convicted of a criminal offense related to that person's involvement in any program 
under Medicare, Medicaid, or the Title XX services program since the inception of those 
programs.  


Scion Dental acknowledges and agrees to all requirements and obligations contained in Section 


3.15.24. Scion Dental will make all disclosures of ownership and control required under this 


Section 3.15.24 and as otherwise required by state and federal law.  
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3.15.25 Denial or Termination of Provider Participation  


3.15.25.1 The vendor may refuse to enter into or renew an agreement with a provider if any person who has 
an ownership or control interest in the provider, or who is an agent or managing employee of the 
provider, has been convicted of a criminal offense related to that person's involvement in any 
program established under Medicare, Medicaid or the Title XX Services Program.  


3.15.25.2 The vendor may refuse to enter into or may terminate a provider agreement if it determines that 
the provider did not fully and accurately make any disclosure required.  


3.15.25.3 The vendor must also promptly notify the DHCFP Provider Enrollment Unit of any action it takes 
on the provider's application for participation in the program. 


As part of its responsibility regarding program integrity, Scion Dental acknowledges and agrees to 


all requirements and obligations contained in Section 3.15.25. 


3.16  Reporting 
The vendor must meet all reporting requirements and timeframes as required in Attachment T, Forms and 
Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties. Failure to meet all 
reporting requirements and timeframes as required by this RFP and all attachments thereto may be 
considered to be in default or breach of the contract. 


Unless it is clearly labeled as “confidential” or “trade secret,” information or documents received from the 
vendor may be open to public disclosure and copying. The State will have the duty to disclose, unless a 
particular record is made confidential by law or a common law balancing of interests. This includes 
compensation arrangements, profit levels, audits and findings, and pertinent litigation data. 


Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that the vendor 
agrees to indemnify and defend the State for honoring such a designation. The failure to label any 
document that is released by the State shall constitute a complete waiver of any and all claims for damages 
caused by any release of the records. If a public records request for a labeled document is received by the 
State, the State will notify the vendor of the request and delay access to the material until seven (7) business 
days after notification to the vendor. Within that time delay, it will be the duty of vendor to act in protection 
of its labeled record. Failure to act shall constitute a complete waiver. 


Scion Dental will meet all client-defined reporting requirements and timeframes as required in 


Attachment T, “Forms and Reporting Guide”, and in the RFP, unless otherwise agreed in writing 


by both parties. 


In accordance with the instructions of the RFP and Nevada law, Scion Dental will properly label all 


information and/or documents it deems “confidential” or “trade secret” in its submission to the 


RFP. Scion Dental requests the same be withheld by the State from public disclosure and copying.  


Scion Dental acknowledges that it may label information and documents as “confidential” or 


“trade secret” on that condition that it agrees to indemnify and defend the State for honoring 


such a designation. Scion Dental further acknowledges and agrees that the failure to label any 


information and/or documents released by the State shall constitute a constitute a complete 


waiver of any and all claims for damages caused by any release of the information and/or 


documents. 
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3.16.1 Encounter Reporting 


3.16.1.1 Vendors must submit encounter data in accordance with the requirements in this contract, to 
include any revisions or additions which contain information regarding encounter data, including 
DHCFP’s media and file format requirements, liquidated damages and submittal timeframes. The 
vendor must assist DHCFP in its validation of encounter data. Compliance with reporting 
requirements is described in this RFP.  


As discussed previously in section 3.13.5.3.2-3, before submitting a final paid claim file 


to the State, our highly qualified technical staff generates an 837 outbound file, runs it 


through our internal validation software, then investigates and resolves any 


discrepancies. Based on our findings we either change our processing edits to better 


meet the client’s guidelines, or we change how we’re reporting the claim data in our 


outbound data files to eliminate discrepancies and duplicates. After identifying the 


reasons for discrepancies and resolving the issues, including the non-submission of 


encounter data by providers or subcontractors, we reprocess claims based on updated 


business rules to eliminate inappropriate and duplicated claims from the final 837D 


encounter file submitted within the agreed upon timeframes to the State. 


3.16.1.2 The vendor is required to submit encounter data for the Nevada Check Up program in the same 
manner as the Medicaid program. Nevada Check Up recipients must be separately identified from 
Medicaid recipients, but the information can be combined for submission. 


Scion Dental generates all encounter data in HIPAA-compliant 837D encounter files. To 


separately identify Nevada Check Up recipients from Medicaid recipients, Scion Dental 


will work with the State to build customized business rules to identify each program 


from one another.  


3.16.1.3 The vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 
CFR 438.808. 


Scion Dental does not submit encounter data for amounts expended for providers 


excluded by Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 


CFR 431.55(h) and 42 CFR 438.808. 


3.16.1.4 All encounters must be submitted for proper and accurate reporting and must be submitted 
within ninety (90) calendar days of receipt of encounter.  


Scion Dental acknowledges this requirement and will submit all encounters within ninety 


calendar days of receipt of encounter. 


As part of the initial implementation stage for any new client, our Client Support 


Solutions staff works closely with the client’s HIPAA 837 Companion Guide (or client-


defined proprietary file format) to define requirements, develop, and test file layouts for 


encounter files.  


Our technical staff has extensive experience generating encounter files that meet client 


and state specifications to ensure simple extraction of data at the destination. All 


encounter files that Scion Dental generates undergo a series of edits to ensure 
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complete, accurate data before they are transmitted. We also use HIPAA compliance 


software to ensure that electronic file data complies with HIPAA standards. Scion Dental 


transmits outbound encounter files using encrypted secure FTP (SFTP) protocol for all 


data exchanges. 


3.16.2 Summary Utilization Reporting  


The vendor shall produce reports using quality measures identified in the DHCFP Quality Assessment and 
Performance Improvement Strategy (QAPIS) and must submit these reports in addition to other reports 
required by this contract in a timely manner. 


Scion Dental acknowledges and will meet this requirement. 


3.16.3 Dispute Resolution Reporting 


3.16.3.1 The vendor must provide the DHCFP with reports documenting the number and types of provider 
disputes, recipient grievances, appeals and fair hearing requests received by the vendor and its 
subcontractors. 


3.16.3.2 These reports are to include, but not be limited to, the total number of recipient grievances, the 
total number of notices provided to recipients, the total number of recipient and appeals requests, 
and provider disputes filed, including reporting of all subcontractor’s recipient grievances, notices, 
appeals and provider disputes. The reports must identify the recipient grievance or appeal issue or 
provider dispute received; and verify the resolution timeframe for recipient grievances and 
appeals and provider disputes. 


3.16.3.3 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and 
provider dispute information, including, but not limited to, specific outcomes, shall be retained for 
each occurrence for review by the DHCFP. 


The Scion Dental Appeals team routinely generates and delivers customized reports for our 


clients. Our system can accommodate any number of client-defined categories for grievances and 


appeals. Any data stored in our integrated benefits management system, including data from the 


Customer Service and Authorization Determination systems, can be easily extracted and 


repackaged into client-defined report formats without a programming change to the system. 


Scion Dental’s standard practice is to generate monthly reports of all grievances and appeals 


received from recipients and providers. Scion Dental will submit a monthly report to the DHCFP 


that includes the following information: 


 Recipient name 


 Medicaid ID number 


 Subject of complaint 


 Provider name 


 Date received 


 Date resolved 


 Classification of complaint: 1) Emergency clinical, 2) Non-emergency clinical, or 3) Non-


clinical. 
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We will also generate and submit separate reports of grievance and appeal data aggregated for 


the month by complaint type. 


The Appeals department monitors recipient-initiated grievances about providers, including 


clinical Quality of Care grievances. Each month, the Appeals department delivers a trending and 


analysis report to the Credentialing Committee, Scion Dental’s Dental Director, and the market’s 


Provider Relations Representative. The report, which summarizes the prior month’s grievance 


activity with a Year-to-Date comparison, is reviewed during Credentialing Committee meetings. If 


a clinical Quality of Care issue is identified, the local Field Provider Relations Representative 


personally visits the provider office for further investigation. 


3.16.4 Quality Assurance Reporting  


Performance Improvement Projects (PIPs) will be performed by the vendors pursuant to guidelines 
established jointly by the vendors, the DHCFP, and the External Quality Review Organization (EQRO), as well 
as those identified in this RFP. In addition, the vendor must provide outcome-based clinical reports and 
Management Reports as may be requested by the DHCFP or its EQRO. Should the vendor fail to provide such 
reports in a timely manner, the DHCFP will require the vendor to submit a POC to address contractual 
requirements regarding timely reporting submissions, areas of concern, or areas of noncompliance noted by 
the DHCFP or its EQRO. 


Scion Dental acknowledges and will meet this requirement. 


3.16.5 Recipient Satisfaction Reporting  


Each vendor must collect and submit to DHCFP a recipient satisfaction survey prior to the third quarter of 
each contract year. The DHCFP may request a specific sample, and/or survey tool. Survey results must be 
disclosed to the State, and, upon State’s or recipient’s request, disclosed to recipients. 


As stated in section 3.9.16.11, recipient feedback about their experience and quality of dental 


care is important to us. We use this information to continually improve our administrative 


services and the dental network. We actively conduct ongoing patient satisfaction surveys in an 


effort to discover what about the dental plan works well and what needs improvement. 


Satisfaction surveys are created to be client-specific and allow us to target those operational 


areas in need of adjustment. We work with each client to customize our approach for assessing 


recipient satisfaction.  


Scion Dental is prepared to meet the requirements in 3.16.5 and will collect and submit to DHCFP 


a recipient satisfaction survey prior to the third quarter of each contract year.  


In the third quarter of 2016, Scion Dental conducted a recipient satisfaction survey in Nevada. 


The results showed 96% of Nevada recipients who responded to the survey were satisfied with 


the dental care they received, and 92% were satisfied with their dental plan. 
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3.16.6 Financial Reporting 


The vendor must meet the financial reporting requirements set forth in the Forms and Reporting Guide, 
including any revisions or additions to the document.  


Scion Dental acknowledges and is prepared to meet the financial reporting requirements defined 


in the Forms and Reporting Guide. We prepare standard financial reporting for all of our clients 


by extracting data from our accounting system and formatting it to meet each client’s unique 


requirements. We will account for all activity in the State of Nevada through our fully owned 


subsidiary Scion Dental of Nevada. 


In addition, as also described in our response in section 3.11.6, Scion Dental works closely with 


our clients to develop systems and processes to assist with their reporting requirements. Our 


Reporting team ensures report formats and frequencies are clearly defined ahead of time to 


meet defined requirements. To take advantage of the Enterprise System’s real-time data, and to 


make reporting as efficient as possible, our Reporting team applies their extensive past 


experience to develop universal, standardized reports that meet the needs of most clients. These 


reports are then integrated into the Enterprise System user interface, where clients can access 


them and generate them on demand through the Client Web Portal—any time, from anywhere, 


without having to wait for scheduled report delivery dates.  


With our extensive reporting deliverable system, we are able to generate thousands of reports 


each year based on different frequency types, including monthly, quarterly, annually, and ad hoc. 


Our team will make certain all financial reporting requirements defined in the Forms and 


Reporting Guide are submitted to DHCFP in the defined formats, as scheduled. 


3.16.7 Sales and Transaction Reporting 


The vendor must report transactions between the vendor and parties in interest that are provided to the 
State or other agencies available to recipients upon reasonable request. 


Scion Dental acknowledges and agrees with the requirement of section 3.16.7. 


3.16.8 Other Reporting 


The vendor shall be required to comply with additional reporting requirements upon the request of the 
DHCFP. Additional reporting requirements may be imposed on the vendor if DHCFP identifies any area of 
concern with regard to a particular aspect of the vendor’s performance under this contract. Such reporting 
would provide the DHCFP with the information necessary to better assess the vendor’s performance. 


Scion Dental acknowledges this request and will meet it. 
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3.17  Information Systems and Technical Requirements 


3.17.1 Data Requirements 


The vendor will be required to provide compatible data in a DHCFP prescribed format for the following 
functions: 


3.17.1.1 Enrollment; 


3.17.1.2 Eligibility; 


3.17.1.3 Provider Network Data; 


3.17.1.4 PDP Assignment; 


3.17.1.5 Claims Payment; and 


3.17.1.6 Encounter Data. 


Scion Dental routinely develops data integration as part of the implementation phase with any 


new client. Wherever possible, Scion Dental prefers to exchange data via HIPAA-compliant 


transaction sets. For data that does not have a defined HIPAA format, Scion Dental’s EDI analysts 


have extensive experience transforming proprietary file formats and loading the data into our 


Enterprise System databases. Our experienced EDI staff works closely with each client’s 


Companion Guides to define requirements, map, develop, and test file layouts for incoming and 


outgoing data files.  


Scion Dental technical staff has extensive experience exchanging data in file formats that meet 


client and state specifications to ensure simple extraction of data at the destination. All data files 


that Scion Dental generates undergo a series of edits to ensure complete, accurate data before 


they are transmitted. We also use HIPAA compliance software to ensure that electronic file data 


complies with HIPAA standards. Scion Dental typically transmits outbound encounter files using 


encrypted secure FTP (SFTP) protocol for all data exchanges on any schedule that meets each 


client’s needs. 


An automated electronic transaction import system integrated into the Enterprise System 


manages data file import, transformation, and load processes based on configurable business 


rules and automated schedules. Our technical team has worked with many different trading 


partners, each with unique requirements. We are experienced at transforming, validating, 


importing, and reconciling complex data transactions. 
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3.17.2 Interfaces  


The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish schedules for 
each interface. The DHCFP’s Medicaid Management Information System (MMIS) will interface with the 
vendor’s system in the following areas, although not necessarily limited to these areas:  


3.17.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for whom the 
health plan pays.).  


3.17.2.2 Health Plan - Network Data File. 


3.17.2.3 Health Plan - Client Update File. 


3.17.2.4 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP). 


3.17.2.5 MMIS - Encounter Data Informational Errors File. 


3.17.2.6 MMIS - Health Plan Error File. 


3.17.2.7 MMIS - Third Party Liability Update File. 


3.17.2.8 MMIS - Client Demographic Data. 


3.17.2.9 MMIS - Daily Health Plan Recipient File. 


3.17.2.10 MMIS - Health Plan Recipient File. 


3.17.2.11 MMIS - Network Data Exception File. 


3.17.2.12 MMIS - Network Primary Dental Provider (PDP) Updates. 


3.17.2.13 MMIS - Client PDP changes. 


3.17.2.14 MMIS - Client Enrollment Updates. 


3.17.2.15 MMIS - Health Plan Notification. 


All transactions must be in a HIPAA-compliant format. In addition to complying with the requirements of the 
National EDI Transaction Set Implementation Guide, vendors will find EDI Companion Guides at the 
following website: https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain 
HIPAA-compliant technical specifications. 


The vendor shall be responsible at their own expense for any new and/or modified interfaces that may be 
required by CMS, including but not limited to, HIPAA regulations. 


Data integration with external system interfaces and complying with the requirements of the 


National EDI Transaction Set Implementation Guide are core competencies for the Scion Dental 


technical team. Data connectivity and interface integrations are always part of any new 


implementation, and at Scion Dental we have extensive experience integrating with client 


systems. As discussed in section 3.17.1, an automated electronic transaction import system 


integrated into the Enterprise System manages data file import, transformation, and load 


processes based on configurable business rules and automated schedules. Our technical team 


has worked with many different trading partners, each with unique requirements. We are 


experienced at transforming, validating, importing, and reconciling complex data transactions and 


working with EDI companion guides. 
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Scion Dental’s technical team develops and implements integrations to meet client business 


needs using one or a combination of inbound/outbound Electronic Data Interchange (EDI) files in:  


 HIPAA-compliant transaction set format (preferred, when applicable) 


 Wonderbox Technologies Proprietary data file format 


 Client-defined proprietary file format 


CONFIDENTIAL/TRADE SECRET 


 


 


 


 


 


3.17.3 Encounter Data Report Files  


The vendor must provide encounter data report files in prescribed data fields to the DHCFP’s encounter data 
processing agent on a monthly basis. The DHCFP will provide the required data fields and data transfer 
instructions. In developing the encounter data interface, the vendor will be provided with companion guide 
and details of any applicable edits and descriptions of the edits. The vendor will have adequate access to 
fiscal agent staff to assist in the development of the interface. 


3.17.3.1 Encounters must: 


A.  Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. The 
DHCFP will not entertain any requests for other compliance checkers to be used for the 
convenience of proposers. 


B.  Successfully pass encounter edits with a minimum of ninety-five percent (95%) of the data 
successfully passing all encounter edits within the first six (6) months of submission, with 
ninety-seven percent (97%) or as required by federal regulation, whichever is more stringent, 
passing all thereafter. In the event the vendor fails to demonstrate affirmative, good faith 
efforts to achieve these requirements, progressive sanctions, including monetary penalties, 
may be applied until data submissions meet the required standards. The vendor will not be 
held liable for encounters that do not successfully pass all encounter edits if the vendor is not 
solely responsible for the failure. 


C.  Be complete and accurate to establish capitation rates. Providing inaccurate or incomplete 
encounter data may create a false claim under the FCA and other laws. The undersigned 
hereby certifies the completeness, accuracy and truthfulness of the encounter data. 


Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan of correction and 
reasonable, agreed to timeframe to comply, the vendor will have an additional 30 days to correct 
whereupon the DHCFP may, at its discretion, impose sanctions in the form of liquidated damages. The 
liquidated damages would be two percent (2%) of one (1) month’s capitation, or ten thousand dollars 
($10,000), whichever is greater until the Contractor is in compliance, as well as any fines or sanctions 
imposed upon the DHCFP by regulatory agencies as a result if the vendor’s non-compliance. 


Scion Dental acknowledges and is prepared to meet the requirements for encounter data report 


files defined in section 3.17.3 of this RFP. As part of the initial implementation stage for any new 


client, our technical staff works closely with the client’s HIPAA 837 Companion Guide or 
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proprietary companion guide to define requirements, map, develop, and test file layouts for 


encounter files. 


Scion Dental technical staff has extensive experience exchanging data in file formats that meet 


client and state specifications to ensure simple extraction of data at the destination. All data files 


that Scion Dental generates undergo a series of edits to ensure complete, accurate data before 


they are transmitted. We also use HIPAA compliance software to ensure that electronic file data 


complies with HIPAA standards. As required in section 3.17.3.1 A, Scion Dental will use the HIPAA 


compliance editor used by the State’s fiscal agent. 


Submitting encounter data 


As mentioned in section 3.13.4.2, Scion Dental routinely generates and submits paid claims 


encounter files to our clients, on any schedule that meets each client’s needs. Our EDI team 


currently manages data submission and reconciliation processes for more than 50 dental and 


medical markets. Each client has unique requirements, proprietary file formats, and customized 


reporting layouts and schedules. 


CONFIDENTIAL/TRADE SECRET 


 


 


 


 


 


 


 


 


 


Resolving discrepancies and ensuring accuracy 


As discussed previously in section 3.13.5.3.2-3 and section 3.16.1.1, before submitting a final 


paid claim file to the State, our highly qualified technical staff generates an 837 outbound file, 


runs it through our internal validation software then investigates and resolves any discrepancies. 


Based on our findings we either change our processing edits to better meet the client’s 


guidelines, or we change how we’re reporting the claim data in our outbound data files to 


eliminate discrepancies and duplicates. After identifying the reasons for discrepancies and 


resolving the issues, including the non-submission of encounter data by providers or 


subcontractors, we reprocess claims based on updated business rules to eliminate inappropriate 


and duplicated claims from the final 837D encounter file submitted within the agreed upon 


timeframes to the State. 


Our multi-step process ensures we deliver complete, accurate encounter data. As stated above, 


Scion Dental will achieve a 95% encounter data accuracy rate within the first six months of 


submission and a 97% encounter data accuracy rate thereafter. 
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3.17.4 HIPAA Transaction Requirements 


All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. These include, but 
are not limited to: 


3.17.4.1 Premium payments (X12F 820); 


3.17.4.2 Enrollment and disenrollment into a health plan (X12N 834); 


3.17.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization); 


3.17.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization); 


3.17.4.5 Claims encounter data (X12N 837 and NCPDP); 


3.17.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response); and 


3.17.4.7 Payment and remittance advice (X12N 835-remittance advice). 


In addition to complying with the requirements of the National EDI Transaction Set Implementation Guide, 
proposers will find EDI Companion Guides at the following website: 
https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA compliant 
technical specifications for each transaction. 


Scion Dental supports all the HIPAA-compliant formats listed in section 3.17.4. 


An automated electronic transaction import system integrated into the Enterprise System 


manages data file import, transformation, and load processes based on configurable business 


rules. Our technical team has worked with many different trading partners, each with unique 


requirements. We are experienced at transforming, validating, importing, and reconciling 


complex data transactions.  


Our experienced EDI Analysts work closely with direct submitters to fully test HIPAA compliancy 


and data file quality in a test environment before accepting and processing electronic claims 


submissions in production.  


For data not supported by HIPAA-compliant transaction sets, Scion Dental can accept data in 


client proprietary file formats, which we cross-reference to our Enterprise System database table 


structures.  


Scion Dental typically accepts electronic claim files through a secure FTP site. The preferred 


method for receiving files is for the client to “push” their files to us through an SFTP connection. 


With our preferred “Push-Push” process, clients simply drop their data files on our secure FTP 


site, and a software package automatically moves files into the appropriate directory folders for 


processing. When processing is complete, Scion Dental “pushes” the response files back to the 


client’s SFTP site.  


This process for exchanging data files is convenient, efficient, and allows for automated 


scheduling and processing. For those clients without the technical capability to transfer files 


through an SFTP connection, Scion Dental can access the client’s site instead and download the 


data files, or clients can send feed files via electronic hard media (CD-ROM, DVD, other media) 


through postal mail or secured email. 
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3.17.5 NPI Transaction Requirements  


3.17.5.1 The vendor must provide the DHCFP with a National Provider Identifier, (NPI), including any 
taxonomy code(s), with their proposal. The vendor must electronically transmit and receive fully 
HIPAA compliant transactions. This applies to all HIPAA regulations currently effective and those 
in draft form. Throughout the duration of the initial contract and any extensions, the State will not 
bear any of the cost for any enhancements or modifications to the vendor information system(s) 
or the systems of any of the vendor subcontractors or vendors, to make it compliant with any 
HIPAA regulations. This includes those HIPAA requirements currently in effect or future 
regulations as they become effective.  


Scion Dental has extensive experience managing government-funded dental programs, 


and we understand the need to remain compliant with new and changing regulations. 


Scion Dental’s Compliance department is responsible for monitoring regulations and 


ensuring the company always remains in compliance. 


Because we own our benefits management software system, Scion Dental has the 


unique advantage of being able to respond quickly to changing government regulations, 


as well as to changing client business needs. Our Enterprise System software is 


continuously enhanced to meet changing healthcare requirements—always at no 


additional cost to our clients. 


As required in 3.17.5.1: 


 Scion Dental NPI: 1134543101 


 Primary Taxonomy: Yes 


 Selected Taxonomy: 305R00000X – Preferred Provider Organization 


3.17.5.2 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This 
includes but is not limited to, providing the DHCFP, through its fiscal agent, the NPI on all 
providers, including billing, servicing, and OPR (ordering, prescribing, and referring). 


Scion Dental typically submits encounters in a HIPAA-compliant format that meets the 


requirements of the 837D transaction set. Scion Dental requires billing NPI and servicing 


NPI to be included on claims. Before paying any claim, our Enterprise System software 


uses standard system edits to confirm, as of the date of service, the provider is actively 


enrolled in the Medicaid program, and the recipient is eligible for services received. Any 


ordering, prescribing, or referring provider NPI submitted with a claim is captured and 


stored in our system. 
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3.17.5.3 Without exception, all providers contracting through the vendor must be registered with the 
DHCFP as a Medicaid provider. This includes any providers who are required to have NPI. If an 
eligible provider submits their claims on paper, they must still use an NPI, and the shadow claim of 
that paper encounter must be submitted from the vendor to the State’s fiscal agent electronically 
and it must include the provider's NPI. This applies for any providers who have obtained a 
taxonomy code in addition to their NPI. The taxonomy code must be provided to the State’s fiscal 
agent, and that taxonomy code must be used appropriately on all encounters submitted to the 
State’s fiscal agent on behalf of the DHCFP. The same NPI and taxonomy codes must be used for 
any third party insurance, including but not limited to private insurance and Medicare, for which 
the vendor rebills. 


Scion Dental verifies each provider’s NPI, Tax Identification Number (TIN), and state 


Medicaid ID as part of the initial contracting and credentialing process. The 


Credentialing department also performs ongoing monitoring of provider licenses and 


identification expiration dates. 


When a provider data file is loaded into the Enterprise System, NPIs and taxonomy are 


stored as part of each provider record. The system automatically matches provider 


information submitted on a claim against NPI and taxonomy stored in provider records, 


ensuring only providers who are actively enrolled in the Nevada Medicaid dental 


program as of the date of service are eligible for claims payment.  


Scion Dental requires billing NPI and servicing NPI to be included on claims. Before 


paying any claim, our Enterprise System software uses standard system edits to confirm, 


as of the date of service, the provider is actively enrolled in the Medicaid program, and 


the recipient is eligible for services received. 


It is Scion Dental’s standard procedure to always include provider NPI with encounter 


reporting and to automatically deny any claims submitted without a valid NPI. To ensure 


accurate encounter reporting, Scion Dental requires that any provider rendering service 


be actively registered with the state, with an effective date as of or before the date of 


service, and that claims from that provider include an NPI and taxonomy on file with 


that state.  


3.17.5.4 Without exception, all encounters from sub-capitated providers must be captured by the Vendor 
and transmitted to the State’s fiscal agent following the guidelines outlined above. These must be 
fully detailed encounters following HIPAA requirements and using HIPAA compliant transactions, 
including but not limited to the use of NPI and taxonomy. Encounter data must include the 
individual NPI to identify the rendering provider or prescribing provider. 


Not applicable. Scion Dental does not intend to sub-capitate providers in the State of 


Nevada. Should that change for any reason, Scion Dental would treat encounters from 


sub-capitated providers in the same way as encounters from any other providers, and 


apply same business logic to ensure complete, accurate claims. 
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3.17.6 


Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data 
Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be provided for 
contractor’s compliance. 


Scion Dental is regarded by industry experts as the “safe choice” when it comes to enhancing our 


software system to comply with new government regulations. Our track record shows we have 


consistently complied with new regulatory requirements well in advance of their effective dates.  


For example, our Enterprise System software was ready to fully support ICD-10 coding as of April 


2014, six months before the original deadline, and a full year and a half before the mandate 


went into effect in October 2015. Our system was configured well in advance to automatically 


switch to recognizing ICD-10 codes on all submitted dental claims with dates of service on or after 


October 1, 2015. 


Scion Dental complies with all requirements of the Health Insurance Portability and 


Accountability Act (HIPAA). The Enterprise System complies with Accredited Standards 


Committee (ASC) x12 healthcare version 5010 transaction sets that are mandated under HIPAA’s 


Administrative Simplification provisions, including: 


 834 EDI Health Plan Enrollment, Disenrollment and Maintenance Transaction Sets 


 270/271 Eligibility Status Request/Response 


 837 EDI Health Care Claims or equivalent Encounter Information Transaction Sets 


 835 EDI Health Care Claim Payment/Remittance Advice Transaction Set 


 276/277 Health Care Claim Status Request/Response Transaction Sets 


 277CA Claim Acknowledgement Transaction Set 


 820 Payroll Deducted and Other Group Premium Payment for Insurance Products  


 997 EDI Functional Acknowledgement 


 999 Implementation Acknowledgement 


Scion Dental ensures appropriate security measures are in place to safeguard Protected Health 


Information (PHI) and electronic Protected Health Information (ePHI) received on original 


documents and subsequent received attachments.  


Because we own our own benefits administration software system, we are able to keep pace with 


changing requirements and government mandates. Our Enterprise System software is 


continuously enhanced to meet requirements, always at no additional cost to our clients. 


3.18  DHCFP Responsibilities 
DHCFP will be responsible for the following: 


3.18.1 External Quality Review  


DHCFP will contract, to the extent required by federal law, with an External Quality Review Organization 
(EQRO) to conduct independent, external reviews of the quality of services, outcomes, timeliness of, and 
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access to the services provided by the vendor covered under the RFP. These reviews will be conducted at 
least annually.  


Scion Dental acknowledges and is prepared to meet this requirement. We are experienced in 


collaborating with EQROs. 


3.18.2 Due Process 


3.18.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid and Nevada Check 
Up. The DHCFP is responsible for the appeals process for disenrollment from managed care 
programs and for providing a State Fair Hearing to all recipients who request such a hearing for 
all actions taken on medical assistance program benefits. 


3.18.2.2 DHCFP will receive all recipient requests for State Fair Hearings, arrange for the fair hearings and 
provide the fair hearings officer. Upon receipt of the fair hearing request, DHCFP will forward a 
copy to the vendor. 


Scion Dental acknowledges and is prepared to meet the requirements in section 3.18.2. Scion 


Dental will work in partnership with DHCFP to ensure a smooth and efficient appeals process.  


3.18.3 DHCFP On-Site Audits  


The DHCFP may schedule on-site audits at the vendor’s primary place of business. The purpose of these 
audits is to confirm contract compliance and to more effectively manage DHCFP contract monitoring and 
oversight responsibilities of the vendor. These audits will be scheduled in advance and will focus on contract 
sections prior identified by the DHCFP. The vendor will be informed of the scheduling, focus of the audit and 
the expectations regarding vendor’s participation no less than thirty (30) days in advance of the on-site visit. 
The vendor will have all prior requested data and information available at the time the audit begins. 


Scion Dental acknowledges and will be prepared to comply with this requirement. 


3.18.4 Actuarial Services 


The DHCFP will provide or contract to the extent required by federal and state law with an actuarial 
contractor to establish rates using a methodology that is certified as actuarially sound and in compliance 
with state and federal law. Rate reviews will be conducted at least annually. 


Scion Dental is ready and willing to cooperate with and assist the DHCFP’s contracted actuary. 


3.18.5 Encounter Data Processing  


The DHCFP will contract with an encounter data processing agent to accept, edit, process, and review 
encounter data submitted by contracted vendors. It is DHCFP’s sole responsibility to determine the format in 
which the vendor must submit the encounter data. In addition, the vendor encounter data, when requested, 
must be submitted to the DHCFP’s actuary. 


It is Scion Dental’s standard practice to adhere to client, state, and federal payment rules in the 


definition and treatment of data elements which are standard fields in encounter data 


submissions. We follow industry standards for coding and apply HIPAA transaction set standards 


for field definitions. 
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Scion Dental technical staff has extensive experience exchanging data in file formats that meet 


client and state specifications to ensure simple extraction of data at the destination. All data files 


that Scion Dental generates undergo a series of edits to ensure complete, accurate data before 


they are transmitted. We also use HIPAA compliance software to ensure that electronic file data 


complies with HIPAA standards. Scion Dental transmits outbound encounter files using encrypted 


secure FTP (SFTP) protocol for all data exchanges.  


Customized data file formats, as well as business rule requirements, are routinely mapped, 


developed, and tested as part of the initial implementation stage for any new client at no 


additional cost to our clients or incumbent vendors. 


3.18.6 Website Access 


The DHCFP will maintain an Internet link on its official website at which the vendor’s website can be 
accessed. 


Scion Dental looks forward to collaborating with the DHCFP on providing links between your 


official website and our full-featured Provider Web Portal and Member Web Portal. 


Scion Dental routinely develops web portals and links them to client websites as part of the 


implementation phase with any new client.  


3.18.7 Operation Oversight  


The DHCFP has procedures for monitoring the vendor’s operations related to recipient enrollment and 
disenrollment; processing grievance and appeals; violations subject to intermediate sanctions; violations of 
the conditions for receiving federal financial participation; and all other provisions of the contract. 


Scion Dental acknowledges and will be prepared to collaborate with DHCFP as needed. 


3.19  Cost Containment and/or Cost Avoidance Initiatives  
The vendor shall develop policies and procedures that ensure cost containment and avoidance initiatives 
that positively impact health outcomes and result in cost savings to the State. Cost containment and 
avoidance initiatives must be provided to the DHCFP for review and approval prior to implementation.  


When Scion Dental entered the Nevada Medicaid dental market in 2010, our Cost Containment 


and Child Protection team performed an intensive, thorough investigation of current provider 


practice patterns. Using our proprietary “focused cost containment” approach, we were able to 


identify numerous individual providers and clinic locations with aberrant practice patterns and 


questionable billing practices. As a result of our cost containment research, we removed one 


large dental group from the network because of their ongoing, significant aberrant behavior. In 


addition, we implemented more restrictive authorization requirements for numerous individual 


providers, based on their individual performance. 


For example, implementing prior authorization requirements for just three procedure codes for 


one dentist has resulted in savings of nearly $74,000 since November 2014. 


Because our Enterprise System software supports fully customizable authorization schedules, we 


can apply different authorization requirements down to the level of an individual provider at a 
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particular location. This individualized approach allows us to quickly identify potential fraud and 


actively put protections in place to prevent fraud wherever we can.  


We also have the ability to review performance over time and loosen authorization requirements 


for providers with a proven history of authorization approvals and with billing practices in line 


with their peer groups. Reducing the number of services that require prior authorization saves 


high quality providers both time and money, making this option a valuable incentive over 


monetary incentives such as fee increases. 


Flexible, focused cost containment program 


Scion Dental ensures cost-effective, quality care through our URAC-accredited utilization 


management and review program. We employ an innovative, flexible, focused cost containment 


program that includes powerful system edits, three-tiered authorization determination, provider 


profiling through data analytics, and fraud and abuse evaluation. 


Scion Dental has a dedicated, experienced Cost Containment and Child Protection team already 


in place, along with formal policies and procedures that govern our cost containment and cost 


avoidance processes. Scion Dental welcomes the opportunity to demonstrate our innovative 


tools and techniques to DHCFP for review and approval. 


Scion Dental was the first dental benefit management company to be awarded full accreditation 


for Claims Processing and Health Utilization Management by the Utilization Review Accreditation 


Commission (URAC). Our pursuit of this accreditation speaks to our commitment to ensuring that 


care delivered to recipients promotes oral health, and that all dental services are necessary, 


appropriate, and delivered in the most cost-effective setting.  
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Ongoing innovations to Scion Dental’s cost containment program are generated on two primary 


fronts: our process and our technology. Our Utilization Management Committee oversees quality 


improvement projects that drive process innovation, and works closely with our software 


development team on Enterprise System enhancements, which further improve Scion Dental’s 


utilization management and cost containment capabilities.  


Detecting over- and under-utilization 


Scion Dental uses technology tools and data analysis to detect over- and under-utilization of 


dental services. We use a comprehensive set of criteria to evaluate provider treatment patterns 


and identify potential outliers.  
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Scion Dental’s Utilization Management Committee 


The Utilization Management Committee is a sub-committee of Scion Dental’s Quality 


Improvement and Compliance Committee. The UM Committee meets quarterly to support 


utilization management activities through: 


 Monitoring provider trends using authorization submission, appeals and complaints, and 


claim appeals. The UM Committee identifies any practices outside the normal scope and 


reports these to the Cost of Care Committee.  


 Monitoring existing utilization management quality improvement projects underway. 
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The UM Committee is also the source of new utilization management quality improvement 


projects proposed for consideration by the Quality Improvement and Compliance Committee.  


The vendor will also demonstrate its ability to operate an effective claims processing system that minimizes 
payment errors and, through the effective use of system edits and audits, prevents loss of public funds to 
fraud, abuse, and/or waste. 


Scion Dental’s successful approach to cost containment and cost avoidance is anchored by 


technology tools, embedded in our Enterprise System software system. 
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As good stewards of public funds, we tackle the issues of fraud, waste, and abuse head-on, with 


the goal of preventing these issues wherever we can—and identifying and resolving them quickly 


whenever they occur. Our multi-pronged approach includes technology tools and data analysis; a 


vigilant, internal Cost Containment and Child Protection Team; and provider profiling tools 


available from our web portal—making it quick and easy for providers to compare themselves 


against their peers.  


Automated claims processing edits 


Scion Dental takes full advantage of technology to detect and prevent fraudulent billing practices 


before providers are reimbursed. We use technology to avoid an expensive “pay and chase” 


approach and instead identify potentially fraudulent or abusive claims before they are paid. Our 


Enterprise System software platform includes a full set of proprietary, dental-specific edits that 


evaluate and validate authorizations and claims from the moment the electronic data enters the 


system until payment is determined. The system also supports custom edits for unique business 


requirements and cost containment objectives.  
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Provider profiling through data analytics, with transparency for clients and providers  


While Scion Dental’s Cost Containment and Child Protection team offers our clients ongoing 


utilization analysis and detailed provider profiling using statistical analysis, described previously in 


this section, we enhance that service by giving our clients access to the same analytical reporting 


tools we use to measure and evaluate provider performance. 


Our web-based tools offer you an 


unprecedented level of oversight and 
transparency into your dental benefit 
program. 


As our client, DHCFP will have access to our integrated Enterprise Reporting Module (ERM), 


available through the Client Web Portal. With this powerful, customizable tool, you can generate 


analytical reports, online, anytime, to identify service frequencies, service comparisons expressed 


as ratios, performance rankings, and provider trends. By comparing a provider profile group 


against a panel group of peer providers, you can establish and assess performance standards and 


identify abnormal billing practices.  
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Transparency for providers 


 


 


 


  


 


  


 


Fraud and abuse investigation, evaluation, and intervention 


As discussed in section 3.15.1.1, through an innovative, focused cost containment program, 


Scion Dental lowers administrative costs, benefit costs, and risk-related costs. We tackle the 


issues of fraud, waste, and abuse head-on, with the goal of preventing these issues wherever we 


can—and identifying and resolving them quickly whenever they occur. Our program, headed by 


our Cost Containment and Child Protection Team, includes powerful technology tools, three-


tiered authorization determination, provider profiling through data analytics, and vigilant fraud 


and abuse evaluation. We believe no other benefits manager can offer the same level of ongoing 


program transparency, efficiency of administration, and protection against fraud and abuse. 


Recipient fraud. To identify and evaluate potential recipient fraud, Scion Dental has a system of 


checks in place to verify and validate critical member information such as ID number, birth dates, 


gender, member relationship, etc. at the point of enrollment, changes, and updates. These 


checks maintain the accuracy of information sent by the client. When identity theft or sharing is 


suspected, Scion Dental may, in coordination with its clients, initiate an investigation with the 


provider to determine if treatment is consistent with the member identified. This can include 


both treatment record and x-ray review. 


Recipient/Provider fraud. This type of fraud generally involves financial kickbacks whereby a 


provider submits claims for treatment that is never done and shares the payments with the 


recipient. Because recipients are accessing care with valid identification, this type of fraud can be 


very difficult to detect. Often services submitted are of a routine nature where treatment does 


not require authorization.  
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Provider fraud. Scion Dental has a Cost Containment and Child Protection Team and highly 


effective technology tools in place to monitor provider treatment practices and identify potential 


outliers. As described earlier in this section, we use a comprehensive list of criteria to evaluate 


and review a provider’s overall treatment patterns. 


3.20  Liquidated Damages and Sanctions 
The vendor must comply with all terms and conditions stipulated in the current Contract, the RFP, and all 
attachments, including the Forms and Reporting Guide. The vendor must file accurate, timely and complete 
reports to DHFCP. If the vendor fails to meet the contract requirements, liquidated damages or intermediate 
sanctions may be assessed. In addition to liquidated damages and intermediate sanctions, the vendor will 
be responsible for any fines or sanctions imposed upon the DHCFP by regulatory agencies as a result of the 
vendor’s non-compliance. 


DHCFP may refuse to enter into a contract and may suspend or terminate an existing contract if the vendor 
fails to provide required reports, or disclose ultimate ownership or control information and related party 
transactions as required by DHCFP policy.  


See Attachment O Liquidated Damages and Intermediate Sanctions. 


Scion Dental understands its obligation to comply with all terms and conditions of the Contract, 


RFP, and all attachments, including the Forms and Reporting Guide and to file accurate, timely 


and complete reports to DHFCP. Scion Dental further understands that the failure to so comply 


may result in liquidated damages, sanctions and fines, including fines or sanctions imposed upon 


DHCFP by regulatory agencies as a result of Scion Dental’s non-compliance. 
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3. SCOPE OF WORK 


3.1 GENERAL 


Delta Dental commits to complying with all Nevada Dental Benefits Administrator (DBA) 
program provisions in RFP Subsection 3.1, General. We describe our approach to 
meeting the RFP requirements in the sections that follow. 


3.1.1 HIGHLY QUALIFIED AND EXPERIENCED VENDOR 


3.1.1 The DHCFP intends to contract with highly qualified and experienced 


vendors, which will administer a DBA program to assist the DHCFP in reaching its 


goal to provide quality dental care to the targeted populations. 


Service, excellence and innovation are the hallmarks of an outstanding health care 
organization, one that can truly “deliver the goods.” In this section and throughout our 
proposal, Delta Dental clearly demonstrates that we are such an organization – providing 
world-class customer service, achieving excellence through quality and leveraging our 
strengths to meet the challenges of tomorrow. Our consistently high recipient retention 
rate – 97.9% in 2015 – is a clear endorsement of the quality of our service levels. 


Delta Dental possesses a wealth of clinical knowledge and expertise. We realize that 
dental care is continually evolving to reflect new scientific development in preventive, 
diagnostic and restorative treatments. Our professional staff stay at the forefront of this 
evolution, not only taking proactive steps to stay abreast of changes in the field but also 
becoming involved in implementing those changes. In addition to our clinical expertise, 
Delta Dental is a recognized national leader in cost-effective dental care benefits 
administration. We have the expertise and experience to implement, operate and 
administer the Nevada Dental Benefits Administrator (DBA) Program successfully – just 
as we continue to do for other government sponsored dental plans in other states and 
for many corporations, large and small, throughout the country. No matter the size of the 
contract, our commitment is always the same: to increase dental access and educate 
recipients on the importance of good oral health. 


3.1.2 AUTHORIZATION TO OPERATE 


3.1.2 Authorization to operate as a certified vendor in the State of Nevada 


with the projected number of Medicaid and Nevada Check Up recipients by 


the United States Secretary of Health and Human Services and the Insurance 


Commissioner of the State of Nevada are conditions precedent to the contract 


and shall continue as conditions during the term of any contract.  The vendor 


must hold a current certificate of authority from the Nevada State Insurance 


Commissioner for the applicable contract period and throughout the contract 


period, or have a written opinion from the Insurance Commissioner that such a 


certificate is not required.  The awarded vendor must provide proof of a valid 


certificate of authority prior to the contract readiness review. 
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Delta Dental’s current Certificate of Authority from the Nevada State Insurance 
Commissioner is provided in Exhibit 3.1-1 below. Delta Dental will maintain a valid 
certificate throughout the applicable contract period.  


EXHIBIT 3.1-1, NEVADA STATE INSURANCE COMMISSIONER CERTIFICATE OF AUTHORITY 
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3.1.3 ADHERENCE TO ALL AUTHORITIES 


3.1.3 The vendor must adhere to all authorities including the Title XIX, Title 


XXI state plans and amendments, Code of Federal Regulations, and the 


Medicaid Services Manual. 


As a HIPAA-covered entity and a health plan governed by both the HIPAA and HITECH 
regulations, Delta Dental will adhere to all current HIPAA and HITECH requirements, Title 
XIX, XXI state plans and amendments, the Code of Federal Regulations and Medicaid 
Services Manual to maintain the highest quality of service and compliance.  


3.1.4 CLARK AND WASHOE COUNTIES 


3.1.4 The DHCFP intends to procure dental services for eligible individuals in 


urban Clark and Washoe Counties. Other services, populations and/or 


geographic areas may be included in the DBA plan during the course of this 


contract and are to be considered as covered for this Request for Proposal.  


Delta Dental understands that the geographical areas initially included in the DBA plan 
are the urban Clark and Washoe counties. Delta Dental also acknowledges that the 
Division of Health Care Finance and Policy (DHCFP) may choose to extend the Nevada 
DBA plan to other services, populations and/or geographic areas not specifically stated 
in this RFP. Delta Dental has a significant provider network in Nevada supporting our 
employer-based and other commercial dental benefit plans, and can leverage our 
existing networks to quickly scale up to include other services, populations and/or 
geographic areas that may be included in the Nevada DBA plan. 


Delta Dental believes that maintaining a strong and growing dentist network is a critical 
factor to our ongoing success in offering dental benefit plans to customers. We offer our 
enrollees access to an array of quality network dentists and specialists in locations 
nationwide and are always seeking to enhance participation in our networks. The 
strength of our network is the foundation of our cost savings programs to our clients and 
our enrollees. 


Unlike many other dental insurers who subcontract other payer networks to wrap around 
or supplement a network, Delta Dental offers our clients an indemnity network consisting 
of independent dentists which have entered into an agreement with us. All dentists on 
any Delta Dental network are directly contracted with Delta Dental and are not 
subcontracted from another source. Delta Dental does not operate these network office 
locations, as all Delta Dental dentists are in private practice and sign a non-exclusive 
agreement to become one of our contracting dentists. Delta Dental networks are 
proprietary and not available for lease by any other entity. 


The strength of our networks comes from our ability to: 


 Operate dual networks covering 80% of dentists nationwide (over 85% in California); 
 Provide local PR staff who work with dentists to promote best practices and manage 


costs based on regional differences; 
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 Conduct dental office audits of all networks, including preferred provider organization 
(PPO) networks; 


 Contract individually with dentists, requiring dental offices to adhere to Delta Dental 
policies as well as fees; 


 Provide Regional quality assurance practices that allow patients the ability to be screened 
by a consulting dentist when standard of care issues occur; 


 Provide ongoing training and continuing education credits to dentists on a variety of 
topics and 


 Contract PPO dentists on fixed regional schedules so that individual dentists cannot 
negotiate higher procedural fees resulting in higher costs to recipients and groups. 


3.1.5 CATCHMENT AREAS 


3.1.5 Medicaid has catchment areas in California, Arizona, Idaho and Utah 


which are treated the same as in state. Out of state treatment for a recipient is 


required when there is not a provider in Nevada who is able to provide services 


to the recipient. 


Delta Dental is accustomed to handling so-called “border” providers as though they were 
in-state through our work with the Utah Medicaid program and the California Medicaid 
Dental program, Denti-Cal. For example, with the Denti-Cal program, we enroll providers 
in the border states of Nevada, Oregon and Arizona within certain zip codes designated 
as border. Potential border providers are located through the use of Geo Access and 
through new licentiate mailings; once identified Delta Dental invites providers in border 
areas to join the network. Providers are then enrolled to assist with access to care 
issues. 


Using a setting in our provider management system and provider database, we identify 
the “catchment” or “border” providers for the Nevada DBA program. This setting is used 
in conjunction with claims processing and business rules engines to treat the provider 
the same as an in-state provider. 
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3.2 VENDOR DUTIES AND RESPONSIBILITIES  


Delta Dental commits to complying with all Nevada DBA program vendor duties and 
responsibilities provisions in RFP Subsection 3.2, Vendor Duties and Responsibilities. 
We describe our approach to meeting the RFP requirements in the sections that follow. 


The vendor’s senior staff and other key staff as identified by the vendor shall 


participate in all designated key meetings scheduled by the DHCFP.  The 


purpose of these meetings includes, but is not limited to, contract compliance, 


the DHCFP auditing functions and responsibilities, access to care, quality, and 


any other applicable issues concerning administration and management of the 


contract as well as program and service delivery.  The frequency of such 


meetings may include, at a minimum, monthly teleconferences and/or 


videoconferences in addition to quarterly on-site meetings.  The location of the 


on-site meetings will be at either the DHCFP administrative offices in Carson City 


or a site in Las Vegas.  It is the sole responsibility of the DHCFP to provide 


reasonable advanced notice of such meetings, including location, time, date, 


and agenda items for discussion. 


Delta Dental understands the importance of participating in key meetings scheduled by 
the DHCFP to address various program issues, including contract compliance, the 
DHCFP auditing functions and responsibilities, access to care, quality and any other 
applicable issues concerning administration and management of the contract, as well as 
program and service delivery. We will attend and actively participate in all such key 
meetings, when and where we are requested to do so by the DHCFP staff. 


Delta Dental works collaboratively with our clients in the execution of all of our contracts. 
Open, frequent and candid communication regarding all aspects of our performance and 
the dental program is a hallmark of our approach to our client relationships. We often 
help our client with insightful ideas and approaches based on our deep dental benefits 
experience and knowledge. Delta Dental has also played a key role with our current 
Medicaid program partners in developing positive outcomes for recipients, better access 
to quality dental care and simplified program administration. 


To assist us with open communication of contract challenges, we utilize a project 
management toolset that includes risk and issue tracking for documentation of 
implementation and operation problems. These problems are described, mitigated, and 
continuously updated until final problem resolution. Documentation includes all known 
information – including a description of the problem encountered, resolution proposed 
for the problem, projected completion date of problem resolution and current/actual 
status of problem resolution. Escalation can occur to provide information on the problem 
or to request problem resolution at a higher level.  
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3.3 DENTAL SERVICES  


Delta Dental commits to complying with all Nevada DBA program dental services 
provisions in RFP Subsection 3.3, Dental Services. We describe our approach to meeting 
the RFP requirements in the sections that follow. 


These include covered diagnostic, preventive or corrective services and 


procedures that include treatment of the teeth and associated structures of the 


oral cavity due to disease, injury or impairment that may affect the oral or 


general health of the eligible Medicaid recipient up to age 21 years and 


eligible Nevada Check Up recipients from birth to the 19th year of their birth 


month. Recipients are also provided emergent and urgent dental care.   


 


Individuals age 21 and over who qualify for full Medicaid benefits receive 


emergency extractions, palliative care, and may also be eligible to receive 


prosthetic care (dentures/partials) under certain guidelines and limitations.  


 


Nevada Medicaid offers expanded dental services in addition to the adult 


dental services for Medicaid-eligible pregnant women. 


 


Except as otherwise provided in this RFP, the vendor’s benefits package 


provided to the DHCFP recipients shall not be less in amount, duration, and 


scope than those covered services specified in the respective State Plans for 


Title XIX and XXI programs and the Nevada Medicaid Service Manual Chapter 


1000, but may be more than stated therein. Any changes in Title XIX or Title XXI 


benefit amounts, duration, or scope shall be preceded by a review of impact 


on capitation amounts. 


 


Each vendor must provide, either directly or through subcontractors, the dental 


care benefit package, as described in this RFP, to enrolled and eligible 


recipients to ensure all covered medically necessary dental services covered 


are available and accessible to them.  


 


The State of Nevada Title XIX and Title XXI State Plans can be accessed on the 


DHCFP’s website at: 


 


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


 


Vendor’s are able and encouraged to provide value added services in 


addition to Title XIX and Title XXI State Plans. The vendor shall describe each of 


the expanded benefits it proposes to offer its recipients by eligible population. 


 


The vendor shall not issue any insurance certificate or evidence of insurance to 


any Medicaid or Nevada Check Up recipient.  Any insurance duty shall be 


construed to flow to the benefit of the DHCFP and not to the Medicaid or 


Nevada Check Up enrolled recipient.   



http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/Manuals/
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3.3.1 GENERAL INFORMATION 


 


3.3.1 General Information 


 


The DBA vendors are required to provide all covered medically necessary 


dental services with the exception of orthodontic services, which are covered 


under FFS.  


 


Orthodontic services for eligible managed care recipients are covered under 


FFS pursuant to MSM Chapter 1000. The vendor is responsible for ensuring 


referral and the coordination of care for orthodontic services, pursuant to this 


RFP.   


 


The Dental vendor must ensure that enrollees who are receiving orthodontic 


services are also receiving all medically necessary dental services covered in 


the dental care benefit package. 


 


The Dental Vendor’s are not responsible for any services provided by an 


Orthodontist but must ensure coordination of care between a participant’s 


Orthodontist and primary dental provider.    


 


The Dental vendor as applicable will be required to conduct EPSDT screenings 


of its recipients under the age of twenty-one (21) years at six (6) month intervals 


to recipients of orthodontic services.  The screening must meet the EPSDT 


requirements found in the MSM Chapter 1500; as well as 1902(a)(43), 


1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 441.50 through 


441.62.  The vendor must conduct all interperiodic screening on behalf of 


recipients, as defined in MSM Chapter 1500. 


 


To meet contract requirements, ensure compliance with Early and Periodic Screening, 
Diagnosis and Treatment (EPSDT) requirements and encourage the use of preventive 
and restorative dental services in this age group, Delta Dental will complete the following 
tasks for this contract: 


 Include the American Academy of Pediatric Dentistry’s (AAPD) periodicity schedule in 
educational materials for initial distribution, and annually thereafter, to parents of children 
under 21 years of age who are eligible to receive dental services through the Nevada DBA 
program; 


 Provide the AAPD’s periodicity schedule to all contracted primary care dentists upon 
initiation of contract with Delta Dental and annually thereafter; 


 Maintain a system for monitoring compliance with the AAPD periodicity schedule through 
Delta Dental’s QAIP processes; 


 Provide information to recipients and providers on dental care benefits and how to 
access care through member and provider orientation materials, the member handbook 
and the provider manual and 
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 When medically necessary, we will provide the following services for children under the 
age of 21: 


 Emergency, preventive, diagnostic, and treatment services; 
 Semi-annual cleaning, fluoride treatment and examination; 
 Pit and fissure sealants for the occlusal surfaces of posterior permanent teeth that are 


without decay; 
 Referral and coordination of care for orthodontic services; 
 Oral health assessment by an EPSDT-certified provider and, if determined medically 


necessary, the application of fluoride varnish for children age nine months through 
three years; 


 General anesthesia during dental procedures, when it is medically necessary and 
 Fluoride varnish. 


Orthodontic Services 


As stated in MSM Chapter 1000, orthodontic services for eligible managed care 
recipients are covered under fee-for-service (FFS). Delta Dental will be responsible for 
ensuring referral and the coordination of care for orthodontic services, pursuant to this 
RFP.  


We commit to ensuring that enrollees who are receiving orthodontic services are also 
receiving all medically necessary dental services covered in the dental care benefit 
package. 


While Delta Dental is not responsible for any services provided by an orthodontist, we 
will ensure the coordination of care between a recipient’s orthodontist and their primary 
dental provider. 


Furnish Services (42 CFR 440.230) 


3.3.1.1 The vendor must furnish services in the same amount, duration and 


scope as services furnished to recipients under fee-for-service Medicaid as set 


forth in 42 CFR 440.230, which states that the vendor: 


 


A.  Must ensure the services are sufficient in amount, duration, and scope 


to reasonably be expected to achieve the purpose for which the services are 


furnished; 


 


B.  May not arbitrarily deny or reduce the amount, duration, or scope of 


a required service solely because of diagnosis, type of illness, or condition of 


the recipient; and 


 


C. May place appropriate limits on a service on the basis of criteria applied 


under the Title XIX and Title XXI State plans, such as medical necessity, or for the 


purpose of utilization control, provided the services furnished can reasonably 


be expected to achieve their purpose. 
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Delta Dental commits to the following, as found in 42 CFR 440.230: 


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


 We will not arbitrarily deny or reduce the amount, duration, or scope of a required service 
solely because of diagnosis, type of illness, or condition of the recipient and 


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


Medically Necessary Services 


3.3.1.2 Must specify what constitutes “medically necessary services” to the 


extent to which the vendor is responsible for covering services related to the 


prevention, diagnosis and treatment of  oral health impairments; the ability to 


achieve age appropriate growth and development; and the ability to attain, 


maintain, or regain functional capacity in a manner that is no more restrictive 


than that used in the State Medicaid and CHIP programs as indicated in State 


statutes and regulations, the Title XIX and Title XXI State Plans, and other State 


policy and procedures, including the Medicaid Services Manual (MSM).   


 


Delta Dental is committed to providing dental plans and programs to allow our members 
to achieve optimal oral health. Benefits for procedures are based upon generally 
accepted standards of care. Processing policies and guidelines for claim adjudication 
are written specific to each procedure. These policies provide consultants with written 
guidelines to determine whether services are necessary or appropriate. In general, 
services to eradicate disease and restore the oral cavity to a healthy state of function 
would be considered dentally necessary and appropriate. 


Delta Dental acknowledges that new procedures and techniques are continually 
becoming available to the dental industry. In order for a new technique to be considered 
for coverage, there must be scientific evidence of its effectiveness and safety. The health 
benefits of the new product or technique must outweigh any negative consequences. 
The Dental Policy committee acts as an advisor to the Board of Directors on new 
products, techniques and scientific evidence that may direct changes to benefit 
coverage. 


Delta Dental’s Utilization Management internal guidelines for determining medical 
necessity, appropriateness and timeliness of dental care reflect the following: 


 Dental policy recommendations from the Delta Dental Plans Association Policy 
committee; 


 Guidelines adopted by Delta Dental’s Policy committee and Utilization committee and 
 National guidelines, best practices and standards identified by professional organizations 


such as the American Dental Association (ADA), National Committee for Quality 
Assurance, American Association of Endodontists, American Academy of 
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Periodontology, American Association of Pediatric Dentistry  and American Association 
of Oral and Maxillofacial Surgeons. 


Delta Dental recognizes that the guidelines set by professional organizations and 
specialty groups are not intended to be comprehensive instructions for treatment. We 
apply the information obtained from those entities to assist us in assessing treatment 
options and techniques that reflect current generally accepted standards of care. 


Delta Dental’s written clinical criteria are described in the Provider Handbook as well as 
internal staff policies and procedures documentation. Consideration is given to 
individual patient needs and clinical circumstances. Utilization Management decision 
making is based only on appropriateness of care and service and existence of coverage. 
Delta Dental does not reward its dental consultants or other individuals for issuing 
denials of coverage or care. There are no financial incentives for dental consultants or 
other Utilization Management staff to encourage decisions that result in underutilization. 


Delta Dental reviews and updates or modifies clinical review guidelines on an annual 
basis and in association with the release of updates to the ADA’s Current Dental 
Terminology (CDT). During this process, the Utilization Management committee/Quality 
Management and Policy Oversight committee reviews updates to guidelines as published 
by professional organizations and the specialty groups mentioned above. 


Delta Dental uses clinical review criteria developed from multiple sources including but 
not limited to: 


 Input from the Delta Dental Plans Association Policy committee; 
 Published standards by recognized dental professional organizations, including annual 


changes made by the American Dental Association to the Code on Dental Procedures and 
Nomenclature (“CDT Code”); 


 Input from professional organizations, dental schools and individual practicing dentists; 
 Input from our dental consultants and Dental Director and 
 Appropriate Peer reviewed dental literature. 


Authorization Requirements 


3.3.1.3 The vendor can utilize different authorization requirements than what 


is used by the State, as long as they are not more restrictive.  


  


A.  Must, for itself and its subcontractors, have in place and follow, written 


policies and procedures for the processing of requests for initial and continuing 


authorizations of services. 


 


B.  The vendor must have in effect mechanisms to ensure consistent 


application of review criteria for authorization decisions and consult with the 


requesting and/or servicing provider, when necessary. 


 


C.  The vendor shall monitor prior authorization requests.  The DHCFP, at its 


sole discretion, may require removal of the prior authorization requirement 
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based on reported approval percentage rates, to align prior authorization 


procedures across delivery entities, and if determined necessary for the proper 


administration of the Medicaid program.  


 


D.  Any decision made by the vendor to deny a service authorization 


request or to authorize a service in an amount, duration, or scope that is less 


than requested, must be made by a dental professional who has appropriate 


clinical expertise in treating the recipient’s condition or disease. 


 


E.  The vendor shall coordinate prior authorizations and edit patterns with 


those used in the FFS program. 


 


Delta Dental has worked cooperatively with our other state Medicaid partners to establish 
prior authorization policies for basic, major and specialty care based on our clinical 
expertise and over half a century of dental services experience. As a dental plan 
administrator, we take into account the clinical need for special controls, dentist 
practices in the region, indicators of over-utilization from our QM program and other 
factors that indicate there is a need to exercise an additional level of control. We do not 
require prior authorization for emergency dental services, whether rendered by a network 
or non-network dentist. Delta Dental will review these policies with the DHCFP after 
contract award and can modify them, as needed, to meet unique DHCFP requirements. 


Prior authorization requests for dental services are reviewed by our consultants. The 
dental consultant, who is a licensed dentist, will authorize, modify, pend or deny a 
request or claim based on the recipient’s benefit coverage. Our standard is to process 
non-emergency prior authorization requests within 14 days; however, our average 
turnaround time is less than 10 days. 


Delta Dental pends an authorization request only if we have not received all information 
reasonably necessary to make a decision to approve, modify or deny the request. Upon 
receipt of all information reasonably necessary and requested, we approve, modify or 
deny within the time frame specified above for the type of review being performed. 


If a provider chooses to have a proposed treatment plan pre-authorized, the following 
provisions relating to prior authorization are applicable: 


 Services must be performed during the valid authorization period; 
 The patient must be eligible during the month in which procedure is actually performed. 


Prior authorizations are not transferable from one dental office to another. If, for some 
reason, a provider in the dental office that received authorization is unable to complete 
the service, a provider from a different dental office cannot perform the service until a 
new treatment plan is authorized under his or her own provider number. To expedite 
processing of a prior authorization when the new provider is not in the same dental office 
as the provider who received the original authorization, the new provider must submit a 
new prior authorization request with an attached statement from the member indicating a 
change of provider. 
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We fully understand the DHCFP criteria related to prior authorizations, and any 
modifications to the State’s current processes will not be more restrictive. 


Moral or Religious Exclusions 


3.3.1.4 If the vendor elects not to provide, reimburse for or provide coverage 


of, a counseling or referral service because of an objection on moral or religious 


grounds, the vendor must furnish information about the services it does not 


cover to the DHCFP with its application for a Medicaid contract and whenever 


it adopts such a policy during the term of the contract.  


 


Delta Dental has no objections on moral or religious grounds to providing coverage for 
the dental services included in the Nevada DBA program.  


Primary Dental Provider 


3.3.1.5 Must allow each recipient to choose his or her dental care 


professional, including the Primary Dental Provider (PDP) to the extent possible 


and appropriate. 


 


A.  Recipients will have an individual dentist, a clinic or a FQHC assigned 


as their PDP.   


 


B.  Vendor must allow for continued use of a recipient’s provider(s) until 


the recipient can be transferred to an appropriate network provider(s). 


 


The dental home concept increases the opportunity for good long-term oral health by 
creating an ongoing relationship among recipients, their families and a primary dental 
provider (PDP), usually a general or pediatric dentist. Delta Dental’s customized network 
for the program will provide sufficient dental primary care and specialty providers to 
accommodate the needs of program recipients throughout the state. Delta Dental’s 
systems have been designed to perform the functions necessary to manage dental home 
programs such as the Nevada DBA program, including: 


 Assisting newly enrolled recipients to select a PDP from network providers located in 
their geographic area; 


 Assigning newly enrolled recipients who have not selected a PDP to a network provider 
within five days, taking into consideration geographic, language and cultural factors and 
historical usage; 


 Matching members of a household with the same PDP 
 Enabling recipients to change their PDP on request and 
 Allowing recipients continued use of a provider until the recipient can be transferred to an 


appropriate network provider. 
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Appropriate, Sufficient Network 


3.3.1.6 Must maintain and monitor a network of appropriate providers that is 


supported by written agreements and is sufficient to provide adequate access 


to all services covered under the contract for all eligible recipients enrolled in 


the vendor's plan. In establishing and maintaining the network, the vendor must 


consider the following: 


 


A.  The anticipated DHCFP recipient DBA enrollment; 


 


B.  The numbers of network providers who currently are and are not accepting 


new Medicaid and Nevada Check Up recipients; 


 


C. The expected utilization of services including a description of the utilization 


management software or other process used by the plan, taking into 


consideration the characteristics and dental care needs of specific Medicaid 


and Nevada Check Up populations; 


 


D.  The numbers and types of providers required to furnish the contracted 


Medicaid covered services; and 


 


E.  The geographic location of providers and enrolled recipients, considering 


distance, travel time, the means of transportation ordinarily used by recipients, 


and whether the location provides physical access for recipients with 


disabilities. Primary Care Provider (PCP) or Primary Care Site may not be more 


than 25 miles from the enrolled place of residence without the written request 


of the recipient. 


 


Delta Dental is currently in the process of recruiting and contracting a network that 
meets all the requirements described. All providers will sign a government programs 
contract. The minimum size of the network is determined and contracted based on the 
number of members in any geographic area and is consistent with ratio and geographic 
requirements. GeoAccess maps are run periodically to ensure members have sufficient 
access. In areas where the network is determined to be insufficient, our Nevada based 
Provider Relations (PR) representatives are tasked with ensuring any defined gap is 
filled/resolved. We commit to providing a network that exceeds the program’s current 
provider network size. 


Delta Dental regards our dental networks as critical to the success of our dental plans 
and programs. Key features of our approach to network management include: 


 Our commitment to provide meaningful benefits to network providers; 
 The investment we make in maintaining a relationship with each dentist through our 


Provider Network Development and Maintenance staff members, who make on-site visits 
and provide ongoing support to dentists and their office staff; 
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 Our success in minimizing administrative burdens that are often barriers to dentist 
participation in Medicaid and other government dental programs and 


 Building relationships with rural clinics that offer dental services, including federally 
qualified health centers (FQHCs), rural health clinics (RHCs) and American Indian Nation 
health clinics to extend access for recipients near those facilities. 


This proven approach not only enhances the stability of our provider network, but it also 
furnishes recipients with timely, convenient access to high-quality dental care and the 
ability to establish productive relationships with their dentists for uninterrupted 
continuity of care. Delta Dental has applied this approach to network development and 
maintenance for the following Medicaid, Children’s Health Insurance Program (CHIP) and 
regional publicly funded dental programs: 


 Denti-Cal with 16,000 providers serving more than 13 million children and adults; 
 Healthy Families with 9,189 providers serving 338,000 children; 
 Florida Healthy Kids with 1,500 providers serving 80,000 children; 
 Texas Medicaid and CHIP with 4,791 providers serving 537,000 children; 
 Utah Medicaid Dental Services with an initial complement of 914 dental providers serving 


54,000 children and adults; 
 Four regional publicly funded dental programs in California with provider networks 


ranging from several dozens to several hundred dental providers serving programs 
covering approximately 1,800 children and adults and 


 A regional publicly funded dental program in Texas with 127 providers serving 3,859 
children. 


Out of Network Services 


3.3.1.7 Must cover services out of network for the recipient adequately and 


timely for as long as the vendor is unable to provide them.  If the network is 


unable to provide necessary services covered under the contract to a 


particular recipient, the vendor must negotiate a contract and determine the 


rate or pay no more than the FFS rate. Must exhaust all out of network providers 


located within 25 miles of the recipient’s address before contracting with out of 


network providers located over 25 miles from recipient’s address. 


 


Delta Dental has established procedures to ensure that recipients have timely access to 
an out-of-network dentist when covered services are not available from a network 
dentist. The most common need for out-of-network services occurs during emergencies 
or travel outside the recipient’s normal service area. Unusual circumstances can also 
necessitate the use of a non-network dentist for non-emergency care within the 
recipient’s usual service area. Delta Dental’s network for the Nevada DBA program will 
provide broad coverage in every dental specialty field, but we also plan for that 
infrequent situation in which a recipient’s dental condition or health status requires a 
highly specialized provider – one who is not participating in the network – to render the 
most appropriate care. Delta's extensive commercial network in NV will provide great 
assistance in ensuring out-of-network services can be provided, if a network provider is 
unavailable. 
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Primary care dentists participating in the Nevada DBA program network are required by 
contract to maintain a referral process to another dentist whenever the primary care 
dentist is unavailable (e.g., on vacation or after business hours). During business hours, 
the dentist’s staff will communicate this information to the recipient; after business 
hours, this information is communicated via a recorded message on the dentist’s 
business number or through an answering service. Our Call Center staff can also assist 
recipients with obtaining referral information if the recipient calls the toll-free number 
shown on his or her member identification card, on the website or in the member 
handbook. Each primary care dentist’s referral arrangement is required to be submitted 
to Delta Dental for pre-approval and requires a non-network referral dentist to adhere to 
Nevada DBA program requirements, including no out-of-pocket expense to the recipient. 


In other instances, where care by a non-network dentist may be indicated, the primary 
care or specialist dentist will contact Delta Dental to arrange for the necessary service. A 
recipient could also initiate the request, in which case Delta Dental would contact the 
primary care dentist, as appropriate, to obtain clinical information. Based on the 
recipient’s dental information, Delta Dental’s case management staff will work with the 
recipient and primary care or specialist dentist to make arrangements to obtain care from 
a qualified non-network dentist if there is concurrence that an appropriate network 
dentist is unavailable within the recipient’s service area. Our case management team will 
identify one or more non-network dentists (whose locations are in closest proximity to 
the recipient) who offer the appropriate services, are in good standing with licensing 
agencies, and agree to bill Delta Dental directly. Case management staff will follow the 
recipient’s progress and continuation of care to transition the recipient to appropriate 
care within the network as soon as the necessary services are completed.  


Delta Dental network providers receive training and materials that cover the policies and 
procedures related to out-of-network dental services for Nevada DBA program recipients. 
Our Provider Relations and Call Center staff members are also available to assist 
network and non-network dentists with obtaining authorization and coordinating care 
when necessary services are not available to a recipient within our panel of network 
dentists. Our network management team monitors out-of-network activity for patterns of 
use, and we take action to recruit additional providers into the network whenever 
warranted 


If there is a situation where the network is unable to provide necessary services covered 
under the contract to a particular recipient, we will negotiate a contract and determine 
the rate or pay no more than the FFS rate. We will exhaust all out-of-network providers 
located within 25 miles of the recipient’s address before contracting with out-of-network 
providers located over 25 miles from the recipient’s address. 


Second Opinion 


3.3.1.8 Must provide for a second opinion from a qualified health care 


professional within the network, or arrange for the recipient to obtain one 


outside of the network, at no cost to the recipient. 
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Delta Dental plan policies include providing for a second opinion from a qualified health 
care professional with the network, or arranging for the recipient to obtain one outside of 
the network, at no cost to the recipient. Our Call Center Customer Service 
Representatives (CSRs) are able to assist recipients with arranging for second opinions. 
This information is also included in the member handbook. 


Out of Network Payment Coordination 


3.3.1.9 Must coordinate with out of network providers with respect to 


payment. 


 


Delta Dental’s staff will work together to ensure that a recipient does not incur any out-
of-pocket expense as the result of treatment by a non-network provider. In these 
instances, providers are directed to bill Delta Dental directly. 


Out-of-network services coordination is provided by our local PR representatives. 


Network Providers Hours of Operation 


3.3.1.10 Must ensure that the network providers offer hours of operation that 


are no less than the hours of operation offered to commercial recipients or 


comparable to Medicaid FFS, if the provider services only Medicaid recipients 


pursuant to 42 CFR 438.206; must meet and require its providers to meet State 


standards for timely access to care and services, taking into account the 


urgency of the need for services; 


 


All of our network providers will offer hours of operation that are no less than the hours 
of operation offered to commercial recipients or comparable to Medicaid FFS, if the 
provider services only Medicaid recipients. Our providers are required to meet State of 
Nevada standards for timely access to care and services, taking into the account the 
urgency of the need for services. 


Page: 16 
Our current provider agreement includes this provision. Additionally, our providers are 
coached during office visits and trained during provider seminars, that they are to 
provide similar care, treatment and services to members of Medicaid programs as they 
do for their commercial patients. 


Emergency Coverage 


3.3.1.11 Must provide emergency coverage twenty-four (24) hours per day, 


seven (7) days per week.  The vendor must have written policies and 


procedures describing how recipients can obtain urgent coverage and 


emergency services after business hours and on weekends.  Policies and 
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procedures must include provision of direct contact with qualified dental 


professionals.  Participants should be given the option to speak with a qualified 


dental professional during an emergency to advise and direct recipients to the 


correct service location which may include the local emergency departments 


or dental offices.   Urgent coverage means those problems which, though not 


life-threatening, could result in serious injury or disability unless dental attention is 


received. Urgent care may be provided directly by the primary care dentist or 


directed by the DBA plan through other arrangements. Care coordination 


services should also be in place to monitor recipient utilization of emergency 


dental services, ensure recipients have properly addressed chief complaint and 


provide report metrics to the DHCFP.  


 


Recipients who call the toll-free Call Center number after normal business hours and on 
State-approved holidays receive a recorded message informing them of the times during 
which a CSR is available, what to do in case of an emergency and what services (e.g., 
enrollment information and available benefits) are available through our 24/7 IVR system. 


Live assistance is available any time after normal Call Center business hours – including 
nights, weekends and holidays – through our after-hours health care call center vendor. 
Services through that vendor are available in English and Spanish, and their 
representatives can access our language services vendor for interpretive services in 
other languages. They can also access our on-line provider directory and, as needed, 
refer the caller to a provider. The vendor then e-mails Delta Dental so we can contact the 
recipient the next business day to make sure the issue was addressed to the recipient’s 
satisfaction. 


Our provider agreements include language about providing emergency services, as well 
as coverage if the provider is unavailable due to vacation or illness. 


Following contract award, Delta Dental will make our written After-Hours and Emergency 
Services policy available to DHMH for review. We will make revisions to the policy as 
needed to ensure that it meets the DHCFP’s approval prior to the Go-Live date. 


Cultural Competency 


3.3.1.12 The vendor must participate in State and federal efforts to promote 


the delivery of services in a culturally competent manner to all recipients, 


including those with limited English proficiency and diverse cultural and ethnic 


backgrounds pursuant to MSM Chapter 100.  For the purposes of this RFP, the 


State has identified the prevalent non-English language in Nevada to be 


Spanish.  The BBA Regulations: Title 42 of the Code of Federal Regulations (42 


C.F.R.) 438.206(c) (2), and the DHCFP requires that vendors offer accessible and 


high quality services in a culturally competent manner. 
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Delta Dental places a high priority on cultural competency training to ensure that all 
members – regardless of culture, ethnicity, language, literacy level, religion or disability – 
receive the same high- quality level of services. Our well-established cultural 
competency program meets Delta Dental's corporate commitment to excellence in this 
area.  


For the Nevada DBA program, we will focus our efforts on the following activities: 


 We will update our Cultural Competency Plan, which details the methods we use to serve 
people with varying cultural, ethnic and religious backgrounds, as well as those members 
who have disabilities and/or language or literacy barriers that impede their access to 
dental services. 


 In conjunction with updating the Cultural Competency Plan, we will review all applicable 
processes and procedures to confirm that members with limited English proficiency are 
effectively informed and can have meaningful access (both orally and in writing) to 
programs, benefits and activities in their primary language. 


 We will identify network providers who may be having difficulty serving members in a 
culturally competent manner and develop intervention strategies to prevent service 
delivery disparities. 


Delta Dental’s written Nevada DBA program member materials, including the website, 
educational materials and correspondence, will be culturally competent and available in 
languages other than English, including Spanish and, to exceed RFP requirements, in 
any other languages spoken by 5% or more of Delta Dental’s total program recipients, 
and will comply with federal Title XXI regulations. Materials will be prepared at or below 
an eighth-grade reading level as measured by the Flesch-Kincaid readability index. Our 
Call Center phone number is included in the member handbook as well as on the 
recipient’s ID card. 


Delta Dental recognizes that Medicaid and CHIP recipients have the right to quality health 
care regardless of their age, sex, ethnicity, religion, disabilities or ability to understand 
the English language. We help limited English proficiency (LEP), hearing-impaired and 
sight-impaired recipients obtain the best, most appropriate dental care possible through 
our well-established cultural competency plan that encourages culturally competent 
contact between recipients and providers, staff recruitment and training, translation 
services, and the development of appropriate health education materials. 


We have three comprehensive enterprise-wide linguistic accessibility policies: 
“Language Assistance Program,” “Language Assistance Program – Network Provider 
Services” and “Language Assistance Program – Translation of Delta Dental Documents.” 
Collectively, these three policies address the following functions: 


 Assessing the need for language assistance in each dental plan/program; 
 Providing language assistance services to LEP individuals; 
 Communicating about language assistance services to internal staff and plan/program 


providers, recipients and stakeholders; 
 Coordinating the interaction of providers in support of the provision of language 


assistance services; 
 Training internal staff on cultural diversity, cultural competency, effective interaction with 


individuals needing assistance, and procedures for obtaining assistance; 
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 Monitoring and evaluating compliance with the language assistance program and 
modifying it as appropriate; 


 Developing the organizational infrastructure to provide language assistance services; 
 Translating documents to support language assistance services and 
 Applying language assistance requirements to Delta Dental dental plans/programs as 


appropriate and in compliance with applicable laws and regulations. 


Staff Recruitment and Training 


Delta Dental recruits staff whose experience and skills best meet each position’s specific 
requirements. For example, we look for staff who are bilingual in English and Spanish to 
help meet the needs of Spanish-speaking recipients in our California Medicaid Dental 
Program (Denti-Cal). All Delta Dental staff learn about language assistance services 
through cultural competency training, which is required upon hire and annually 
thereafter. The training addresses the processes and procedures to help program 
recipients access services and, in addition, emphasizes the right of recipients to receive 
interpretive and translation services upon request and at no charge to them. Staff 
assigned to the Nevada DBA programs will also receive contract-specific training on 
cultural competency and linguistic access. 


Oral Interpretation Services 


Delta Dental offers the following oral interpretation services: 


 Bilingual and Multilingual Interpreting Services – Our Call Center staff include 
representatives who are bilingual in English and Spanish. For communicating with 
recipients in languages other than English and Spanish, we use Language Line Services, 
Inc., a vendor that provides instant two-way interpretation for most spoken languages. To 
access the service, a Call Center representative calls the toll-free Language Line number 
and requests the desired language. A three-way call is then established among the caller, 
the interpreter and the Call Center representative. 


 Sign Language Services – We offer hearing-impaired recipients the services of American 
Sign Language (ASL) interpreters through a telecommunications video relay service 
and/or video remote interpreter that supports communication via video desktop, live 
Internet and mobile devices. If a recipient needs ASL interpreting services at a dental 
appointment, we document the request using an ASL Interpreter Request form and make 
arrangements for the interpreter to be at the dental office at the scheduled time. We ask 
the recipient for 24-hour advance notice if he or she needs to cancel the dental 
appointment. 


 711 Service – Accommodations for visually impaired and blind recipients are available by 
calling 711, the Telecommunications Relay Service. 


Written Translation Services 


All recipient educational materials and other vital documents – such as complaint forms, 
notices of action, grievance/administrative hearing information, and outreach materials – 
will be available to Nevada DBA recipients in English and any prevalent non-English 
languages as determined by the DHCFP. If the DHCFP identifies any other prevalent 
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languages (typically defined as a language spoken by more than 5% of recipients in a 
designated geographic area), we will have recipient materials translated into those 
languages by an approved translation vendor. 


Delta Dental recognizes that the readability of recipient materials affects his or her 
success in understanding not only the dental program’s benefits and rules, but also the 
importance of routine dental care. Factors influencing recipient comprehension of and 
interest in reading materials include, but are not limited to, print legibility, type size, word 
complexity and sentence complexity. For the Nevada contract, we will develop recipient 
informational and educational materials at no higher than an eighth-grade reading level 
and in an appealing, conversational tone with culturally, linguistically and age-
appropriate language, phrases and examples.  


For more information on Delta Dental’s approach to ensuring access to interpretative and 
translation services, see Proposal Section 3.5, Recipient Services. 


Provider Training 


To determine whether our provider network is serving diverse population groups in a 
culturally competent manner, Delta Dental QA staff carefully review all member 
complaints to identify issues that may indicate the need for a provider to receive cultural 
competency training. In addition, CSRs and provider relations representatives may have 
interactions with providers that result in recommendations for such training. 


If we identify a provider who is having difficulty meeting cultural competency standards 
and we determine that intervention is appropriate, a provider relations representative can 
offer one-on-one counseling at the provider’s office. We will make all of our cultural 
competency resources available to that provider – doing whatever it takes to help him or 
her meet required cultural competency standards and participate successfully in the 
network. 


Cultural competency training options available to all providers include the following: 


 Cultural competency workshops are routinely offered to all interested providers. Our 
experience has been that many providers attend and benefit from these workshops. 


 Providers are encouraged to take advantage of our cultural competency training 
resources. For example, Delta Dental offered on-line cultural competency training on our 
Texas CHIP Dental Services Program website and proposes to include this same training 
for our Medicaid providers. On-line training gives providers the flexibility to schedule self-
directed classes to accommodate their schedules. 


 The provider enrollment packet includes educational materials on cultural competency, 
as well as bilingual glossaries of dental terminology. Delta Dental ensures that all 
providers have free access to Language Line, and we make interpreters available to 
providers on request. 


 We include cultural competency guidelines and/or resources in new provider orientations, 
the provider training program, provider bulletins and newsletters and the Provider 
Manual. 
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Delta Dental’s local PR representative works with providers to ensure they have CMS 
materials for the purpose of member education. Delta Dental includes cultural sensitivity 
and cultural diversity training in our provider handbook and training seminars. 


3.3.2 VENDOR COVERED SERVICES 


3.3.2 Vendor Covered Services 


 


3.3.2.1 At a minimum the vendor must provide directly or by subcontract, all 


covered medically necessary dental services as defined in MSM Chapter 1000 – 


Dental with the exception of Orthodontic Services. Provider types and services 


shall include but not limited to the following: 


 


A.  General Dentists 


B.  Pediatric Dentists 


C. Oral Surgeon 


D.  Oral and Maxillofacial Surgeon 


E.  Endodontists 


F.  Periodontists 


G. Prostodontists 


H.  Dental Hygienists 


 


The vendor shall ensure that pediatric dental services are provided as 


medically necessary to children under the age of 21, in accordance with EPSDT 


federal regulations as described in 42 CFR Part 441, Subpart B, and the Omnibus 


Budget Reconciliation Act of 1989, whether or not such services are covered 


under the DHCFP’s state plan and without regard to any service limits otherwise 


established in this RFP.  This requirement shall be met by either direct provision of 


the service by the vendor or by referral in accordance with 42 CFR 441.61.  


Pediatric dental utilization shall be in accordance with The American Academy 


of Pediatric Dentistry (AAPD) recommendations regarding the periodicity of 


professional dental services for children, and EPSDT guideline for dental.  


Delta Dental provides all covered, medically necessary dental services as defined in MSM 
Chapter 1000–Dental, excepting Orthodontic Services, by subcontracts with both 
network and out-of-network dental providers. Delta Dental’s Nevada DBA program 
network will include, but will not be limited to these dental provider types and services: 


A. General Dentists 
B. Pediatric Dentists 
C. Oral Surgeon 
D. Oral and Maxillofacial Surgeon 
E. Endodontists 
F. Periodontists 
G. Prosthodontists 
H. Dental Hygienists 
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Delta Dental’s network provider training and education program will emphasize the role 
of the primary dental provider (PDP) to ensure that dentists fulfill their critical role in 
child dental care. PDPs are charged with promoting routine visits for preventive care and 
screenings in accordance with the American Academy of Pediatric Dentistry (AAPD) and 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) guidelines and 
recommendations for children. Periodicity of examination, preventive services and 
treatment of oral conditions will be in accordance with EPSDT regulations described in 
42 CFR Part 441, Subpart B and the Omnibus Budget Reconciliation Act of 1989. 


To reinforce our educational program, we will also implement a pediatric dental care 
tracking system to monitor and ensure provider compliance with AAPD 
recommendations. This process will be managed as part of our utilization review and 
quality assurance and improvement processes. 


Limited Medically Necessary Services 


3.3.2.2 Limited medically necessary emergency extractions and palliative 


care for adults over the age of 21 to include dentures/partial dentures under 


certain guidelines and limitations as defined in MSM Chapter 1000 Dental. 


 Delta Dental will cover limited medically necessary emergency extractions and palliative 
care for adults (over the age of 21), including dentures and/or partial dentures under 
certain guidelines and limitations, as defined in MSM Chapter 1000–Dental. 


Expanded Dental Services for Pregnant Women 


3.3.2.3 Offer expanded dental services in addition to the adult services for 


Medicaid-eligible pregnant women for periodontal scaling and root planning, 


to reduce the risk of pregnancy related gingivitis, as well as treatment of 


inflamed gums around third molars during the pregnancy as defined in MSM 


Chapter 1000 Dental. 


 In addition to covered adult dental services, Delta Dental will offer expanded dental 
services to Medicaid-eligible pregnant women for periodontal scaling and root planing to 
reduce the risk of pregnancy related gingivitis. Delta Dental will also offer treatment of 
inflamed gums around third molars during pregnancy, as defined in MSM Chapter 1000 – 
Dental. 


General Anesthesia or Intravenous Sedation 


3.3.2.4 The vendor must coordinate with the MCO in obtaining access to 


facilities and physician services that are necessary to support the dental 


provider who is providing dental services to a Medicaid or CHIP member under 


general anesthesia or intravenous (IV) sedation. 
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Delta Dental’s case management team will coordinate recipient dental care requiring 
general anesthesia or sedation when necessary. If a recipient’s physical or mental 
condition makes sedation or anesthesia a prerequisite to dental treatment and we 
determine – in conjunction with the provider – that safe delivery of the dental procedure 
can best be ensured in a facility, such as an ambulatory surgical setting, our case 
management team will work with the recipient’s managed care organization (MCO) to 
obtain access to the appropriate contracted facility and physician services. 


Non-Emergency Transportation (NET) 


3.3.2.5 Non-Emergency Transportation (NET) 


 


The DHCFP contracts with a NET Broker who authorizes and arranges for all 


covered medically necessary non-emergency transportation.  The vendor and 


its subcontractors shall coordinate with the NET Broker, if necessary, to ensure 


NET services are secured on behalf of enrolled recipients.  The vendor and its 


subcontractors must also verify dental appointments upon request by the 


DHCFP or the NET Broker. 


Problems with transportation may make it difficult for recipients to keep appointments. If 
a recipient calls to request assistance making a dental appointment, Delta Dental’s 
Recipient Services Department CSR is trained to ask if the receipient needs other types 
of assistance such as transportation to and from the appointment. If so, the CSR can 
coordinate with the DHCFP’s Non-Emergency Transportation (NET) broker to secure 
medically necessary non-emergency transporation to obtain dental services. Both 
Recipient Services and Provider Services CSRs will be trained to coordinate with the NET 
broker for medically necessary non-mergency transportation. Delta Dental’s CSRs will 
also verify dental appointments upon request by the DHCFP or the NET broker. 


Orthodontic Services 


3.3.2.6 Orthodontic services for eligible managed care recipients are 


covered under FFS pursuant to MSM Chapter 1000. The vendor is responsible for 


ensuring referral and coordination of care for orthodontic services, pursuant to 


this RFP and for management of EPSDT services at six (6) month intervals for 


recipients of orthodontic services.     


Delta Dental’s case management team coordinates care for members. Our case 
management team works with providers to ensure referral and coordination of care for 
orthodontic services and for management of EPSDT services at six month intervals for 
recipients of orthodontic services. 
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3.3.3 EPSDT SERVICES (MEDICAID) & WELL BABY/CHILD SERVICES (NEVADA CHECK 


UP) 


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


Up) 


Oral Examination Component of EPSDT Screenings 


3.3.3.1 The vendor as applicable will be required to conduct the oral 


examination component of EPSDT screenings for its recipients under the age of 


twenty-one (21) years.  The screening must meet the EPSDT requirements found 


in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 


the Social Security Act, and 42 CFR 441.50 through 441.63.  The vendor must 


conduct all interperiodic screening on behalf of recipients, as defined in MSM 


Chapter 1500. 


 


Through the EPSDT benefits, individuals under the age of 21, receive 


comprehensive dental care such as periodic and routine dental services 


needed for restoration of teeth, prevention, and maintenance of dental health. 


To meet contract requirements, ensure compliance with Early and Periodic Screening, 
Diagnosis and Treatment (EPSDT) requirements and encourage the use of preventive 
and restorative dental services in this age group, Delta Dental will complete the following 
tasks for this contract: 


 Include the American Academy of Pediatric Dentistry’s (AAPD) periodicity schedule in 
educational materials for initial distribution, and annually thereafter, to parents of 
children under 21 years of age who are eligible to receive dental services through the 
Nevada DBA program; 


 Provide the AAPD’s periodicity schedule to all contracted primary care dentists upon 
initiation of contract with Delta Dental and annually thereafter; 


 Maintain a system for monitoring compliance with the AAPD periodicity schedule 
through Delta Dental’s Internal Quality Assurance Programs (IQAP) processes; 


 Provide information to recipients and providers on dental care benefits and how to 
access care through member and provider orientation materials, the member handbook 
and the provider manual and 


 We will ensure the provision of the following services for children under the age of 21: 
 Emergency, preventive, diagnostic, and treatment services; 
 Semi-annual cleaning, fluoride treatment and examination; 
 Pit and fissure sealants for the occlusal surfaces of posterior permanent teeth that are 


without decay; 
 Orthodontic care that meets the requirements outlined in MSM Chapter 1000; 
 Oral health assessment by an EPSDT-certified provider and, if determined medically 


necessary, the application of fluoride varnish for children age nine months through 
three years; 


 General anesthesia during dental procedures, when it is medically necessary and 
 Fluoride varnish. 
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All medically necessary diagnostic, preventive, restorative, surgical, endodontic, 
periodontics, emergency, and adjunctive dental services will be provided to children 
under 21 years of age in accordance with this RFP. Periodicity of examination, preventive 
services and treatment of oral conditions will be in accordance with EPSDT requirements 
found in the MSM Chapter 1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the 
Social Security Act, and 42 CFR 441.50 through 441.63.  


Medically Necessary Screening, Diagnostic and Treatment Services 


3.3.3.2 Medically necessary screening, diagnostic and treatment services 


identified in an EPSDT periodic or interperiodic screening must be provided to 


all eligible Medicaid children under the age of 21 years if the service is listed in 


42 U.S.C. § 1396 d(a).  For Title XIX children, the vendor is responsible for 


reimbursement of all medically necessary dental services under EPSDT whether 


or not the service is in the Medicaid State Plan.  The vendor is responsible for the 


coordination of care in order to ensure all medically necessary coverage is 


being provided under EPSDT.   


Delta Dental understands that medically necessary screening, diagnostic and treatment 
services identified in an EPSDT periodic or interperiodic screening must be provided to 
all eligible Medicaid children under the age of 21 years if the service is listed in 42 U.S.C. 
§ 1396 d(a). Delta Dental also acknowledges responsibility for administering the DHCFP’s 
dental program benefits for Title XIX Medicaid members and Title XXI children to include 
coordination, management and reimbursement of such dental services. Medically 
necessary dental services under EPSDT would be provided whether or not the services 
are included in the Medicaid State Plan.  


A national leader in cost-effective dental benefits administration, Delta Dental is well-
positioned to deliver all contractual services in a manner that fully supports the State of 
Nevada’s ongoing efforts to improve the oral health of its underserved children. We have 
always maintained a special focus on children’s dental health care and, as a result, we 
possess unparalleled experience and expertise in providing pediatric and adolescent 
dental coverage to children and other vulnerable populations. We share with the DHCFP 
a deeply held commitment to delivering quality dental services to Medicaid- and 
Children’s Health Insurance Program (CHIP)-eligible children. 


Billing Codes 


3.3.3.3 EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well 


child screens (for Nevada Check Up recipients) are billed using the same codes 


with the same reimbursement.  The vendors are not required to pay for any 


treatments outside of the Title XXI state plan for Nevada Check Up recipients. 


Per Centers for Medicare and Medicaid Service (CMS) mandate, Delta Dental is now 
accepting the International Classification of Diseases, 10th Revision (ICD-10) code sets. 
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Delta Dental understands and acknowledges that EPSDT screens (for Nevada Medicaid 
recipients) and Well baby/Well child screens (for Nevada Check Up recipients) are billed 
using the same codes with the same reimbursement. Delta Dental will not be required to 
pay for any treatments outside of the Title XXI state plan for Nevada Check Up recipients. 


Unsafe or Experimental Services 


3.3.3.4 The vendor is not required to provide any items or services determined 


to be unsafe or ineffective, or which are considered experimental. However, if 


ADA guidelines and/or peer reviewed studies are submitted, verified and 


determined by the vendor’s Dental Director to demonstrate safety and 


effectiveness that item or service may be approved for use as non-


experimental.  Appropriate limits may be placed on EPSDT services based on 


medical necessity.  


Dental care rendered to enrollees will be individualized, specific, and consistent with 
symptoms or confirmed diagnosis of the illness or injury under treatment. In accordance 
with the DHCFP requirements, items or services that are determined to be unsafe or 
ineffective, or which are considered experimental will not be provided. The exception to 
this would be in the case where ADA guidelines and/or peer reviewed studies are 
submitted, verified and determined by the Dental Director to demonstrate safety and 
effectiveness of that item or service may be approved for use as non-experimental. Delta 
Dental understands that appropriate limits may be placed on EPSDT services based on 
medical necessity. 
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Outreach and Education 


3.3.3.5 The vendor is required to provide information and perform broad 


outreach and educational activities to eligible enrolled children for EPSDT 


services.  These efforts may be reviewed and audited by the DHCFP or its 


designee.  Refer to the MSM, federal documents cited in this Section, and 


Information Requirements of this RFP. 


Delta Dental is pleased to contribute to the Nevada DBA program our passion and 
commitment to member education and outreach as an integral component of a 
successful statewide Medicaid program. We have developed and implemented outreach 
and education programs for both Medicaid and CHIP contracts. Our expertise in this 
functional area ensures that we can meet or exceed the Division of Health Care Financing 
and Policy’s member education and outreach requirements presented in this RFP, as 
well as in MSM Chapters 1500 and 1900. 


Examples of the child-focused services and features that we offer to all our plan 
enrollees include, but are not limited to: 


 Identification of pediatric dentists in each plan’s provider directory and recruitment of 
pediatric dentists as needed to ensure adequate access to care; 


 Training of Delta Dental staff – particularly our Call Center staff – to understand the 
needs of parents and other authorized representatives who call us to request 
information and assistance on behalf of their children; 


 Training of network providers – particularly those who are not pediatric dentists – to 
anticipate the needs of and respond appropriately to child patients; 


 Analysis of utilization patterns for all child members in our government-sponsored 
dental plans; 


 Creation and distribution of member educational and promotional materials directed 
toward children. 


 We have an initiative that provides outreach specifically to the Hispanic community. 
This consists of support of community events, health fairs, and educational programs 
in schools, reaching thousands of students a year. 


All of these outreach and education materials will be available for review and auditing by 
the DHCFP or its designee prior to any outreach or education activities are performed. 


Outreach and education activities are discussed in much greater detail in Section 3.3.4 
Health Promotion and Education Programs, of this RFP response.  
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3.3.4 HEALTH PROMOTION AND EDUCATION PROGRAMS 


3.3.4 Health Promotion and Education Programs 


 


The vendor shall identify relevant community issues and health promotion and 


education needs of its recipients, and implement plans that are culturally 


appropriate to meet those identified needs and issues relevant to each of the 


target population groups of recipients served.  The vendor shall use community-


based needs assessments and other relevant information available from State 


and local governmental agencies and community groups.  Health promotion 


and education activities shall be evidence-based, whenever possible, and 


made available in formats and presented in ways that meet the needs of all 


recipient groups.  The vendors shall comply with all applicable State and 


federal statues, regulations and protocols on health wellness programs.  The 


vendor shall submit a written description of all planned health promotion and 


education activities and targeted implementation dates to Nevada Division of 


Public and Behavioral Health, Chronic Disease Prevention and Health 


Promotion for approval, prior to implementation, including culturally and 


linguistically appropriate materials and materials developed to accommodate 


each of the enrolled target populations. Health promotion topics shall include, 


but are not limited to, the following:   


Delta Dental staff have worked closely with schools, social service agencies and other 
entities that influence the improvement of dental health care in underserved areas. Delta 
Dental shares the DHCFP’s commitment to educating recipients about the importance of 
early and preventive dental care. Indeed, our primary focus since first offering dental 
insurance in 1955 has been to meet the needs of low-income children who might 
otherwise be deprived of regular dental care. Delta Dental works tirelessly to educate the 
public about the importance of oral health and to secure funding to increase dental clinic 
resources and facilities in those areas. Our outreach efforts are supported by established 
liaisons with dental providers, dental schools, educational institutions and professional 
associations. We recognize that dental health in childhood is a significant part of 
maintaining good general health in adulthood – and it is both our mission and our 
passion to spread knowledge that results in a healthier population overall. 


Historically, Delta Dental has done much more than simply meeting the minimum 
standards of education and outreach in response to contractual requirements. Rather, 
we have proactively integrated those activities into our corporate philosophy of excellent 
customer service. We have a long history of participating in outreach that promotes 
public awareness of dental health through education, improved access and appropriate 
utilization of services. Our efforts have included traditional outreach – such as health 
fairs, school-based screening and dental sealant programs and mobile dental clinics – 
and, also, targeted health and wellness initiatives to help meet the needs of specific 
populations. For example, Delta Dental awarded a total of $80,000 to eight Nevada dental 
clinics in 2016. The dental clinic grants, awarded by the Delta Dental Community Care 
Foundation, are designed to help improve the oral health of underserved children and 
adults, particularly in rural locations where access to dental care may be limited. Delta 
Dental has given a total of more than $3.1 million in grants to dental clinics in Nevada 
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and neighboring states, which are designed to help improve the oral health of 
underserved children and adults, particularly in rural locations where access to dental 
care may be limited. 


Delta Dental understands that all member materials and correspondence must be 
approved in writing by the DHCFP prior to distribution. Not only will we observe this 
requirement, we will work cooperatively and collaboratively with the DHCFP to ensure 
that all member materials are clear, correct and well-suited to the intended audience. We 
will submit a written description of all planned health promotion and education activities 
and targeted implementation dates to Nevada Division of Public and Behavioral Health, 
Chronic Disease Prevention and Health Promotion for approval, prior to implementation. 
All written materials – including the website, educational materials and correspondence – 
will be available in languages other than English and will comply with federal Title XXI 
regulations. The availability of language assistance for recipients is discussed in Section 
3.5 Recipient Services, of this RFP response. 


Delta Dental will design, produce, and distribute member materials for the Nevada DBA 
program in compliance with RFP requirements. We will distribute new member materials 
– such as the welcome packet, member handbook and identification card – within five 
business days of our receipt of an enrollment file (or notice of enrollment, in the case of 
manual additions). We will bear all costs (including postage costs) associated with 
designing, printing and distributing outreach materials. We will also bear all costs related 
to coordinating, facilitating and participating in program-related community outreach 
activities throughout the State of Nevada.  


Outreach Activities 


3.3.4.1 The vendor shall conduct regionally located and regularly scheduled 


outreach activities to inform members about the availability of dental services 


and to significantly increase the number of children receiving services.  The 


 results of the outreach activities should be measurable and support the 


overall goal of increasing awareness of and/or utilization of dental services.   


Delta Dental has a long history of contributing to both the economic and oral health of 
the communities in which it has business operations. We accomplish this through 
multiple channels that include: 


 Maintaining affordable dental programs for publicly funded programs that enable 
disadvantaged children and adults to address dental issues that adversely affect their 
daily lives and overall health; 


 Collaborating with customers to create innovative approaches to increasing access to 
care and utilization of services and 


 Furnishing staff, expertise, materials and grants to schools and community, academic 
and professional organizations that are dedicated to improving oral health. 


We firmly believe that the most critical benefit we will deliver as a result of this contract 
is the improved oral health of recipients and their families. These are tangible benefits 
that are difficult to place a value on because the benefits are not just a point in time – 
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they will continue to accrue over the course of a lifetime. That is why programs such as 
the Nevada DBA program is so important and why Delta Dental is so committed to its 
success. Children’s programs, in particular, allow for early intervention that not only 
treats current problems, but educates the child and the family/guardian on proper dental 
hygiene and preventive care that will set them on path of good oral health for life. 


Studies have shown that poor oral health has a significant cost to individuals and society 
in the form of missed school and work days and adverse consequences on overall 
health. This is particularly significant for pregnant women, whose oral health has 
implications for both her and her baby’s overall health status. 


These financial benefits are incalculable; however, they are certain. Additionally, there 
are other tangible and intangible gains to be considered. Among them are the self-
esteem and confidence children need to fully participate in educational and social 
opportunities to maximize their potential. A healthy smile is a fundamental building block 
of these qualities that will enrich recipient lives and benefit society economically and 
socially far into the future. 


Delta Dental offers and/or participates in a variety of specialized pediatric or adolescent 
programs that will be available to and/or benefit current and prospective Nevada DBA 
program recipients. Examples of those programs are provided below: 


 “See Your Dentist” Reminder Program 
Reminder postcards are sent out to parents for their child’s six-
month check-up and cleaning. These are available in both English 
and Spanish. 


 El Ratoncito Pérez 
A large educational color book has been written as if by the Spanish 
equivalent of the Tooth Fairy, El Ratoncito Pérez. It is given to 
pediatric recipients, and is in Spanish and English. An actor playing 
the tooth fairy role teaches children about good oral health through 
interactive sessions using a variety of props. El Ratoncito Perez has 
visited children at venues such as libraries, children’s hospitals and 
children’s museums.  


 “Meet the Smyles”  
Mysmilekids.com is an interactive, educational website for kids to learn about dental 
health with games, stories and tips. The site is available in English and Spanish. 


 Tooth Fairy Award Certificates 
Certificates of Achievement are given to pediatric recipients as they lose their baby teeth. 
These are written as if they are from the Tooth Fairy. 


 “Teeth-on-the-Go” 
Through this program, we conduct nearly 300 presentations in 88 schools for over 6,500 
children on an annual basis. Our staff works with dentists, elementary school nurses, 
dental clinics, Head Start and various community organizations to identify neighborhoods 
where access to dental care is limited and families are struggling with childhood dental 
disease. This enables us to target schools with a high concentration of children who may 
be underserved. This school-based program features visits by Delta Dental staff who 
teach students in kindergarten through second grade about the importance of oral health 
and how to take care of their teeth. The program includes a teacher’s guide for use in the 
classroom and encourages parents to take an active role in their children’s oral health by 
tracking tooth-brushing habits for one week.  


El Ratoncito Perez 
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Children who participate in the program receive a dental hygiene kit that contains a 
colorful Delta Dental logo pouch, a polka-dot suction cup toothbrush, a matching colored 
two-minute timer (to time their brushing), a colored spool of dental floss, an “Ask Me 
What I Learned” sticker, and a “Healthy Smiles” Certificate of Completion. The teacher’s 
guide outlines a five-day lesson plan of 15 to 20 minutes per day, with suggestions for 
daily activities that teachers can use to maintain a focus on good oral health practices. 


Websites 


Delta Dental recognizes that web-based information and services provide an efficient, 
convenient and increasingly popular way to access information about dental plans. We 
take pride in the wide range of websites we have created for general access by the public 
and for government-sponsored dental plans similar to the Nevada DBA program. Our 
websites are popular, often-used tools for plan recipients and providers alike and are a 
cornerstone of our member education strategy. We strive to present clear, accurate, 
helpful information that is appropriate for our various audiences – whether they are adult 
recipients, child recipients, providers, plan stakeholders or visitors. 


Delta Dental has successfully developed and maintained plan-specific websites for 
several Medicaid programs and CHIPs. The websites are available in English and 
Spanish and are designed to be content- and culturally appropriate for each plan’s users. 
The recipient can access the plan-specific website at any time after setting up an on-line 
account with a unique user name and password. With each customer’s approval, we can 
also establish a single sign-on (SSO) link with that customer’s website so that a recipient 
who logs on to that website can click on a link to the corresponding Delta Dental plan’s 
website without having to log on again. 


For the Nevada DBA program, we are pleased to offer access to: 


 Delta Dental corporate and social media websites; 
 A Delta Dental website to be created specifically for Nevada DBA program recipients and 


providers and 
 A child-friendly “SmileKids” website. 


Details about those websites are presented in the subsections below. 


Delta Dental’s Corporate and Social Media Websites 


As shown in Exhibit 3.3-1, Delta Dental Enterprise Websites and Social Media Presence, 
we currently maintain six websites on behalf of our enterprise and a presence on nine 
social media sites. 
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EXHIBIT 3.3-1, DELTA DENTAL ENTERPRISE WEBSITES AND SOCIAL MEDIA PRESENCE 


NV16_006 


 


We know that today’s children enjoy interactive online activities. Our MySmileKids 
website was designed to appeal to a child’s innate curiosity while promoting good oral 
health. The website (mysmilekids.com) is available to anyone and contains games, 
stories and other fun activities focused on children. The site is also available in Spanish. 
Exhibit 3.3-2, MySmileKids Website, shows the home page. 
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EXHIBIT 3.3-2, MYSMILEKIDS WEBSITE 


NV16_005 


Measuring Outreach Against Utilization Rates 


Delta Dental’s experience with government dental plans confirms the value of setting 
specific goals for distinct program components based on the relative success or failure 
of the previous year’s activity. For the Nevada DBA program, we propose, in 
collaboration with the DHCFP, to set key criteria that will help us establish outreach 
goals, identify outcomes to be measured following each outreach activity, measure the 
results and then evaluate those results against utilization rates. For example, if we learn 
during an outreach event that a recipient needs help locating a dentist, calling that 
recipient after the event and providing the requested assistance could produce a 
measurable outcome (e.g., increased utilization). As needed, we will use the services of 
our Quality Assurance and Improvement staff, Delta Dental statisticians and other 
appropriate experts to help ensure that the tracking, monitoring and evaluation 
processes meet all requirements for data integrity, validity and statistical significance. 
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Member Education 


3.3.4.2 The vendor must at a minimum develop and implement health 


education initiatives that effectively and accurately educate members about: 


 


A.  How the dental program operates; 


 


B.  Medically Necessary Covered Dental Services, benefit limitations, and 


any Value-Added services offered by the vendor; 


 


C. Dental Exams and preventive care; 


 


D.  The importance of oral health, proper nutrition and including the 


relationship between oral health and systemic/overall health;  


 


E.  Oral health literacy; and  


 


F.  Non-Emergency Transportation for Medicaid Members. 


 


The vendor is encouraged to offer additional preventive or cost-effective 


services to enrolled recipients if the services do not increase the cost to the 


State. 


Delta Dental will design, produce and distribute member materials for the Nevada DBA 
program in compliance with RFP requirements. Throughout the contract period, we will 
produce and mail an orientation packet to each new recipient within 10 days of 
enrollment. The packet will contain the following orientation materials: 


 


 Welcome Letter – The welcome letter congratulates the new recipient for participating in 
the Nevada DBA program and describes the materials in the orientation packet. The letter 
explains Delta Dental’s role as the dental benefits administrator and the recipient’s 
relationship with Delta Dental. It includes our toll-free Call Center telephone number and a 
statement that the recipient may contact us with any questions, to locate a dentist and to 
obtain appointment assistance. It also encourages the recipient to maintain a relationship 
with a primary care dentist and explains the importance of a dental home. 


 Recipient Identification Card – The recipient identification (ID) card is a durable, laminated 
peel-off segment of the welcome letter. This presentation of the card serves to 
personalize the welcome letter, helps to ensure that the card will not be overlooked 
among the other materials in the orientation packet and gives the new recipient an 
immediate signal that his or her enrollment is official. The card includes the recipient’s 
name, ID number and effective date of coverage, as well as any other information required 
by contract and state/federal regulations. In addition, the card gives useful information 
about the Delta Dental plan, including our name, toll-free Call Center number, website 
address and the states’ toll-free telephone number if applicable. With DHCFP’s 
permission, we propose the following: 
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 We will add the recipient’s primary language on the ID card to better assist provider 
office staff in communicating and recording the primary language in the patient’s 
record. 


 We will send a temporary ID card with the orientation packet. The temporary card will 
allow the recipient to see any network dentist until he or she selects a dental home 
dentist. (If the recipient does not select a dental home dentist within the first five days 
of enrollment, Delta Dental will select one for the recipient.) 


 We will send each recipient a permanent ID card that includes all required information 
and the dental home dentist’s name, address and telephone number. 


 Member Handbook – This handbook is the recipient’s primary written source for details 
about the program. It includes, at a minimum, the following sections: 


 Introduction – Welcomes the recipient to the dental plan, explains how to use the 
handbook, explains the relationship between Delta Dental and the recipient, and lists 
our toll-free Call Center telephone number with a statement that the recipient may 
contact us for help locating a dentist, obtaining appointment assistance and obtaining 
answers to any other questions. 


 Definitions – Presents a list of words and terms to help the recipient understand the 
content of the handbook. 


 Importance of Dental Care and a Dental Home – Explains the importance of regular 
dental care and good oral hygiene, with an emphasis on preventive care (e.g., the 
appropriate schedule for dental care and instructions for brushing and flossing teeth). 
Explains the purpose and importance of a dental home and having a primary care 
dentist. 


 Recipient Rights and Responsibilities – Explains the rights and responsibilities of 
each program recipient. 


 Covered Dental Services – Provides a list of covered services, including but not 
limited to how to obtain emergency dental care. 


 Accessing Care – Explains how to access transportation services and how to access 
information and services for the hearing-impaired, vision-impaired and recipients for 
whom English is not their primary language. 


 Using the Dental Plan – Explains how to choose a dental home dentist, how to 
schedule appointments and how to obtain emergency and urgent dental care services 
and related topics. Explains that covered dental services are available at no cost and 
without cost-sharing responsibilities for recipients. 


 Grievance and Appeals Process – Describes how to file a grievance and/or appeal, 
including the roles of Delta Dental and DHMH in those processes. 


 General Information – Covers issues such as coordination of benefits and the 
availability of the states’ toll free telephone number if applicable. 


 Provider Directory – The provider directory lists Delta Dental’s network of highly qualified 
general, pediatric and other specialty dentists. The directory is sorted by county and 
specialty and, for each office location, includes the provider name, address, telephone 
numbers, office hours, foreign languages spoken, specialties, whether or not the provider 
is accepting new patients, any practice limitations (e.g., willingness to serve children and 
adults with special health care needs) and any age restrictions. 


 Notice of Privacy Practices – In compliance with the Health Insurance Portability and 
Accountability Act (HIPAA), each orientation packet includes a notice about Delta Dental’s 
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privacy practices. This notice describes how medical and dental information about each 
recipient is protected and how this information may be used by Delta Dental. It also 
informs the recipient of his or her rights regarding personal health information and how 
to contact us with questions or concerns about this notice. 


 Educational Brochures – With DHMH’s approval, we propose to include one or more 
educational brochures that give recipients important information on topics such as 
regular dental visits and good oral hygiene. 


Items 1–12 in the exhibit below give the titles of outreach materials on each topic and the 
formats in which they are available. All of the examples listed are accessible on our 
deltadentalins.com website as on-line articles and/or downloadable files or on our 
MySmileKids.com website. 


EXHIBIT 3.3-3, EXAMPLES OF RECIPIENT EDUCATIONAL MATERIALS 


Topic Title Format 


1 Importance of good oral health 
during childhood and pregnancy 


“Smile: You’re Expecting” Downloadable fact sheet 


2 Need for a dental visit and/or 
risk assessment on or before 
age one 


 “When Should Your 
Child First Visit the 
Dentist? It Might Be 
Earlier Than You 
Think” 


On-line article 


3 Prevention of oral disease  “Make a Game Plan 
for Healthy Teeth” 


 “Children’s Cavity 
Risk Quiz” 


 “Avoid Gum Disease 
with Good Oral 
Hygiene” 


Downloadable fact sheet, 
MySmileKids.com quiz 
and/or on-line video 


4 Safety of dental care during 
pregnancy 


 “Pregnancy and Oral 
Health” 


On-line article 


5 Anticipatory guidance for 
prevention of early 
childhood caries 


 “Caring for 
Your Children’s 
Teeth” 


 “Brushing and 
Flossing” 


Downloadable fact sheet 
and/or MySmileKids.com 
article 
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Topic Title Format 


6 Importance of diet in 
preventing oral health 
problems such as the impact 
of bottles and sippy cups on 
oral disease 


 “Staying Healthy on 
the Go” 


 “What’s Baby 
Bottle Tooth 
Decay?” 


 “Diet and Your Dental 
Health” 


Downloadable fact 
sheet, on-line article 
and/or on- line video 


7 Counseling for oral habits such 
as pacifiers 


 “Baby Pacifiers: 
Pros and Cons” 


On-line article 


8 Importance of water fluoridation 
and fluoride in toothpaste, 
varnish, mouth rinse and gels 


 “The Facts about 
Fluoride” 


On-line article 


9 Appropriate use of fluoride 
supplements 


 “Fluoridation 
Initiatives” 


On-line article 


10 Prevention of oral facial 
trauma and resources to 
assist in the detection of 
child abuse and/or neglect 


 “All About Mouth 
Guards” 


On-line article 


3.3.5 OUT-OF-NETWORK SERVICES 


3.3.5 Out-of-Network Services 


 


If the vendor’s provider network is unable to provide medically necessary 


services covered under the plan to a particular recipient, the vendor must 


adequately and timely cover these services out of network for the recipient for 


as long as the vendor is unable to provide them. The vendor benefit package 


includes covered medically necessary dental services for which the vendor 


must reimburse certain types of providers with whom formal contracts may not 


be in place.  The vendor must also coordinate these services with other services 


in the vendor benefit package.   


 


3.3.5.1 When it is necessary for enrolled recipients to obtain services from out-


of-network providers (i.e. the recipient needs to see a specialist for which the 


vendor has no such specialist in its network), the vendor must: 


 


A.  Coordinate the care with out-of-network providers;  
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B.  Offer the opportunity to the out-of-network provider to become part of the 


network; and 


 


C. Negotiate a contract to determine the rate prior to services being rendered 


or pay no more than the Medicaid FFS rate. 


 


3.3.5.2 When it is necessary for recipients to obtain services from an out-of-


state (OOS) provider, the vendor must negotiate a contract to determine the 


rate prior to services being rendered.  The vendor must inform the provider to 


accept vendor reimbursement as payment in full.  The only exception is for TPL.  


The OOS provider must not bill, accept or retain payments from Medicaid or 


Nevada Check Up recipients.     


Delta Dental’s Recipient Services Department in our Call Center assists recipients in 
selecting a primary care dentist or other network dentist who meets the recipient’s 
needs. Using an automated system that accepts multiple variables, the customer service 
representative (CSR) identifies one or more providers who best meet the recipient’s 
criteria and communicates the requested information to the caller. However, if no 
network provider is available to meet a recipient’s special needs, the CSR will work with 
Delta Dental’s local Provider Relations (PR) representatives to find an out-of-network 
provider.  


Our PR representatives will reside in Nevada, and will have first hand knowledge of 
providers who are included, and not included, in Delta Dental’s Nevada DBA program 
provider network. This specific experience will be key in arranging out-of-network and/or 
emergency services for the recipient as well as specialty services that may not be 
available from a network provider. The PR representative first contacts the provider to 
arrange for out-of-network emergency or speciality services, and then follows up to 
extend an offer to contract with Delta Dental and join the network. 


Delta Dental has established procedures to ensure that recipients have timely access to 
an out-of-network dentist when covered services are not available from a network 
dentist. The most common need for out-of-network services occurs during emergencies 
or travel outside the recipient’s normal service area. Unusual circumstances can also 
necessitate the use of a non-network dentist for non-emergency care within the 
recipient’s usual service area. Delta Dental’s network will provide broad coverage in 
every dental specialty field, but we also plan for that infrequent situation in which a 
recipient’s dental condition or health status requires a highly specialized provider – one 
who is not participating in the network – to render the most appropriate care. We have an 
extensive provider network already contracted in support of our commercial dental 
benefit products. This commercial network will provide immeasurable assistance in 
ensuring that out-of-network services can be provided without undue delay in the event a 
network provider is not available. 


Primary care dentists participating in the Nevada DBA program network are required by 
contract to maintain a referral process to another dentist whenever the primary care 
dentist is unavailable (e.g., on vacation or after business hours). During business hours, 
the dentist’s staff will communicate this information to the recipient; after business 
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hours, this information is communicated via a recorded message on the dentist’s 
business number or through an answering service. Our Recipient Services staff can also 
assist recipients with obtaining referral information if the recipient calls the toll-free 
number shown on his or her member identification card, on the website or in the member 
handbook. Each primary care dentist’s referral arrangements are required to be 
submitted to Delta Dental for pre-approval and require a non-network referral dentist to 
adhere to Nevada DBA program requirements, including no out-of-pocket expense to the 
recipient. 


In other instances where care by a non-network dentist may be indicated, the primary 
care or specialist dentist will contact Delta Dental to arrange for the necessary service. A 
recipient could also initiate the request, in which case Delta Dental would contact the 
primary care dentist, as appropriate, to obtain clinical information. Based on the 
recipient’s dental information, Delta Dental’s PR representatives will work with the 
recipient and primary care or specialist dentist to make arrangements to obtain care from 
a qualified non-network dentist if there is concurrence that an appropriate network 
dentist is unavailable within the recipient’s service area. Our PR representatives will 
identify one or more non-network dentists (whose locations are in closest proximity to 
the recipient) who offer the appropriate services, are in good standing with licensing 
agencies, and agree to bill Delta Dental directly – emphasizing that the recipient is to be 
assured that he or she will not incur a cost. PR representatives will follow the recipient’s 
progress and continuation of care to transition the recipient to appropriate care within 
the network as soon as the necessary services are completed.  


Delta Dental network providers receive training and materials that cover the policies and 
procedures related to out-of-network dental services for Nevada DBA program recipients. 
Our PR and Call Center staff members are also available to assist network and non-
network dentists with obtaining authorization and coordinating care when necessary 
services are not available to a recipient within our panel of network dentists. Our network 
management team monitors out-of-network activity and if a pattern of use in sufficient 
numbers for a particular type of care or in a geographic area emerges, we take action to 
recruit additional providers to provide these services within the network whenever 
possible. 


No referral is necessary for emergency dental care. Recipients who need emergency 
dental care will first be directed to the nearest network dentist. If a network dentist is not 
found to be within the allotted time and/or distance parameters or the recipient is outside 
the state of Nevada at the time, Delta Dental will locate a qualified U.S. dentist in good 
standing with his or her state’s licensing board to provide covered services at no cost to 
the recipient. When it is necessary to use an out-of-state provider, Delta Dental’s PR 
representatives and case managers work with the provider to negotiate a contract to 
determine the rate prior to services being rendered. The PR representatives inform the 
provider that they may not bill, accept or retain payments from recipients, with the 
exception of Third Party Liability (TPL) payments. If the recipient is out of the area or the 
identified dental provider is otherwise unavailable, Delta Dental will authorize payment 
for necessary covered emergency services, unless we reasonably determine that the 
emergency services and care were never performed or the recipient did not require 
emergency services and care (and should reasonably have known that an emergency did 
not exist). 
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3.3.6 EMERGENCY DENTAL SERVICES 


3.3.6 Emergency Dental Services 


Delta Dental’s primary goal for the Dental Plan will be to improve and stabilize oral health 
of program recipients. In partnership with our providers, we commit to ensuring access 
to high-quality dental care, including access to specialists, urgent care and 24-hour 
emergency care. 


A dental emergency is defined as a level of care required for the treatment of an injury or 
an acute illness that, if not treated immediately, could reasonably result in serious or 
permanent damage to the recipient’s health. Delta Dental has policies and procedures in 
place to expedite recipient access to the most readily available and appropriate dental 
care in the event of an emergency, regardless of the provider’s network status. Our 
member materials (e.g., member handbook and website) advise recipients to go to the 
nearest emergency services facility in the event of an emergency that requires immediate 
treatment. Recipients may also call our toll-free Call Center in these situations. Customer 
Service Representatives (CSRs) can be reached 24 hours a day, 365 days a year and can 
direct the recipient to the closest facility or provider. Case managers will also facilitate 
data sharing as necessary with the direction of any Nevada guidelines. We also require 
primary care dentists to make emergency services information available through their 
office staff during business hours and on their recorded messages or via answering 
services after business hours. We provide recipients with a clear and consistent 
message in the event of a dental emergency to get necessary care from the closest 
available resource as quickly as possible. 


Delta Dental’s policy will cover any incurred professional provider services that pertain 
to dental emergency fees. However, claims that are obtained and/or required by the 
facility are not covered.  


Instructing Recipient to Seek Emergency Care  


3.3.6.1 The vendor may not deny payment for emergency services treatment 


when a representative of the vendor instructs the recipient to seek emergency 


services care.  


Delta Dental will not deny payment for emergency dental services when one of our 
representatives has instructed a recipient to seek emergency services care. 


Responsibility for Dental Related Services 


3.3.6.2 The vendor shall be responsible for dental related services provided in 


an emergency.  


Delta Dental covers dental related services provided in an emergency to eligible 
recipients.  
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Emergency Dental Services Restrictions 


3.3.6.3 In providing for emergency dental services and care as a covered 


service, the vendor shall not:  


 


A.  Require prior authorization for emergency dental services and care.  


 


B.  Indicate that emergencies are covered only if care is secured within a 


certain period of time.  


 


C.  Use terms such as “life threatening” or “bona fide” to qualify the kind 


of emergency that is covered.  


 


D.  Deny payment based on the member’s failure to notify the vendor in 


advance or within a certain period of time after the care is given.  


No referral or prior authorization is necessary for emergency dental care. Based on the 
definition of a dental emergency as a level of care required for the treatment of an injury 
or an acute illness that, if not treated immediately, could reasonably result in serious or 
permanent damage to the recipient’s health, we do not require or indicate that 
emergencies are covered only if care is secured within a certain period of time, nor do we 
use terms such as “life threatening” or “bona fide” to qualify coverage.  


Delta Dental will authorize payment for necessary covered emergency services, unless 
we reasonably determine that the emergency services and care were never performed or 
the recipient did not require emergency services and care (and should reasonably have 
known that an emergency did not exist). We do not require that the member notify us in 
advance or within a certain period of time after the care is given. 


Emergency Dental Care Under the Medical Benefit 


3.3.6.4 The vendor shall not deny payment for emergency dental care unless 


it is performed under the medical benefit in a hospital, emergency room or 


ambulatory surgery center.  


Delta Dental acknowledges that we are responsible for emergency dental care, unless it 
is provided in a hospital, emergency room or ambulatory surgery center as part of 
Medicaid or CHIP medical benefits. 


Stabilization of Condition 


3.3.6.5 The vendor shall not deny payment for treatment obtained when a 


member had an emergency dental condition and stabilization of condition, 


including cases in which the absence of immediate dental attention would not 


have had the outcomes specified in 42 CFR §438.114(a) of the definition of an 


emergency dental condition.  
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In determining payment for emergency dental services, Delta Dental will authorize 
payment for necessary covered emergency services and stabilization of the condition, 
unless we reasonably determine that the emergency services and care were never 
performed or the recipient did not require emergency services and care (and should 
reasonably have known that an emergency did not exist). 


Emergency Dental Coverage Under the Medical Benefit 


3.3.6.6 The vendor is not responsible for emergency dental coverage 


provided on an emergency basis in a hospital, emergency room or ambulatory 


surgery center under the medical benefit which may include dislocated jaw, 


traumatic damage to teeth and supporting structures, and removal of cysts; 


treatment of oral abscess of tooth or gum origin; treatment and devices for 


correction of craniofacial anomalies; and drugs. 


Delta Dental acknowledges that we are not responsible for emergency dental care when 
it is provided in a hospital, emergency room or ambulatory surgery center as part of 
Medicaid or CHIP medical benefits. Medical benefits cover limited emergency dental 
coverage for dislocated jaw, traumatic damage to teeth and supporting structures, and 
removal of cysts; treatment of oral abscess of tooth or gum origin; treatment and devices 
for correction of craniofacial anomalies; and drugs. 


Timely Filing of Emergency Dental Services by Non-Contracting 
Provider 


3.3.6.7 The vendor shall not deny emergency dental services claims 


submitted by a non-contracting provider solely based on the period between 


the date of service and the date of clean claim submission unless that period 


exceeds 365 days.  


Delta Dental will not deny emergency dental services claims from non-network (i.e., non-
contracting) providers for timely filing deadlines, unless the claim is filed beyond 365 
days from the date of service. 


Non-Emergent Services Provided in Emergency Room 


3.3.6.8 Non-emergent services provided in an emergency room are a 


covered service. Providers are expected to follow national coding guidelines 


by billing at the most appropriate level for any services provided in an 


emergency room setting. 


Delta Dental agrees that otherwise covered, non-emergent services may be provided in 
an emergency room. The use of an emergency room location to render these services 
does not pose a non-covered situation; conversely the use of an emergency room does 
not inherently indicate that emergency services were rendered.  
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Provider contracts stipulate that services must be billed using the most appropriate 
national coding (e.g., most current CDT version) level for the service rendered regardless 
of setting. Claim submissions are edited and reviewed for possible up-coding, that is, to 
ensure that the service code billed is appropriate for the service rendered. This is 
achieved through the evaluation of the service code, diagnosis code(s), tooth/surface 
codes, and location billed, among other claim data. Up-coded claims are rejected and 
reduced according to the program policy.  


Post-Stabilization Services 


3.3.6.9 Post-Stabilization Services 


 


The vendor is financially responsible for:   


 


A.  Post-stabilization services obtained within or outside the network that 


are pre-approved by a network provider or organization representative;   


 


B.  Post-stabilization services obtained within or outside the network that 


are not pre-approved by a network provider or other organization 


representative, but administered to maintain the recipient's stabilized condition 


within one (1) hour of a request to the vendor for pre-approval of further post-


stabilization care services;  


 


C. Post-stabilization care services obtained within or outside the network that 


are not pre-approved by a network provider or other organization 


representative, but are administered to maintain, improve, or resolve the 


recipient's stabilized condition if vendor does not respond to a request for pre-


approval within one (1) hour, or the vendor cannot be contacted or the 


vendor and the treating physician cannot reach an agreement concerning the 


recipient's care and a network provider or other organization representative is 


not available for consultation.  In this situation, the vendor must give the 


treating physician the opportunity to consult with a network physician and the 


treating physician may continue with care of the recipient until a network 


physician is reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 


422.113 is met; 


 


D.  Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the vendor’s 


financial responsibility for post-stabilization care it has not pre-approved ends 


when a network physician with privileges at the treating hospital assumes 


responsibility for the recipient’s care or a network physician assumes 


responsibility for the recipient's care through transfer or the vendor and the 


treating physician reach an agreement concerning the recipient's care or the 


recipient is discharged; and 
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E.  Pursuant to CFR 438.114(e), the vendor charges for post stabilization 


care services provided by an out-of-network provider to a recipient may be no 


greater than the amount the vendor would charge if the services had been 


obtained in network.  


Delta Dental understands and agrees that we are financially responsible for post-
stabilization services as described in this section. 


Coordination with Other Vendors and Other Services 


3.3.6.10 Coordination with Other Vendors and Other Services  


 


Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the vendor is required to 


implement procedures to coordinate services it may provide to the recipient 


with the services the recipient may receive from any other vendor.  Upon 


request or notification of need, the vendor is required to communicate with 


other vendors serving the recipient the results of its identification and 


assessment of any special health care needs to ensure that services are not 


duplicated, and to ensure continuity of care.  The vendor’s procedures must 


ensure that, in the process of coordinating care, each recipient’s privacy is 


protected consistent with the confidentiality requirements in 45 CFR Parts 160 


and 164 [(the Health Insurance Portability and Accountability Act (HIPAA)]. 


 


A.  The vendor will be responsible for coordinating services with other 


appropriate Nevada Medicaid and non-Medicaid programs.  This coordination 


includes electronic data sharing for integrated health care. 


 


B.  In addition, the vendor is responsible to ensuring continuity of services 


for recipients with special needs.  These recipients may include, but are not 


limited to:  juveniles temporarily detained by a state or county agency; Seriously 


Emotionally Disturbed children, adults with Severe Mental Illness and individuals 


with substance abuse disorders; Children with Special Health Care Needs; 


homeless recipients; recipients with chronic conditions; women with 


pregnancies, and referring orthodontic recipients to their appropriate Dental 


Home for periodic examinations and cleanings.   


Delta Dental understands and agrees to our obligation to coordinate services we provide 
to the recipient with services the recipient may receive from any other vendor, such as 
managed care organizations or primary care physicians.  


We comply with the requirements of this section in two primary ways: through our 
provider contracts and through Delta Dental’s case management services. Coordination 
of services with other vendors and programs as described in this requirement are 
stipulated as an obligation in our contracts with providers, including the obligation to be 
consistent with HIPAA confidentiality requirements and to participate in electronic data 
sharing for integrated health care.  
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Delta Dental’s case management services team also performs various coordination of 
services activities, such as facilitating data sharing between Medicaid and non-Medicaid 
programs and assuring continuity of care for recipients with special needs. Recipients 
with special needs may require assistance locating providers who can accommodate 
their needs, or assistance securing non-emergency medical transportation to their dental 
provider. 


For example, if a special needs recipient requires concurrent and/or coordinated medical 
treatment or dental care in a hospital setting, our case management team will work with 
the recipient’s medical plan and providers to facilitate the comprehensive care to be 
rendered. Or, as another example, we may need to coordinate care if a special needs 
recipient’s physical or mental condition makes sedation or anesthesia a prerequisite to 
dental treatment and we determine – in conjunction with the provider – that safe delivery 
of the dental procedure can best be ensured in an ambulatory surgical setting. 


Federally Qualified Health Center (FQHC) 


3.3.6.11 Federally Qualified Health Center (FQHC) 


 


The vendor must pay for services provided by a Federally Qualified Health 


Center (FQHC).  Vendors may enter into contracts with FQHCs provided that 


payments are at least equal to the amount paid to other providers for similar 


services. If the vendor does not have a contract with an FQHC, the vendor 


must pay at a rate equivalent to the FFS rate. This does not apply to out of 


network providers of emergency services. The vendor must demonstrate a 


good faith effort to negotiate a contract with FQHCs and include all licensed 


and qualified FQHC providers in the vendor’s network.  Contracting with just 


one provider at each FQHC does not constitute a good faith effort to include 


the FQHC in the vendor’s network. The vendor must report to the DHCFP 


payments and visits made to FQHCs. The DHCFP is responsible for FQHC wrap 


payments; the vendor will be responsible for quarterly reporting on FQHC 


activity.     


Delta Dental’s approach to provider network management includes building relationships 
with rural clinics that offer dental services, including federally qualified health centers 
(FQHCs), rural health clinics (RHCs) and American Indian Nation health clinics to extend 
access for recipients near those facilities. FQHCs are frequently the safety net providers 
for Medicaid recipients and may be providing dental services to a number of recipients 
already. 


FQHCs will be included in our network and paid appropriately, consistent with applicable 
regulations. Our contracts compensate FQHC providers at payment amounts at least 
equal to the amounts paid to other providers for similar services. Our provider network 
reporting will demonstrate our good faith efforts to include in our network, and negotiate 
contracts with, all licensed and qualified FQHC providers.  
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When non-emergency services are rendered by an out-of-network FQHC provider, Delta 
Dental pays the claim at a rate equivalent to the fee-for-service (FFS) rate. When 
emergency services are rendered by an out-of-network FQHC provider, the provisions for 
out-of-network services apply and Delta Dental pays the claim based on a single case 
agreement. Delta Dental’s case management staff negotiate per-procedure or per-case 
rates with non-network providers who provide emergency care. 
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3.4 ENROLLMENT REQUIREMENTS AND LIMITATIONS  


Delta Dental commits to complying with all Nevada DBA program enrollment 
requirements and limitations provisions in RFP Subsection 3.4, Enrollment Requirements 
and Limitations. We describe our approach to meeting the RFP requirements in the 
sections that follow. 


3.4.1 ELIGIBILITY AND ENROLLMENT 


3.4.1 The vendor eligibility and enrollment functions are the responsibility of 


the DHCFP and the DWSS. The vendor shall establish and implement enrollment 


procedures and maintain applicable enrolled recipient data.  The vendor shall 


accept each recipient who is enrolled in or assigned to the vendor by the 


DHCFP and/or its enrollment sections and/or for whom a capitation payment 


has been made or will be made by the DHCFP to the vendor.  The first date a 


Medicaid or Nevada Check Up-eligible recipient will be enrolled is not earlier 


than the applicable date in the vendor’s specified contract.  


Delta Dental affirms that we have carefully reviewed the RFP and understand the 
eligibility and enrollment processes detailed therein. We have furnished dental benefits 
to many state agencies in the past and currently serve as a CHIP/Medicaid dental 
contractor in many as well. Based on our extensive and varied experience receiving and 
processing eligibility data files electronically, we are thoroughly familiar with the 
mechanisms and time frames applicable to transmission of eligibility and enrollment 
data. We are also keenly aware of the challenges and problems associated with 
coordinating eligibility and enrollment activities, and as such have developed a 
structured methodology for management controls, along with standard procedures and 
tools to handle enrollments on a timely basis. Automated job scheduling and monitoring 
are used to ensure that eligibility updates occur as scheduled, in an effort to prevent any 
issues related to access to coverage. Our approach to processing enrollment data and 
materials for the Nevada DBA program is displayed on diagram in Exhibit 3.4-1, Nevada 
DBA Program Enrollment Flow Chart. 
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EXHIBIT 3.4-1, NEVADA DBA PROGRAM ENROLLMENT FLOW CHART 


NV16_001 


 


Delta Dental will use our support system, the Enterprise System for Processing (ESP), to 
receive, process and maintain eligibility data. ESP accepts daily update files and full 
replacement files. Files are transmitted by authorized trading partners/customers and are 
securely loaded into the designated location upon successful account authentication.  


The file intake process begins by moving inbound eligibility enrollment files to a 
dedicated drop zone for the Enrollment Eligibility Processing job. The Batch Member 
Interface (BMI) then processes and loads the information into the MetaVance system for 
eligibility verification, claims processing, and other functions that rely on the data. The 
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Enrollment Eligibility Processing and BMI processes run automatically at scheduled 
intervals daily.  


The ESP sends automated emails to the appropriate email distribution list at the time of 
file receipt, acknowledging the receipt of the daily eligibility file. The ESP also sends 
alerts and emails to appropriate email distribution lists, including the Department of 
Health Care Finance and Policy (DHCFP) and trading partner email addresses, when 
there are issues of retrieving or loading daily eligibility data files. Standard information 
communicated to internal and external parties includes statistics of successful loads, 
including numbers of add, reinstatement, and rejected records. 


Enrollment data is loaded from the daily 834 transaction files into the MetaVance system, 
which uses the recipient enrollment information for dental claims adjudication and 
authorization purposes. In this manner, Delta Dental always has the most current 
enrollment and eligibility information available. Delta Dental’s MetaVance system 
successfully manages the large eligibility database required for our contracts. Each 
client is assigned a unique Delta Dental group number and all eligible primary members’ 
identifiers are linked to that group number. Eligibility information is automatically verified 
when a dental claim is received for processing.  


During the start-up period, we will work cooperatively with the DHCFP technical staff 
and/or designated representatives to define specific parameters, establish connectivity 
and clarify protocols for accepting and loading eligibility file updates.  


We will accept each recipient who is enrolled in, or assigned to us by the DHCFP and/or 
its enrollment sections, and/or for whom a capitation payment has been made or will be 
made by the DHCFP to us. 


We acknowledge and understand that the first date a Medicaid or Nevada Check Up-
eligible recipient will be enrolled is not earlier than the applicable date in our specified 
contract. 


3.4.2 VENDOR ENROLLMENT 


3.4.2 The vendor must accept recipients eligible for enrollment in the order 


in which they apply without restriction, up to the limits set under the contract 42 


CFR 438.6(d)(1).  The vendor acknowledges that enrollment is mandatory 


except in the case of voluntary enrollment programs that meet the conditions 


set forth in 42 CFR 438.50(a).  Per 42 CFR 438.6(d)(3)(4) the vendor will not, on 


the basis of health status or need for health services, discriminate against 


recipients eligible to enroll. The vendor will not deny the enrollment nor 


discriminate against any Medicaid or Nevada Check Up recipients eligible to 


enroll on the basis of race, color or national origin and will not use any policy or 


practice that has the effect of discrimination on the basis of race, color or 


national origin. The vendor must have written policies and procedures for 


enrolling all eligible populations and receiving monthly and other updates from 
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the DHCFP of recipients enrolled in, the vendor. The vendor will accept as 


enrolled all recipients appearing on monthly enrollment reports.   


Dentists participating in the Nevada DBA program are contractually obligated, as well as 
ethically and professionally bound, to treat all recipients with dignity and respect. Dental 
services must meet the same standards of care and conduct in accordance with practice 
guidelines promulgated by governing bodies such as the American Dental Association, 
dental specialty boards and government regulatory agencies regarding generally 
accepted practices and the latest treatment options and techniques. We monitor provider 
performance on an ongoing basis to ensure compliance with these policies. 


We accept recipients eligible for enrollment in the order in which they apply without 
restriction, up to the limits set under the contract 42 CFR 438.6(d)(1). We acknowledge 
and understand that enrollment is mandatory except in the case of voluntary enrollment 
programs that meet the conditions set forth in 42 CFR 438.50(a). Per 42 CFR 
438.6(d)(3)(4) we will not, on the basis of health status or need for health services, 
discriminate against recipients eligible to enroll. We will not deny the enrollment nor 
discriminate against any Medicaid or Nevada Check Up recipients eligible to enroll on the 
basis of race, color or national origin and will not use any policy or practice that has the 
effect of discrimination on the basis of race, color or national origin.  


Documentation of policies and procedures in support of a business function is a key 
factor in the ongoing quality, consistency and success in meeting the business 
objectives of that function. Further, documented policies and procedures form the 
baseline by which quality improvement activities can be measured. Delta Dental 
documents its policies and procedures in functional area procedure manuals to ensure 
that contract personnel are aware of and have access to current information. 


Enrollment policies and procedures will be included in our policy documentation. We 
understand and acknowledge that the DHCFP will be sending monthly enrollment reports 
and updates, and we will accept as enrolled all recipients included on such reports and 
updates. 


3.4.3 VENDOR ENROLLMENT RESPONSIBILITY 


3.4.3 The vendor is responsible for services rendered during a period of 


retroactive enrollment in situations where eligibility errors have caused an 


individual to not be properly and timely enrolled with the vendor.  In such 


cases, the vendor shall only be obligated to pay for such services that would 


have been authorized by the vendor had the individual been enrolled at the 


time of such services.  For in-state providers in these circumstances, the vendor 


shall pay the providers for such services only in the amounts that would have 


been paid to a contracted provider in the applicable specialty.  Out-of-state 


providers in these circumstances will be paid according to a negotiated rate 


between the vendor and the out-of-state provider.  The timeframe to make 


such corrections will be limited to 180 days from the incorrect enrollment date.  


The DHCFP is responsible for payment of applicable capitation for the 


retroactive coverage.  
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For January through October 2016, Delta Dental has processed a total of 117,196 files 
with an average turnaround time of one day. Delta Dental’s internal policies and 
procedures mandate a 48-hour turnaround time on all enrollment files we receive from 
state agencies, third party administrators (TPAs) or other entities. Our current average 
turnaround time for manual updates is two business days. Further, our system is capable 
of performing retroactive changes to accommodate situations where enrollment 
information is received via supplemental or manual transmission after the first of a 
month, but has a retroactive effective date to the first of the month. 


We can ensure timely claim filing, by using the decision date when eligibility effective 
date is retroactive. Automated system edits check participant information on claims 
against the recipient eligibility file; claims with retroactive eligibility effective dates can 
be suspended for manual review by claims auditors to determine if timely filing limit is 
met. 


We understand and acknowledge we will only be obligated to pay for such services that 
would have been authorized had the recipient been enrolled at the time of such services. 
For in-state providers in these circumstances, we will pay the providers for such services 
only in the amounts that would have been paid to a contracted provider in the applicable 
specialty. We understand and acknowledge out-of-state providers in these 
circumstances will be paid according to a negotiated rate. Such corrections will be 
limited to 180 days from the incorrect enrollment date. We acknowledge the DHCFP is 
responsible for payment of applicable capitation for the retroactive coverage. 


3.4.4 ENROLLMENT INTERFACE 


3.4.4 Enrollment Interface 


 


Upon initiation of the transition phase for a new vendor, the vendor must furnish 


the technical means by which the vendor’s Enrollment Sections can: 


 


A.  Determine the number of recipients each enrolled PDP will accept as 


new patients; and  


 


B.  Transmit recipient elections regarding PDP assignment for the 


forthcoming month.  


We will work with the DHCFP, its TPA and other contracted dental plans to identify 
mechanisms through which we can quickly and accurately identify new recipients 
transferring to us from other dental plans. For example, data elements on the enrollment 
file may serve as indicators, we may be able to implement data exchanges with other 
plans, or we may be notified by recipients and/or their providers. 


Once these cases are identified, Delta Dental’s Member Services and/or Case 
Management staff will: 


 Identify the provider(s) from whom the recipients received service while in the former 
dental plan; 
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 Determine whether there are any pre-existing authorizations with services yet to be 
delivered (i.e., open authorizations); 


 Obtain copies of any open authorizations; 
 Determine whether the recipients’ current provider is a member of the Delta Dental 


network; 
 If the provider is not in the Delta Dental network, make a referral to provider 


recruitment staff so they can invite the provider to apply for Delta Dental network 
participation; 


 If the provider is not in our network and does not wish to apply for participation, work 
with the recipient to select a qualified, accessible Delta Dental network provider; 


 Facilitate payment for services to the non-network provider until the treatment plan 
covered by the pre-existing authorization is complete, or for a period of 90 days if 
there is no pre-existing authorization and the recipient has not yet made the transition 
to a Delta Dental network provider;  


 Coordinate the transfer of the recipients’ dental records to a Delta Dental network 
provider – if a change of provider is needed – and assist the recipient and/or provider 
in obtaining prior authorization as may be required for ongoing treatment and 


 Transmit recipient elections regarding PDP assignment for the forthcoming month. 


Through the activities described above, Delta Dental will ensure that our recipients have 
easy access to services that assist them in making the transition from one dental plan to 
another. Delta Dental has used this approach effectively in other government dental 
insurance programs and we are confident it will ensure continuity of care for program 
recipients, along with seamless transition of care, when applied in the Nevada DBA 
program. 


Our provider directory lists Delta Dental’s network of highly qualified general, pediatric 
and other specialty dentists. The directory is sorted by county and specialty and, for 
each office location, includes the provider name, address, telephone numbers, office 
hours, foreign languages spoken, specialties, whether or not the provider is accepting 
new patients, any practice limitations (e.g., willingness to serve children and adults with 
special health care needs) and any age restrictions. 


The electronic version of the provider directory will be accessible on the Nevada DBA 
program website. The on-line provider directory will be searchable by ZIP code, city, 
county, provider’s last name, dental office name, language and specialty. Providers who 
are available to render services to new patients will be flagged and easily identifiable. 
The electronic version will be updated whenever there is a change in the network (e.g., 
additions and deletions of providers and changes to a provider’s name, address, 
telephone numbers, office hours, languages spoken, specialties, acceptance-of-new-
patients’ status and practice limitations). 


Delta Dental has well-established processes to help ensure that information in the 
provider directory is accurate and current. Our initial verification occurs during the 
credentialing process. Our provider relations representatives reconfirm that information 
during telephone calls and on-site visits to provider offices. We use bulletins and the 
provider pages of the program website to remind providers to send us any changes in 
their contact information and/or services. In addition, providers may update their 
information on-line by clicking on the “My Profile” link on Delta Dental’s “Provider Tools” 
web page (go.deltadentalins.com/provider-tools). 
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3.4.5 PROVIDER ENROLLMENT ROSTER NOTIFICATION 


3.4.5 Provider Enrollment Roster Notification 


 


The vendor must either notify or provide the means for providers to verify 


recipients’ PDP selection. The vendor must establish and implement a 


mechanism to inform each PDP about any newly enrolled recipients assigned 


to the PDP on at least a monthly basis.  This information must be made 


available to each PCP within five (5) business days of the vendor receiving the 


Membership File.  The Enrollment Sections will pass the Membership File through 


the system for verification of eligibility prior to distribution to the vendor, who will 


in turn be responsible for keeping individual participating providers informed.  


The vendor may elect to update its Membership File more frequently to keep 


PDPs informed of the enrollment activity.  


Under the new DHCFP contract, we will manage the eligibility file and recipient 
termination processes, with overall accountability for ensuring that timely and accurate 
membership updates are applied to the enrollment system from the electronic 
membership files. 


Our enrollment system automatically notifies providers about any newly enrolled 
recipients assigned to the PDP on a monthly basis.  This information will be made 
available to each PCP within five (5) business days of Delta Dental receiving the 
membership file. We will also provide a method for providers to verify recipients’ PDP 
selection on the provider website, in our Provider Tools application. 


3.4.6 TRANSITIONING/TRANSFERRING OF RECIPIENTS 


3.4.6 Transitioning/Transferring of Recipients 


 


It may be necessary to transfer a recipient from one vendor to another or to FFS 


for a variety of reasons.  When notified that a recipient has been transferred to 


another plan or to FFS, the vendor must have written policies and procedures 


for transferring/receiving relevant patient information, dental records and other 


pertinent materials to the other plan or current FFS provider.  This must be done 


in compliance with the Health Insurance Portability and Accountability Act 


(HIPAA) and other privacy laws.  


Delta Dental understands our responsibility for making sure that care is not disrupted for 
enrolled children who have the need to transfer to a different dental plan. Our 
comprehensive approach to member services – combined with proven case management 
methods – will ensure a smooth transition of care for recipients who transfer from Delta 
Dental to other plans. Our membership and provider policies and procedures cover all 
aspects of transferring and receiving patient information, dental records and other 
pertinent materials. 
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Transfers of members to any other plans or networks will be done in compliance with the 
Health Insurance Portability and Accountability Act (HIPAA) and other privacy laws. 
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3.5 RECIPIENT SERVICES  


Delta Dental commits to complying with all Nevada DBA program recipient services 
provisions in RFP Subsection 3.5, Recipient Services. We describe our approach to 
meeting the RFP requirements in the sections that follow. 


3.5.1 INFORMATION REQUIREMENTS 


3.5.1 Information Requirements  


Written Information 


3.5.1.1 The vendor must have written information about its services and 


access to services including Recipient Services phone number available to 


recipients and potential recipients.  This written information must also be 


available in the prevalent non-English languages, as determined by the State, 


in its particular geographic service area.  The vendor must make free, oral 


interpretation services available to each recipient and potential recipient.  This 


applies to all non-English languages, not just those that the State identifies as 


prevalent.  


 


Delta Dental’s written Nevada DBA program member materials, including the website, 
educational materials and correspondence, will be available in languages other than 
English, including Spanish and any other languages spoken by 5% or more of Delta 
Dental’s total program recipients, and will comply with federal Title XXI regulations. 
Materials will be prepared at or below an eighth-grade reading level as measured by the 
Flesch-Kincaid readability index. Our Call Center phone number is included in the 
member handbook, the member’s ID card, and on our website.  


All materials will be accessible at no cost to visually impaired and special needs 
recipients in their preferred format (e.g., Braille, large print, audiotape or CD). Hearing- 
impaired recipients may reach Delta Dental through the Telecommunications Relay 
Service (TRS) by dialing 711. Recipients who speak languages other than English or 
Spanish can access interpretive services, upon request and at no charge, through our 
Call Center. 


Interpretive Services 


Delta Dental provides sufficient numbers of bilingual and multi-lingual Call Center staff to 
fully support the needs of recipients whose primary language is English or Spanish. To 
assist callers in languages other than English and Spanish, we have 24/7 access to 
interpretive services through our interpretive services telephone vendors. The languages 
available through those vendors encompass approximately 98.6% of all customer 
requests from the more than 6,800 languages spoken in the world today. Through 
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interpretive services vendors, we can also provide American Sign Language and Mexican 
sign language services using video interpretation technology. 


As required for this program, the provider directory will include the foreign languages 
spoken in each network provider’s office. This information will help recipients choose a 
provider who speaks his or her primary language or choose a facility that offers 
interpreting services.  


There is no cost to recipients or providers for interpreting and translating services. 


3.5.1.2 The vendor is required to notify all recipients and potential recipients 


that oral interpretation is available for any language and written information is 


available in prevalent languages.  The vendor must notify all recipients and 


potential recipients how to access this information.  


 


All vital documents including but not limited to orientation materials, the member 
handbook, the provider directory and outreach materials will be translated and available 
in English and Spanish. Many general outreach materials will also be available in 
Chinese. If the DHCFP identifies the need for materials in other languages to 
accommodate recipients with low-English proficiency, we will translate the materials and 
make them available in those other languages. 


Information on the availability of material in other languages is included in the member 
handbook. 


Alternative Formats 


3.5.1.3 The vendor’s written material must use an easily understandable 


format and language.  The vendor must also develop appropriate alternative 


methods for communicating with visually and hearing-impaired recipients, and 


accommodating physically disabled recipients in accordance with the 


requirements of the Americans with Disabilities Act of 1990.  All recipients and 


potential recipients must be informed that this information is available in 


alternative formats and how to access those formats. The vendor will be 


responsible for effectively informing Title XIX Medicaid recipients who are 


eligible for EPSDT services, regardless of any thresholds. 


 


All membership materials will be accessible at no cost to visually impaired and special 
needs recipients in their preferred format (e.g., Braille, large print, audiotape or CD). 
Hearing- impaired recipients may reach Delta Dental through the TRS by dialing 711. 
Recipients who speak languages other than English or Spanish can access interpretive 
services, upon request and at no charge, through our Call Center. This information is 
included in each plan’s recipient handbook. Materials will be prepared at or below an 
eighth-grade reading level as measured by the Flesch-Kincaid readability index. 
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The TRS allows individuals with a hearing or speech impediment to use the telephone 
system via a TTY. The 711 number is the general contact number we give to recipients 
for all our dental plans. The availability of the TTY/Telecommunications Device for the 
Deaf (TDD) service is explained in each plan’s recipient handbook, and the 711 number is 
included on each recipient’s identification (ID) card. 


Availability of Materials in Braille and Other Alternate Formats 


Delta Dental understands that member materials need to be helpful, accurate, 
comprehensive and accessible to all recipients, including those who may have special 
needs. We place a high priority on cultural competency among our staff, which helps to 
ensure that all recipients – regardless of culture, ethnicity, language, literacy level, 
religion or disability – receive the same high-quality services. Part of our ongoing 
cultural competency effort, which will be documented in the cultural competency plan we 
submit to the DHCFP following contract award, includes making member materials 
available in formats designed for visually impaired recipients (e.g., Braille and 
audiotapes). 


3.5.2 MEMBER HANDBOOK 


3.5.2 Member Handbook 


 


The vendor must provide all recipients with a Member Handbook. The vendor 


can meet this requirement by sending the Member Handbook to the head of 


the household. The handbook must be written at no higher than an eighth (8th) 


grade reading level and must conspicuously state the following in bold print. 


 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE 


CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN 


THE VENDOR AND THE RECIPIENT.” 


 


Included in every member welcome packet is a member handbook. The member welcome 
packet is sent to new members within five days of enrolling into the program. Delta 
Dental’s member handbook describes the dental benefits available to recipients in each 
of the target populations and how to access care. 


We prepare a member handbook specific to each program we operate. A sample –from 
our Utah Medicaid contract – of a member handbook similar to the one Delta Dental is 
proposing for the Nevada DBA program is presented in Appendix A, Sample Member 
Handbook. The sample member handbook is presented to give the DHCFP a preview of 
the handbook’s content. We recognize that the handbook requires the DHCFP approval 
and that content, design and formatting may change.  


Materials will be prepared at or below an eighth-grade reading level as measured by the 
Flesch-Kincaid readability index. We understand and acknowledge that the handbook 
must conspicuously state the following in bold print. 
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“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE 
CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN 
THE VENDOR AND THE RECIPIENT.” 


DHCFP Approval 


3.5.2.1 The vendor must submit the Member Handbook to the DHCFP before 


it is published and/or distributed.  The DHCFP will review the handbook and has 


the sole authority to approve or disapprove the handbook, in consultation with 


the Medical Care Advisory Committee (MCAC).  The vendor must agree to 


make modifications in handbook language if requested by the DHCFP, in order 


to comply with the requirements as described above or as required by CMS or 


State law.  In addition, the vendor must maintain documentation that the 


handbook is updated at least once per year. 


 


Delta Dental will comply with all RFP requirements related to submission and review of 
member materials by the DHCFP. Specifically, we will submit to the DHCFP approval: 


 All orientation packet materials 30 days before the Go-Live date, including the participant 
handbook; 


 Required changes, as directed by the DHCFP, to the participant handbook and ID card 
template within five days; 


 All materials, including those developed by entities outside of Delta Dental, at least 10 
calendar days prior to use or on an ongoing basis; 


 Any revisions for re-review and approval whenever revisions are made and 
 All materials in an electronic format whenever possible, including final copies of 


approved materials. 


We understand that the DHCFP reserves the right to withdraw or modify its approval of 
member materials at any time. We understand and acknowledge that we will update the 
member handbook once a year, at a minimum. 


Publishing and Mailing 


3.5.2.2 The vendor must mail the handbook to all recipients within five (5) 


business days of receiving notice of the recipient’s enrollment and must notify 


all recipients of their right to request and obtain this information at least once 


per year or upon request.  The vendor will also publish the Member Handbook 


on the vendor’s Internet website upon contract implementation and will 


update the website, as needed, to keep the Member Handbook current.  At a 


minimum, the information enumerated below must be included in the 


handbook: 


 


A. Orienting new members of its benefits and services including confirmation 


of the recipient's PDP selection or assigned PDP; 
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B. Role of the primary care dentist; 


 


C. The days the office or facility is open and services are available; 


 


D. The address and telephone number of the vendor’s office or facility; 


 


E. How to utilize services in sufficient detail to ensure that recipients 


understand benefit amount, duration and scope including prior authorization 


requirements; 


  


F. What to do in a dental emergency or urgent dental situation including 


how to access emergency dental care after hours and on weekends, or out of 


the service area, inform the member to dial 911 if there is a medical 


emergency; 


 


G. Information on Grievance, Appeals, and Fair Hearing procedures, as 


specified in 42 CFR 438.10(g);  


 


H. A list of current network PDPs who are and who are not accepting new 


patients in the recipient’s service area and all languages spoken; 


 


I. The provider list located on the vendor’s website shall be updated by the 


vendor monthly; 


 


J. Any restrictions on the recipient’s freedom of choice among network 


providers; 


 


K. Procedures for changing a PDP; 


 


L. Recipient rights and protections as specified in 42 CFR 438.100. The vendor 


must maintain written policies and procedures for informing recipients of their 


rights and responsibilities, and must notify recipients of their right to request a 


copy of these rights and responsibilities; 


 


M. Procedures for enrollment and disenrollment; 


 


N. Procedure for referral to specialists or other medically necessary dental 


services; 


 


O. Referral for service that the vendor does not cover because of moral or 


religious objections, the vendor need not provide the information on how or 


where to obtain the service.  The vendor must notify the State and recipient 


regarding services that meet these criteria and in those instances, the State 


must provide the information on where and how to obtain the service; 
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P. Any information regarding cost sharing which may apply for a non-


covered service; 


 


Q. How to access Non-Emergency Transportation; 


 


R. The vendor is required to provide to the recipient upon request, 


information on the structure and operation of the vendor and information 


about provider incentive plans as set forth in 42 CFR 438.6(h); 


 


S. Information the member needs in order to decide among all relevant 


treatment options; 


 


T. The risk, benefits, and consequences of treatment and non-treatment;  


 


U. The member’s right to participate in decisions regarding his or her 


healthcare, including the right to refuse treatment, and to express preferences 


about future treatment decisions; 


 


V. The member handbook must include a distinct section for eligible 


recipients which explains the EPSDT program and includes a list of all the 


services available to children; a statement that services are provided to the 


recipient at no costs and a telephone number which the recipient can call to 


receive assistance in scheduling an appointment; 


 


W. Notification of the recipient’s responsibility to report any third-party 


payment service to the vendor and the importance of doing so; and 


 


X. Explanation of fraud and abuse and how to report suspected cases of 


fraud and abuse, including hotlines, e-mail addresses and the address and 


telephone number of the vendor’s fraud and abuse unit. 


 


Included in every member welcome packet is a member handbook, which will be sent to 
each member within five days of enrollment into the program. Delta Dental’s member 
handbook describes the dental benefits available to recipients in each of the target 
populations and how to access care. Included in the welcome packet is information 
regarding the recipient’s right to request and obtain this information at least once per 
year or upon request. Our handbook is also available in an electronic version on our 
website, and will be updated online as needed. 


This handbook is the recipient’s primary written source for details about the program. It 
includes, at a minimum, the following sections: 


 Introduction – Welcomes the participant to the dental plan, explains how to use the 
handbook, explains the relationship between Delta Dental and the participant, and lists 
our toll-free Call Center telephone number with a statement that the participant may 
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contact us for help locating a dentist, obtaining appointment assistance and obtaining 
answers to any other questions. 


 Definitions – Presents a list of words and terms to help the participant understand the 
content of the handbook. 


 Importance of Dental Care and a Dental Home – Explains the importance of regular dental 
care and good oral hygiene, with an emphasis on preventive care (e.g., the appropriate 
schedule for dental care and instructions for brushing and flossing teeth). Explains the 
purpose and importance of a dental home and having a primary dental provider. 


 Participant Rights and Responsibilities – Explains the rights and responsibilities of each 
program participant. 


 Covered Dental Services – Provides a list of covered services, including but not limited to 
how to obtain emergency dental care. 


 Accessing Care – Explains how to access transportation services and how to access 
information and services for the hearing-impaired, vision-impaired and participants for 
whom English is not their primary language; 


 Using the Dental Plan – Explains how to choose a dental home dentist, how to schedule 
appointments and provides information on non-emergency transportation. This section 
covers how to obtain emergency and urgent dental care services and related topics. It 
also explains that covered dental services are available at no cost and without cost-
sharing responsibilities for participants. Explains the benefit amount, duration and scope 
including prior authorization requirements; 


 Dental Provider – Includes a list of current network PDPs who are and who are not 
accepting new patients in the recipient’s service area and all languages spoken, as well 
as address and phone numbers. (This list is updated online monthly.) Describes 
procedures for changing a PDP; Includes restrictions on the recipient’s freedom of choice 
among network providers; 


 Grievance and Appeals Process – Describes how to file a grievance and/or appeal, 
including the roles of Delta Dental and DFCPH in those processes. 


 Fraud and Abuse – Provides an explanation of fraud and abuse and how to report 
suspected cases of fraud and abuse, including telephone hotlines, e-mail addresses and 
the address and telephone number of the vendor’s fraud and abuse unit; 


 Cost Sharing – Provides information regarding cost sharing which may apply for a non-
covered service; 


 Third Party Payments – Provides a notification of the recipient’s responsibility to report 
any third-party payment service to Delta Dental and the importance of doing so; 


 General Information – Covers issues such as coordination of benefits, the risk, benefits, 
and consequences of treatment and non-treatment, the member’s right to participate in 
decisions regarding his or her healthcare, including the right to refuse treatment, and to 
express preferences about future treatment decisions. Covers information on what to do 
in a dental emergency or urgent dental situation including how to access emergency 
dental care after hours and on weekends, or out of the service area, informing the 
member to dial 911 if there is a medical emergency;  


Delta Dental has no objections on moral or religious grounds to providing coverage for 
the dental services included in the Nevada DBA program. If any such policy is adopted in 
the future, Delta Dental will immediately furnish information about the services we do not 
cover to the DHCFP. 
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Notice of Change 


3.5.2.3 The vendor must give each recipient written notice of any significant 


change, as defined by the State, in any of the enumerations noted above.  The 


vendor shall issue updates to the Member Handbook, 30-days before the 


intended effective date, as described in 42 CFR 438.10(f)(4), when there are 


material changes that will affect access to services and information about the 


DBA Program. The vendor will provide notification when a change directly 


affects the ongoing care of the recipients.  The vendor shall also provide such 


notices in its semi-annual recipient newsletters and shall maintain 


documentation verifying handbook updates. 


Any significant changes to the dental plan affecting recipients will be communicated in 
writing to the recipients. Any required changes to the member handbook will be made 30 
days prior to the intended effective date, at a minimum. Any changes will also be 
provided semi-annually via recipient newsletters. Delta Dental will maintain a record of all 
handbook changes.  


We commit to working cooperatively with the DHCFP to incorporate all plan changes and 
updates within the required time frames. Further, when DHCFP approval is required for 
plan changes, system modifications, material revisions and other items, we will seek and 
obtain such approval before implementing the change. 


Written Notice of Provider Termination 


3.5.2.4 The vendor must give written notice of termination of a contracted 


provider, within fifteen (15) business days after receipt or issuance of the 


termination notice.  This notice shall be provided to each recipient who 


received his/her primary care from, or was seen on a regular basis by, the 


terminated provider. 


In the event a contracted provider leaves the Nevada DBA program or is terminated by 
Delta Dental, we will provide any recipients receiving primary or regular care from this 
provider a written notice of such a termination within 15 days after receipt or issuance of 
the termination notice. 


3.5.3 RECIPIENT SERVICES DEPARTMENT/CONCIERGE SERVICES 


3.5.3 Recipient Services Department/Concierge Services 


 


The vendor shall maintain a Recipient Services Department (that also includes a 


Concierge Service) that personally assists recipients to find a service provider. 


This department must be adequately staffed with qualified individuals who shall 


also assist recipient, recipients’ family members, or other interested parties 


(consistent with laws on confidentiality and privacy) in obtaining information 


and services under the vendor’s plan.  
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Delta Dental has decades of experience performing Call Center functions for government 
programs. In our experience, this form of communication is critical for assisting 
recipients with a wide variety of questions and concerns. Our Call Center will include a 
Concierge Service, all agents will be trained to assist recipients with information and 
services available in our plan. 


For example, recipients may obtain information on locating and accessing a provider, 
program coverage, coordination of benefits and/or treating children with special needs. 
Recipients may also call with requests for interpreter services and assistance with 
appointment scheduling or filing a grievance.  


Call Center staffing will be at a level sufficient to ensure prompt call answering and issue 
resolution. 


Hours of Operation, Toll-Free Hotline 


3.5.3.1 The Recipient Services Department is to be operated at a minimum, 


traditional business hours of Monday through Friday, 8:00 a.m. through 5:00 


p.m., and not less than what is provided to the vendor’s commercial clients, if 


applicable.   


 


3.5.3.2 Ensure that a toll-free hotline telephone number is operated at a 


minimum, traditional business hours of Monday through Friday, 8:00 a.m. 


through 5:00 p.m for recipient access. 


Our Call Center will offer a toll-free number specifically Nevada DBA program recipients. 
Staff will undergo comprehensive training that prepares them to interact efficiently and 
compassionately with recipients. Staff will receive training designed specifically for the 
Nevada DBA program, and will update the training curriculum as program changes 
occur. The Call Center will operate Monday through Friday, from 8 a.m. through 5 p.m. for 
recipient access. 


Recipient Services Department Responsibilities 


3.5.3.3 At a minimum, Recipient Services Department staff must be 


responsible for the following: 


  


A.  Explaining the operation of the vendor; 


 


B.  Explaining covered benefits; 


 


C.  Resolving, recording and tracking recipient grievances and appeals 


in a prompt and timely manner; 


 


D.  Responding to recipient inquiries;  
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E.  Providing Concierge Services; and 


 


F.  If the recipient requires assistance with accessing care, including 


finding a provider, the Recipient Services Department will transfer the recipient 


to the in-person Concierge Services.  The in-person Concierge Service staff will 


assist the recipient to find a provider, this assistance is over and above 


providing a list of network providers or directing to the web.  The Concierge will 


provide the following assistance:  


 


1. Assisting recipients in selecting and/or changing PDPs or Primary 


Dental Care Sites.  The vendor must report any PDP and/or Primary Dental Care 


Sites changes electronically to the DHCFP; 


 


2. Assisting recipient to make appointments and obtain services; the 


vendor is required to find and schedule an appointment if the recipient reports 


they are unable to access or find a provider or make an appointment;  


 


3. Assisting recipient in obtaining out-of-area and out-of-network care; 


and 


 


4. While the Recipient Services Department will not be required to 


operate after business hours, the vendor must comply with the requirement to 


provide urgent care and emergency coverage twenty-four (24) hours per day, 


seven (7) days per week.  The vendor must have written policies and 


procedures describing how recipients can obtain urgent coverage and 


emergency services after business hours and on weekends.   Policies and 


procedures must include provision of direct contact with qualified dental 


professionals.  Participants should be given the option to speak with a qualified 


dental professional during an emergency to advise and direct recipients to the 


correct service location which may include local emergency departments or 


dental offices. Urgent coverage means those problems which, though not life-


threatening, could result in serious injury or disability unless medical attention is 


received.  


Our Customer Service Representatives (CSR) are fully trained to provide Concierge 
Services. This is accurate, timely assistance regarding each dental plan, including but 
not limited the following: 


 Questions regarding covered benefits and general program information 
 Locating a provider 
 Assisting with appointment scheduling 
 Changing providers 
 Assisting with transportation to appointments 
 Providing information on our grievance and appeal process 
 Assisting with interpretive services.  
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Members will have access to urgent and emergency care after hours via our NotifyMD 
service. This service has licensed professional staff that can assist if necessary, which 
will comply with this RFP requirement of coverage 24 hours per day, 7 days per week. 


A brief summary of each of the CSR services is described below. 


Covered Benefits and General Program Information 


CSRs have access to on-line and print reference materials, including program 
information, schedule of benefits, recipient eligibility records, authorization and claim 
records, member handbook and provider manual, communications and correspondence. 
They can respond quickly and easily to most inquiries by accessing those resource 
materials. Questions that require further research or special assistance are forwarded to 
the appropriate Delta Dental staff person for timely review and response. 


Locating a Provider and Assisting with Appointment Scheduling 


CSRs assist callers in selecting a primary dental provider (i.e., to establish a dental 
home) or other network dentist who is geographically located near their residence, 
school or office, speaks the recipient’s primary language and, if applicable, serves 
recipients with special needs. Using an automated system that accepts multiple 
variables, the CSR identifies one or more providers who best meet the recipient’s criteria 
and communicates the requested information to the caller. The CSR will also offer to 
contact the provider’s office to set up the appointment while the recipient is on the line 
or via call-back. 


If the CSR has difficulty locating an acceptable provider during the recipient’s initial call, 
the CSR may need to research the issue and/or engage the services of another Delta 
Dental work group to provide assistance and resolution. For example, if no network 
provider is available to meet a recipient’s special needs, the CSR may escalate the issue 
to a Call Center supervisor who may then need to work with a provider relations 
representative to find an out-of-network provider. At all times throughout the process, 
Call Center staff retain ownership of the issue to ensure its timely resolution. 


Assisting with Transportation to Appointments 


Problems with transportation may make it difficult for recipients to keep appointments. If 
a recipient requests assistance making a dental appointment, the CSR is trained to ask if 
he or she needs other types of assistance such as transportation to and from the 
appointment. If yes, the CSR can provide telephone numbers for transportation services 
(e.g., through a local health department) and also assist the caller with making those 
arrangements. 


Grievance and Appeal Process 


The first indication of a potential grievance usually begins with a recipient’s or provider’s 
telephone call. Our CSRs receive special training regarding the handling of grievances 
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and make every effort to resolve simple administrative issues immediately. For issues 
that require further handling, the CSR provides the caller with the necessary information 
to file a written grievance. Upon request, the CSR assists the caller in completing the 
grievance information and routes the grievance to appropriate staff for review and 
processing.  


Interpretive Services 


Delta Dental provides sufficient numbers of bilingual and multi-lingual Call Center staff to 
fully support the needs of recipients whose primary language is English or Spanish. To 
assist callers in languages other than English and Spanish, we have 24/7 access to 
interpretive services through our interpretive services telephone vendors. The languages 
available through those vendors encompass approximately 98.6% of all customer 
requests from the more than 6,800 languages spoken in the world today. Through 
interpretive services vendors, we can also provide American Sign Language and Mexican 
sign language services using video interpretation technology. 


The provider directory will include the foreign languages spoken in each network 
provider’s office. This information will help recipients choose a provider who speaks his 
or her primary language or choose a facility that offers interpreting services. 


Hearing-impaired recipients may reach Delta Dental through the TRS by dialing 711. The 
TRS allows individuals with a hearing or speech impediment to use the telephone system 
via a TTY. The 711 number is the general contact number we give to recipients for all our 
dental plans. The availability of the TTY/Telecommunications Device for the Deaf (TDD) 
service is explained in each plan’s recipient handbook, and the 711 number is included 
on each recipient’s identification (ID) card. 


There is no cost to recipients or providers for interpreting and translating services. 


3.5.4 DENTAL PROVIDER REQUIREMENTS 


3.5.4 Dental Provider Requirements 


Primary Dental Provider (PDP) or Primary Dental Care Site 


3.5.4.1 Primary Dental Provider (PDP) or Primary Dental Care Site  


 


The vendor shall allow each enrolled recipient the freedom to choose from 


among its participating PDPs and change PDPs as requested. The vendor must 


implement procedures to ensure that each recipient has an ongoing source of 


primary care appropriate to their needs. 


 


Each enrolled recipient must be assigned to a PDP or Primary Dental Care Site, 


within five (5) business days of the effective date of enrollment.  The vendor 


may auto-assign a PDP or Primary Dental Care Site that has traditionally served 
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the Medicaid population to an enrolled recipient who does not make a 


selection at the time of enrollment. 


 


Delta Dental fully supports the DHCFP’s requirement for a Primary Dental Provider (PDP) 
or Primary Dental Care Site, also known as a “dental home”, for recipients in the Nevada 
DBA program. The dental home concept increases the opportunity for good long-term 
oral health by creating an ongoing relationship among recipients, their families and a 
PDP, usually a general or pediatric dentist. Delta Dental’s customized network for the 
program will provide sufficient dental primary care and specialty providers to 
accommodate the needs of program recipients throughout the state. 


Delta Dental’s systems have been designed to perform the functions necessary to 
manage dental home programs such as the Nevada DBA program, including: 


 Assisting newly enrolled recipients to select a PDP from network providers located in 
their geographic area; 


 Assigning newly enrolled recipients who have not selected a PDP to a network provider 
within five days, taking into consideration geographic, language and cultural factors and 
historical usage; 


 Matching members of a household with the same PDP; 
 Enabling recipients to change their PDP on request and 
 Allowing recipients continued use of a provider until the recipient can be transferred to an 


appropriate network provider. 


Twenty-Five Mile Rule 


3.5.4.2 Twenty-Five (25) Mile Rule 


 


The vendor must offer every enrolled recipient a PDP or Primary Dental Care 


Site located within a reasonable distance from the enrolled recipient’s place of 


residence. In a county having a population of 100,000 or more, must have a 


radius of not more than 25 miles between the subscriber or individual enrollee 


and PDP without the written request of the recipient. 


Easy access to a network dentist is of particular concern in publicly funded dental 
programs. In our experience, there can be a number of barriers to vulnerable children 
and their families and adults accessing dental care. In addition to cultural, language and 
education issues, simple transportation can limit participation and contribute to missed 
appointments. Missed appointments are missed opportunities for improving the oral 
health of the recipient and also a source of frustration for network providers, as patients 
frequently give little or no advance notice. 


For these reasons, configuring a dental network that provides the most convenient 
access possible, factoring in public conveyance options, is of paramount importance to 
Delta Dental network specialists. In a county having a population of 100,000 or more, we 
commit to a radius of not more than 25 miles between the subscriber or individual 
recipient and PDP without the written request of the recipient. 







  


 


 RFP #3290 


3–68 Dental Benefits Administrator 


 


Assignment of PDP or Primary Dental Care Site 


3.5.4.3 Assignment of a PDP or Primary Dental Care Site 


 


If an enrolled recipient does not choose a PDP, the vendor shall match enrolled 


recipients with PDPs by one or more of the following criteria:  


 


A.  Assigning enrolled recipients to a provider from whom they have 


previously received services, if the information is available; 


 


B.  Designating a PDP or Primary Dental Care Site who is geographically 


accessible to the enrolled recipient per NAC 695C.160 (25 Mile Rule); and 


 


C.  Assigning all children within a single family to the same PDP. 


The dental home concept increases the opportunity for good long-term oral health by 
creating an ongoing relationship among recipients, their families and a primary dental 
provider (PDP), usually a general or pediatric dentist. Delta Dental’s customized network 
for the program will provide sufficient dental primary care and specialty providers to 
accommodate the needs of program recipients throughout the state. Delta Dental’s 
systems have been designed to perform the functions necessary to manage dental home 
programs such as the Nevada DBA program, including: 


 Assisting newly enrolled recipients to select a PDP from network providers located in 
their geographic area; 


 Assigning newly enrolled recipients who have not selected a PDP to a network provider 
within five days, taking into consideration geographic, language and cultural factors and 
historical usage; 


 Matching members of a household with the same PDP; 
 Enabling recipients to change their PDP on request and 
 Allowing recipients continued use of a provider until the recipient can be transferred to an 


appropriate network provider. 


Changing a PDP or Primary Dental Care Site 


3.5.4.4 Changing a PDP or Primary Dental Care Site   


 


A.  An enrolled recipient may change a PDP or PDCS for any reason.  The 


vendor shall notify enrolled recipients of the procedures for changing PDPs or 


Primary Dental Care Sites.   


 


B.  In cases where a PDP has been terminated, the vendor must notify 


enrolled recipients in writing and allow recipients to select another primary 


Dental provider, or make a re-assignment within fifteen (15) business days of the 


termination effective date, and must provide for urgent care for enrolled 


recipients until re-assignment. 
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C.  The vendor may initiate a PDP or Primary Dental Care Site change for 


an enrolled recipient under the following circumstances: 


 


1. The enrolled recipient’s residence has changed such that distance to 


the PDP is greater than twenty-five (25) miles.  Such change will be made only 


with the consent of the recipient; 


 


2. The PDP ceases to participate in the vendor’s network; or 


 


3. Legal action has been taken against the PDP, which excludes 


provider participation. 


 


D.  The vendor shall track the number of requests to change PDPs and 


the reasons for such requests.  


Our dental plan policies allow enrolled recipient to initate a change in the primary dental 
care provder or site for any reason. Procedures for this are included in the member 
handbook. In the event a PDP has been terminated, we will notify enrolled recipients in 
writing and allow recipients to select another primary dental provider, or make a re-
assignment within 15 business days of the termination effective date, and must provide 
for urgent care for enrolled recipients until re-assignment. 


Delta Dental may initate a change in the primary dental provider or primary dental care 
site under the following circumstances: 


 The enrolled recipient’s residence has changed such that distance to the PDP is greater 
than 25 miles.  Such change will be made only with the consent of the recipient; 


 The PDP ceases to participate in the vendor’s network; or 
 Legal action has been taken against the PDP, which excludes provider participation. 


Dental Homes 


3.5.4.5 Use of Dental Homes  


 


A.  The vendor is encouraged to use existing patient-centered Dental 


homes/health homes, when available and appropriate. 


 


B.  Vendor should use supportive provider services and contracting to 


support the expansion of patient-centered dental homes/health homes. 


 


C.  Vendor is encouraged to use other innovative models, when 


available and appropriate. 


Delta Dental believes that improving access to preventive dental care will improve overall 
dental health for each of the target populations. Through our dental home program and 
communication with recipients’ primary dental providers, we will foster timely and 
appropriate preventive care, diagnostic services and restorative care for recipients. 
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Delta Dental will maintain the dental home program for each Nevada county in its current 
structure. All elements of the program will be in place at the Go-Live date to maintain 
continuity of care for current recipients. We will work with DFCPH to ensure that 
parameters of the current Nevada DBA program structure are incorporated into our 
system, policies and procedures. A copy of the dental home assignment process will be 
submitted to DFCPH during the start-up period. Key features of our dental home 
processes include: 


 Identifying newly enrolled participants to initiate timely dental home selection or 
assignment; 


 Identifying re-enrolled participants to assign their historical dental home, if none is 
selected; 


 Monitoring provider capacity to ensure that participants are not linked to PDPs who have 
reached full capacity; 


 Analyzing individual and overall participant reassignment requests to identify potential 
issues such as access to care, quality of care or misunderstandings regarding benefit 
coverage; 


 Generating a welcome packet that includes explanatory materials and an identification 
card with the PDP contact information, Delta Dental’s website and toll-free Call Center 
number and 


 Producing a variety of operational reports to assess dental home activity. 


Delta Dental’s network provider training and education program will emphasize the role 
of the PDP to ensure that dentists fulfill their critical role in child and adult recipient care. 
PDPs are charged with promoting routine visits for preventive care and screenings in 
accordance with American Academy of Pediatric Dentistry’s (AAPD) and Early and 
Periodic Screening, Diagnosis and Treatment (EPSDT) recommendations for children 
and overall standards of care for adults. They also make referrals to and coordinate with 
specialty dentists to ensure that recipients receive the specialized care needed. 


Should a recipient require dental services prior to the assignment or selection of a PDP, 
he or she may obtain services from any network provider. Our toll-free Call Center staff 
can assist the individual or family member with identifying a conveniently located 
general or specialty dentist to provide the appropriate services. 


3.5.5 CHILDREN WITH SPECIAL HEALTH CARE NEEDS 


3.5.5 Children with Special Health Care Needs (CSHCN) 


Treatment Plans 


3.5.5.1 The vendor must produce a treatment plan for recipients with special 


health care needs who are determined through an assessment by 


appropriately qualified health care professionals to need a course of treatment 


or regular care monitoring.  The treatment plan must be: 
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A.  Developed by the recipient’s primary dental provider with recipient 


participation, and in consultation with any specialists caring for the recipient; 


 


B.  Approved by the vendor in a timely manner, if approval is required by 


the vendor; and 


 


C.  In accordance with any applicable State quality assurance and 


utilization review standards. 


When recipients have been identified as having special needs – such as autism, 
behavioral problems, hemophilia, or another condition requiring special accommodation 
during dental care delivery – they will be assigned to case management staff. These staff 
facilitate continuity of care by coordinating services and benefits among all plans and 
providers involved in the recipients’ care. Further, they work with the recipients to 
support and encourage continued use of the same multidisciplinary treatment team so 
that providers can develop a long-term treatment strategy and effectively monitor 
changes in the recipients’ overall health status. 


Our treatment plans for special needs recipients will be in accordance with any 
applicable State quality assurance and utilization review standards. 


Direct Access to Specialist 


3.5.5.2 Must have a mechanism in place to allow these recipients direct 


access to a specialist through a standing referral or an approved number of 


visits, as deemed appropriate for the recipient’s condition and identified needs. 


Delta Dental’s primary goal for the Nevada DBA program will be to improve and stabilize 
the dental health of recipients. In partnership with program providers, we commit to 
ensuring access to high-quality dental care, including access to specialists, urgent care 
and 24-hour emergency care.  


Recipients may see any primary dental provider (including pediatric dentists) and any 
specialty dentist in the network without a referral. If the recipient requires care from a 
specialty provider, the recipient may call the Call Center to ask for assistance in locating 
a specialist or for clarification of covered benefits but no referral is necessary.  


Coverage of specialty services is contingent on the recipient’s eligibility at the time of 
service and is subject to the recipient’s plan-specific benefits, limitations and exclusions. 
Except in the case of an emergency, specialty services must be performed by a network 
provider. 
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3.6 NETWORK 


Delta Dental commits to complying with all Nevada DBA program provider network 
provisions in RFP Subsection 3.6, Network. We describe our approach to meeting the 
RFP requirements in the sections that follow. 


The vendor is required to establish and manage appropriate provider networks 


and maintain existing written provider agreements with such providers in 


geographically accessible locations. The vendor must maintain a network of 


General Dentists, Pediatric Dentists, Endodontists, Oral Surgeons, Oral and 


Maxillofacial Surgeon, Periodontists and Prostodontists, Dental Hygienists, and 


ancillary services sufficient to provide access to all services covered in this RFP 


in a manner that complies with access standards described in this RFP, in the 


DHCFP’s Access to Care Plan, and the Code of Federal Regulations.  


Consideration must be given to the number of expected recipients that may 


enroll. The vendor when establishing and maintaining its network must consider 


the expected utilization of services and the numbers and types of providers 


given the characteristics and dental care needs of the specific Medicaid 


population enrolled with the vendor. The vendor’s management oversight 


includes, but is not limited to, credentialing, maintenance, provider profiling, 


peer review, dispute resolution and Dental Director Services.  The vendor must 


conduct secret shopper surveys to a statistically sound sample across their 


network as part of the Access to Care Monitoring Plan to identify appointment 


standards and access to services which must be reported annually. 


 


The vendor must describe their approach to network management including if 


the network will be an open or closed network and if some services are 


currently planned to be provided through subcontractors, sub capitation, fee 


for service or alternative models. 


 


Network providers will be required to use designated practice guidelines and 


protocols.  Prior to the contract start date the vendor shall identify the practice 


guidelines it intends to use for acceptance by the DHCFP.  Submission shall 


occur after awarded contract but before the contract start date. The State 


shall accept or reject, in writing, within ten (10) business days of receipt.   


 


If the vendor puts a provider group at substantial financial risk for services not 


provided by the provider group, the vendor must ensure that the provider 


group has adequate stop-loss protection. 


 


One of Delta Dental’s primary network management goals is network stability and 
continuity of care for patients. Establishing a comprehensive, custom network with 
convenient access is the first step of Delta Dental’s network services to the DHCFP and 
program recipients. The second – and equally critical – step is maintaining and 
improving access to dental care throughout the contract term. It is not unusual for Delta 
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Dental to achieve dentist retention rates of 99% for our customers, including those 
serving Medicaid populations. 


We regard our provider network for the Nevada DBA program as a critical asset, and it is 
the responsibility of our Provider Relations (PR) representatives to maintain its vitality 
and integrity over the life of the Nevada DBA program contract. 


A key aspect of implementing, administering and maintaining a Medicaid dental plan is 
the recruitment, enrollment and retention of network providers. Delta Dental’s custom 
network development approach has consistently delivered a stable, comprehensive 
network of qualified dentists with broad geographic access, specialty services and 
reserve capacity to fully serve the needs of recipients. We also take into account the 
unique characteristics of plan recipient populations. To satisfy these high standards, we 
have established effective methods, including extensive and ongoing provider training, 
comprehensive provider manuals and resources and in-office support, during our six 
decades as a dental insurer to maintain productive working relationships with the dental 
community on behalf of our dental plan purchasers.  


Throughout our many years developing networks for various programs, we have found 
that dentists have a natural predisposition toward providing services to underserved 
populations. Dental providers understand, better than anyone, the benefit of establishing 
good oral health early in life and the adverse consequences of poor oral health, including 
missed school days, low self-esteem, illness and serious health issues later in life. We 
plan to build on our past experience and implement a strategic combination of broad-
based and targeted strategies that individually and collectively address the need for an 
expanded network that provides dental services to a variety of Medicaid recipients, 
including those with special health care needs. 


Delta Dental shares the DHCFP’s goals of increasing dental services utilization and 
reinforcing the dental home program and, therefore, unequivocally accepts all RFP and 
contract provisions without exception. 


3.6.1 PRACTICE GUIDELINES AND PROTOCOLS 


3.6.1 The vendor must adopt practice guidelines and protocols which: 


 


3.6.1.1 Are based on valid and reliable clinical evidence or a consensus of 


health care professionals in the particular field; 


 


3.6.1.2 Are adopted in consultation with contracting dental professionals; 


and 


 


3.6.1.3 Are reviewed and updated periodically as needed to reflect current 


practice standards. 


 


Delta Dental’s Internal Quality Assurance Program (IQAP) addresses all applicable 
program areas including the adoption and periodic updating of clinical practice 
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guidelines and protocols. Our practice guidelines and protocols are based on valid and 
reliable clincal evidence or a consensus of healthcare professionals in the field of 
dentistry and are adopted in consultation with contracting dental professionals. 


Delta Dental's clinical practice guidelines reflect the following: 


 Guidelines set by our Utilization Committee and dental director, with input from network 
dental providers; 


 Applicable state and federal regulatory requirements and contract requirements and 
 National guidelines, best practices and standards identified by professional organizations 


and specialty groups such as the American Dental Association, American Academy of 
Pediatric Dentistry, NCQA, American Association of Endodontists, American Academy of 
Periodontology and American Association of Oral and Maxillofacial Surgeons. 


Delta Dental recognizes that the guidelines set by professional organizations and 
specialty groups are not intended to be comprehensive instructions for treatment. We 
use the information obtained from those entities to help us assess treatment options and 
techniques that reflect current, generally accepted standards of care. The rigorous 
methodology used by those entities to develop and update their guidelines ensures the 
DHCFP that Delta Dental's recommendations for dental clinical practice – as distributed 
to network providers in the Nevada DBA program – are based on sound clinical evidence. 


Our general process for adopting a clinical practice guideline includes the following 
steps: 


 Researching professional organization websites for an applicable clinical practice 
guideline; 


 Sending the proposed clinical practice guideline to network providers to obtain feedback 
within a specified time frame; 


 Contacting providers as needed to ensure an adequate response rate; 
 Compiling provider feedback and submitting it to the Quality Assurance Committee 


(along with copies of the clinical practice guideline) for approval; 
 Submitting the adopted guideline to the DHCFP for approval; 
 Following approval from the Quality Assurance Committee and the DHCFP, distributing 


the final guideline to providers through mailings, provider newsletters and/or provider 
manual; 


 Providing training on application of the clinical practice guideline, as needed and 
 Soliciting provider feedback and/or monitoring utilization to determine if the guideline is 


being applied. 


Delta Dental will establish a Nevada Medicaid Dental Advisory Group to actively partner 
with community providers, the DHCFP and other stakeholders on dental program 
improvements. The advisory group will be comprised of dental professionals from the 
Clark and Washoe county service areas, the DHCFP, appropriate stakeholders and Delta 
Dental staff. The advisory group will provide a forum for providers and other stakeholder 
to voice concerns regarding program policies and procedures, delivery of care 
challenges and other topics germane to the Nevada DBA program. The Practice 
Guidelines committee within the advisory group will elicit network provider input prior to 
adopting clinical practice guidelines and protocols. Eliciting provider input prior to 
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adopting clinical practice guidelines assists with identifying training needs and 
increases the likelihood of provider compliance. 


3.6.2 DELTA DENTAL’S PROVIDER NETWORK OBLIGATIONS  


3.6.2 The Vendor must:  


Disseminate Practice Guidelines 


3.6.2.1 Disseminate its practice guidelines to all affected providers prior to the 


contract start date and, upon request, to recipients and potential recipients, 


including prior authorization policies and procedures; 


Delta Dental will disseminate our practice guidelines to all affected providers prior to the 
contract start date. Upon request, we will also disseminate practice guidelines, including 
prior authorization policies and procedures, to recipients and potential recipients. This 
information is typically included in the Provider Handbook, is available through our 
website and is part of a Delta Dental provider quick reference guide, as well as upon 
request through our call center or from our local PR representative.  


Ensure Decisions Are Consistent With Guidelines 


3.6.2.2 Ensure that decisions for utilization management, recipient education, 


coverage of services, and other areas to which the guidelines apply are 


consistent with the guidelines; 


Delta Dental will ensure that decisions for utilization management, member education, 
coverage of services, and other areas to which the guidelines apply are consistent with 
the guidelines through our change management processes coordinated by our contract 
administration department.  


When a practice guideline is changed and approved, the quality assurance team notifies 
the Nevada Operations Manager. The Operations Manager reviews the new or updated 
guideline and identifies the areas to which it applies. The Operations Manager then 
initiates task orders to those areas to update applicable policies and procedures to 
incorporate the new or updated guideline. Affected staff are notified of the new guideline 
and its applicability to their duties. In most cases, the claims processing, prior 
authorization, program integrity and utilization management areas will be affected by a 
new or updated guideline, however every department is considered during the analysis 
process to ensure that all affected areas are properly notified. 







  


 


 RFP #3290 


3–76 Dental Benefits Administrator 


 


Timely Access to Care 


3.6.2.3 Meet and require its providers to meet State standards for timely 


access to care and services, taking into account the urgency of the need for 


services; 


The obligation to meet State standards for timely access to care and services, 
accounting for the urgency of the need for services, is included in our provider 
agreement. Further, the standards are included in our member and provider facing team 
policies and procedures information to ensure that case management, provider relations, 
recipient services and other team members are aware of and meet the standards in the 
execution of their duties as well. Our local PR representative periodically verifies and 
audits that providers are following timely access to care standards through “secret 
shopper” calls and during the course of routine office service visits. 


Network Providers Hours of Operation 


3.6.2.4 Ensure that its providers offer hours of operation that are no less than 


the hours of operation offered to commercial recipients or comparable to 


Medicaid FFS, if the provider serves only Medicaid recipients;   


All of our network providers will offer hours of operation that are no less than the hours 
of operation offered to commercial recipients, or comparable to Medicaid FFS if the 
provider services only Medicaid recipients. Our providers are required to meet State 
standards for timely access to care and services, taking into the account the urgency of 
the need for services. 


Our current provider contract already includes this provision. Additionally, our PR 
representative trains and coachs providers, through office visits and seminars, that 
providers must provide similar care, treatment and services to Medicaid recipients as is 
provided to commercial patients. 


Provider Compliance 


3.6.2.5 Mechanisms to ensure compliance by providers; 


 


3.6.2.6 Monitor providers regularly to determine compliance; 


 


3.6.2.7 Take corrective action if there is a failure to comply by network 


providers;  


Ensuring provider compliance begins with our provider contracting policies 
complemented by our provider relations, and education and training services. Delta 
Dental’s provider agreement reflects a comprehensive set of core requirements that 
address clinical, financial, administrative and legal provisions to safeguard recipient 
health. These standards will be set forth in the provider agreement terms that detail the 
responsibilities of a network provider.  
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Maintaining and growing a stable, comprehensive network over the course of the DBA 
contract allows recipients and families to build productive relationships with their 
dentists. Network stability helps instill a sense of security, trust and familiarity among 
the families served by the network’s dentists. Our PR and education program is designed 
to meet the dual goals of high-quality patient care and provider compliance. To 
accomplish this, we offer a full complement of support services, enabling providers and 
their office staff to render services appropriately, efficiently and in compliance with 
contract obligations. 


Unlike many other dental benefit administrators, Delta Dental offers a full time PR 
representative located to Nevada to serve the Nevada DBA program. Our local PR 
representative focuses on the development and maintenance of Delta Dental’s 
relationship with the provider. The PR representative partners with the provider, and their 
office staff, to ensure they are well versed and clearly understand their contractual 
obligations. If deficiencies are identified, it is most often by the PR representative who 
can immediately coach the provider and their staff on ways to correct the issue. Our PR 
representative works collaboratively with the provider to improve compliance and 
increase utilization, as well as gain administrative efficiencies, through the use of 
available Delta Dental aids and tools, including the Provider Tools section of Delta 
Dental’s website, flyers, posters, quick reference guides, and tear sheets. 


Delta Dental’s PR representative and quality assurance and improvement staff monitor 
timely access to care and investigate potential provider compliance issues. Some of the 
methods used to monitor compliance are: 


 Provider profiling; 
 Results of chart audits and focused audits; 
 Utilization management reports; 
 Number and severity of participant complaints related to network services; 
 Evaluating members’ reasons for requesting a change in network providers; 
 Dentist availability to participants for emergency, urgent and routine care; 
 Targeted and random blind calls to confirm provider compliance with network provisions 


and 
 Results of participant and provider satisfaction surveys. 


Another way we monitor compliance is by consulting with other Delta Dental 
departments to identify particular offices or providers who may benefit from early 
intervention by their PR Representative. Indicators of the need for additional information 
or training are recipient complaints, delayed/denied claims and/or frequent inquiries. 
Office visits for those provider offices will be scheduled promptly to ensure optimum 
participation without unnecessary administrative burden for providers and their staff. 


Our initial action is remediation through peer-to-peer counseling. A Delta Dental dental 
professional contacts the provider directly to discuss the circumstances that prompted 
the contact and the provider’s obligation regarding compliance. In our experience, this 
action is usually sufficient to correct any misunderstandings and non-conformance. We 
maintain a record of the actions taken and, should a provider incur three confirmed 
incidents, more aggressive interventions and sanctions are applied, up to and including 
contract termination and removal from the network. In situations where supplemental 
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training is indicated for dentists or office staff, the assigned PR representative contacts 
the provider to schedule a training session to review policies. Delta Dental invests the 
resources needed to preserve and promote provider participation, taking into account 
the provider’s level of cooperation and past history, geographic and specialty access in 
the area and recipient utilization. 


Cultural Competency 


3.6.2.8 Participate in state and federal efforts to promote the delivery of 


services in a culturally competent manner to all recipients, including those with 


limited English proficiency and diverse cultural and ethnic backgrounds;   


Delta Dental places a high priority on cultural competency training to ensure that all 
members – regardless of culture, ethnicity, language, literacy level, religion or disability – 
receive the same high- quality level of services. Our well-established cultural 
competency program meets Delta Dental's corporate commitment to excellence in this 
area.  


For the Nevada DBA program, we will focus our efforts on the following activities: 


 We will update our Cultural Competency Plan, which details the methods we use to serve 
people with varying cultural, ethnic and religious backgrounds, as well as those members 
who have disabilities and/or language or literacy barriers that impede their access to 
dental services. 


 In conjunction with updating the Cultural Competency Plan, we will review all applicable 
processes and procedures to confirm that members with limited English proficiency are 
effectively informed and can have meaningful access (both orally and in writing) to 
programs, benefits and activities in their primary language. 


 We will identify network providers who may be having difficulty serving members in a 
culturally competent manner and develop intervention strategies to prevent service 
delivery disparities. 


Delta Dental’s written Nevada DBA program member materials, including the website, 
educational materials and correspondence, will be culturally competent and available in 
languages other than English, including Spanish and, to exceed RFP requirements, in 
any other languages spoken by 5% or more of Delta Dental’s total program recipients, 
and will comply with federal Title XXI regulations. Materials will be prepared at or below 
an eighth-grade reading level as measured by the Flesch-Kincaid readability index. Our 
Call Center phone number is included in the member handbook as well as on the 
recipient’s ID card. 


Delta Dental recognizes that Medicaid and CHIP recipients have the right to quality health 
care regardless of their age, sex, ethnicity, religion, disabilities or ability to understand 
the English language. We help limited English proficiency (LEP), hearing-impaired and 
sight-impaired recipients obtain the best, most appropriate dental care possible through 
our well-established cultural competency plan that encourages culturally competent 
contact between recipients and providers, staff recruitment and training, translation 
services, and the development of appropriate health education materials. 
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We have three comprehensive enterprise-wide linguistic accessibility policies: 
“Language Assistance Program,” “Language Assistance Program – Network Provider 
Services” and “Language Assistance Program – Translation of Delta Dental Documents.” 
Collectively, these three policies address the following functions: 


 Assessing the need for language assistance in each dental plan/program; 
 Providing language assistance services to LEP individuals; 
 Communicating about language assistance services to internal staff and plan/program 


providers, recipients and stakeholders; 
 Coordinating the interaction of providers in support of the provision of language 


assistance services; 
 Training internal staff on cultural diversity, cultural competency, effective interaction with 


individuals needing assistance, and procedures for obtaining assistance; 
 Monitoring and evaluating compliance with the language assistance program and 


modifying it as appropriate; 
 Developing the organizational infrastructure to provide language assistance services; 
 Translating documents to support language assistance services and 
 Applying language assistance requirements to Delta Dental dental plans/programs as 


appropriate and in compliance with applicable laws and regulations. 


Staff Recruitment and Training 


Delta Dental recruits staff whose experience and skills best meet each position’s specific 
requirements. For example, we look for staff who are bilingual in English and Spanish to 
help meet the needs of Spanish-speaking recipients in our California Medicaid Dental 
Program (Denti-Cal). All Delta Dental staff learn about language assistance services 
through cultural competency training, which is required upon hire and annually 
thereafter. The training addresses the processes and procedures to help program 
recipients access services and, in addition, emphasizes the right of recipients to receive 
interpretive and translation services upon request and at no charge to them. Staff 
assigned to the Nevada DBA programs will also receive contract-specific training on 
cultural competency and linguistic access. 


Oral Interpretation Services 


Delta Dental offers the following oral interpretation services: 


 Bilingual and Multilingual Interpreting Services – Our Call Center staff include 
representatives who are bilingual in English and Spanish. For communicating with 
recipients in languages other than English and Spanish, we use Language Line Services, 
Inc., a vendor that provides instant two-way interpretation for most spoken languages. To 
access the service, a Call Center representative calls the toll-free Language Line number 
and requests the desired language. A three-way call is then established among the caller, 
the interpreter and the Call Center representative. 


 Sign Language Services – We offer hearing-impaired recipients the services of American 
Sign Language (ASL) interpreters through a telecommunications video relay service 
and/or video remote interpreter that supports communication via video desktop, live 
Internet and mobile devices. If a recipient needs ASL interpreting services at a dental 
appointment, we document the request using an ASL Interpreter Request form and make 
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arrangements for the interpreter to be at the dental office at the scheduled time. We ask 
the recipient for 24-hour advance notice if he or she needs to cancel the dental 
appointment. 


 711 Service – Accommodations for visually impaired and blind recipients are available by 
calling 711, the Telecommunications Relay Service. 


Written Translation Services 


All recipient educational materials and other vital documents – such as complaint forms, 
notices of action, grievance/administrative hearing information, and outreach materials – 
will be available to Nevada DBA recipients in English and any prevalent non-English 
languages as determined by the DHCFP. If the DHCFP identifies any other prevalent 
languages (typically defined as a language spoken by more than 5% of recipients in a 
designated geographic area), we will have recipient materials translated into those 
languages by an approved translation vendor. 


Delta Dental recognizes that the readability of recipient materials affects his or her 
success in understanding not only the dental program’s benefits and rules, but also the 
importance of routine dental care. Factors influencing recipient comprehension of and 
interest in reading materials include, but are not limited to, print legibility, type size, word 
complexity and sentence complexity. For the Nevada contract, we will develop recipient 
informational and educational materials at no higher than an eighth-grade reading level 
and in an appealing, conversational tone with culturally, linguistically and age-
appropriate language, phrases and examples.  


For more information on Delta Dental’s approach to ensuring access to interpretative and 
translation services, see Proposal Section 3.5, Recipient Services. 


Provider Training 


To determine whether our provider network is serving diverse population groups in a 
culturally competent manner, Delta Dental QA staff carefully review all member 
complaints to identify issues that may indicate the need for a provider to receive cultural 
competency training. In addition, CSRs and provider relations representatives may have 
interactions with providers that result in recommendations for such training. 


If we identify a provider who is having difficulty meeting cultural competency standards 
and we determine that intervention is appropriate, a provider relations representative can 
offer one-on-one counseling at the provider’s office. We will make all of our cultural 
competency resources available to that provider – doing whatever it takes to help him or 
her meet required cultural competency standards and participate successfully in the 
network. 


Cultural competency training options available to all providers include the following: 


 Cultural competency workshops are routinely offered to all interested providers. Our 
experience has been that many providers attend and benefit from these workshops. 


 Providers are encouraged to take advantage of our cultural competency training 
resources. For example, Delta Dental offered on-line cultural competency training on our 
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Texas CHIP Dental Services Program website and proposes to include this same training 
for our Medicaid providers. On-line training gives providers the flexibility to schedule self-
directed classes to accommodate their schedules. 


 The provider enrollment packet includes educational materials on cultural competency, 
as well as bilingual glossaries of dental terminology. Delta Dental ensures that all 
providers have free access to Language Line, and we make interpreters available to 
providers on request. 


 We include cultural competency guidelines and/or resources in new provider orientations, 
the provider training program, provider bulletins and newsletters and the Provider 
Manual. 


Delta Dental’s local PR representative works with providers to ensure they have CMS 
materials for the purpose of member education. Delta Dental includes cultural sensitivity 
and cultural diversity training in our provider handbook and training seminars. 


Non-Discrimination 


3.6.2.9 Not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 


or certification under applicable State law, solely on the basis of that license, 


specialty or certification. The vendor may not discriminate against particular 


providers who serve high risk populations or specialized conditions that require 


costly treatment. If the vendor declines to include an individual or groups of 


providers in its network, it must give the affected network provider(s) written 


notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to 


require the vendor to contract with providers beyond the number necessary to 


meet the needs of its recipients; or, preclude the vendor from using different 


reimbursement amounts for different specialties or for different practitioners in 


the same specialty; or, preclude the vendor from establishing measures that 


are designed to maintain quality of services and control costs and are 


consistent with its responsibilities to recipients; and 


Delta Dental has a policy of non-discrimination when contracting with providers for 
services. We do not discriminate for the participation, reimbursement or indemnification 
of any provider who is acting within the scope of his or her license or certification under 
applicable state law, solely on the basis of that license or certification. We do not 
discriminate against particular providers who serve high-risk populations or who 
specialize in conditions that require costly treatment. If we decline to include an 
individual or group of providers in our network, we give the affected providers written 
notice of the reason for our decision. These providers have the opportunity to correct 
any misinformation we may have or otherwise contest our decision. 


We understand that the regulation (42 CFR 438.12 (a)) may not be construed to require 
Delta Dental to contract with providers beyond the number necessary to meet the needs 
of our recipients; or, preclude Delta Dental from using different reimbursement amounts 
for different specialties or for different practitioners in the same specialty; or, preclude 







  


 


 RFP #3290 


3–82 Dental Benefits Administrator 


 


Delta Dental from establishing measures that are designed to maintain quality of services 
and control costs and are consistent with our responsibilities to recipients. 


Network Capacity Documentation 


3.6.2.10 Provide to the DHCFP supporting documentation, in a format 


specified by the DHCFP, which demonstrates it has the capacity to serve the 


expected enrollment in its service area in accordance with the DHCFP’s 


standards for access to care at the time it enters into the contract with the 


State and any time there is a significant change in their operations that impact 


services. Such documentation must demonstrate that the vendor offers an 


appropriate range of services and maintains a network of providers that is 


sufficient in number, mix, and geographic distribution to meet the needs of the 


anticipated number of recipients in the service area. A significant change 


includes but may not be limited to:  


 


A.  Changes in the vendor’s services, benefits, geographic service area 


or payments; or 


 


B.  Enrollment of a new population in the network. 


 


At the outset of our network recruitment activity and on a continual basis, our Network 
Development team is cognizant of the need for sufficient network capacity. Easy access 
to a recipient’s Primary Care Dentist is a necessary component of an effective dental 
home program. Once the team receives recipient address information from the DHCFP, 
we will perform a full network configuration analysis using GeoAccess tools, P&R Dental 
Strategies tools and our team’s knowledge of Nevada’s geography and dental 
communities.  


We use GeoAccess–GeoNetworks® analytical tools to assess network capacity 
geographically, including measuring recipient access by varied time and distance 
parameters. For each provider type, we can look at county metrics and drill down to 
identify particular ZIP codes that do not meet our expectations. We will use provider 
profiling tools, along with historical data provided by the DHCFP and local feedback from 
the PR representative, to identify particular providers who will add value to the network. 
To assist in this process, we use P&R Dental Strategies, Inc.’s Network Development 
Module (NDM). 


P&R Dental Strategies has built a de-identified national cross-payer database 
(DentaBase) using over a billion records representing over 193,000 dental providers. 
Some of the various tools available in the NDM suite are summarized below: 


 The Network Coverage Area Map displays a coverage area and pins representing the 
location of dental providers. When used in conjunction with GeoAccess maps and 
reports, this type of map gives staff a visual aid in identifying potential network dentists 
who will provide the best geographic access to participants located in the area. 
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 The Provider Summaries report is an example of the detailed listing of providers and a 
summary of key financial and network status data that staff can generate and sort by 
various parameters for a selected study area where additional providers are desired. 


 The Provider Profile displays an in-depth analysis of individual provider billing data per 
patient and in aggregate by procedure type or procedure code, including comparable 
DentaBase norms. This profile provides recruiters with key data to review in advance of 
contacting a prospective network dentist. 


 The Provider List File illustrates an Excel-formatted summary list of selected providers 
that can be exported for use in a recruiting database or mailings or for further analysis by 
network staff. 


The GeoAccess and NDM suite will be used first to demonstrate to the DHCFP our 
capacity to serve the expected enrollment in our service area, in accordance with the 
DHCFP’s standards for access to care, at the time we enter into the contract with the 
State. We will also use the GeoAccess and NDM suite when significant changes to Delta 
Dental’s Nevada DBA operations occur to evaluate network capacity and identify 
opportunities to expand the capacity to accommodate the change. We are confident that 
these tools will support our ability to present the information in a format requested by 
the DHCFP. 


3.6.3 NETWORK MANAGEMENT 


3.6.3 Network Management 


Delta Dental is a nationwide leader in dental benefits and service delivery and is in a 
unique position to furnish the DHCFP with an expansive, well-qualified provider network 
for the Nevada DBA program. Delta Dental has been serving as the dental benefits 
administrator to public and commercial clients for more than 40 years. We have been 
providing the services of Nevada dentists to commercial members since 1974. 


Our long-standing commitment to dental services in Nevada, combined with our proven 
expertise developing custom networks for Medicaid and state Children’s Health 
Insurance Programs (CHIPs), provides the DHCFP with empirical evidence of Delta 
Dental’s ability to satisfy the network standard listed in this RFP. 


Approach to Network Management 


Delta Dental’s first Nevada provider network was contracted in 1974. We have 
continuously maintained one or more provider networks in Nevada, and many providers 
in the Clark and Washoe counties are already contracted in our commercial networks. 


Unlike many other dental insurers who subcontract other payer networks to wrap around 
or supplement a network, Delta Dental offers our clients an indemnity network consisting 
of independent dentists which have entered into an agreement with us. All dentists on 
any Delta Dental network are directly contracted with Delta Dental and are not 
subcontracted from another source. Delta Dental does not operate these network office 
locations, as all Delta Dental dentists are in private practice and sign a non-exclusive 
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agreement to become one of our contracting dentists. Delta Dental networks are 
proprietary and not available for lease by any other entity. 


A key aspect of implementing, administering and maintaining a Medicaid dental plan is 
the recruitment, enrollment and retention of network providers. Delta Dental’s custom 
network development approach has consistently delivered a stable, comprehensive 
network of qualified dentists with broad geographic access, specialty services and 
reserve capacity to fully serve the needs of recipients. We also take into account the 
unique characteristics of plan recipient populations. To satisfy these high standards, we 
have established effective methods, including extensive and ongoing provider training, 
comprehensive provider manuals and resources and in-office support, during our six 
decades as a dental insurer to maintain productive working relationships with the dental 
community on behalf of our dental plan purchasers.  


Throughout our many years developing networks for various programs, we have found 
that dentists have a natural predisposition toward providing services to underserved 
populations. Dental providers understand, better than anyone, the benefit of establishing 
good oral health early in life and the adverse consequences of poor oral health, including 
missed school days, low self-esteem, illness and serious health issues later in life. We 
plan to build on our past experience and implement a strategic combination of broad-
based and targeted strategies that individually and collectively address the need for an 
expanded network that provides dental services to a variety of Medicaid recipients, 
including those with special health care needs. 


Delta Dental is proposing a custom network designed specifically for the Nevada DBA 
program using a multiple-phase approach. This approach is consistent with our past 
successful network implementations for state and national programs. We do not use an 
“opt-out” approach in which providers participating in an insurer’s or administrator’s 
network for one customer or program are notified of the intent to include them in another 
network unless a written declination is received by a specific deadline. Our experience 
has been that this tactic results in dissatisfied providers, low retention rates, and low 
commitment to potential program-specific contracts. 


Delta Dental has already begun building our network for the Nevada DBA program. 
During this pre-contract period, the start-up period and throughout the duration of the 
contract, our PR department representatives work collaboratively with dental 
professionals and network specialists to meet network performance goals. We make 
every attempt to include providers who currently participate in the Nevada dental 
network to minimize disruption in existing dentist-patient relationships and dental 
homes. However, we do not rely solely on current Medicaid network providers to build 
our network. We use multiple tools to gauge optimum access for recipients and pinpoint 
recruitment needs for dentists by specific specialty. GeoAccess–GeoNetworks® 
analytical tools are used to assess network performance geographically, including 
measuring recipient access by varied time and distance parameters. For each provider 
type, we can look at county metrics and drill down to identify particular ZIP codes that do 
not meet our expectations. 


As our California experience demonstrates, provider networks are not static; they are 
always a work-in-progress to optimize service levels. To resolve access challenges, staff 
will develop local access area plans that analyze the root cause of access issues and the 
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best methods to improve access on an area-by-area basis. Members of Delta Dental’s PR 
team will actively manage the Nevada DBA program network by evaluating key 
performance indicators: 


 Geographic accessibility reports and analysis for each assigned territory; 
 Anticipated or actual changes in enrollment trends; 
 Number and severity of participant complaints related to network services; 
 Dentist availability to participants for emergency, urgent and routine care; 
 Changes to network composition (retiring, relocating and terminating dentists); 
 Availability of new dental practices; 
 Targeted and random blind calls (secret shopper) to confirm provider compliance with 


network provisions and 
 Results of participant and provider satisfaction surveys. 


Evaluation of these key indicators, together with corresponding action plans to address 
items that influence network effectiveness, ensure Delta Dental’s PR staff and 
management team and the DHCFP that recipients enjoy optimum access to high-quality 
dental care. Our ongoing review processes serve as an early warning system to identify 
trends that may need further attention. For example, geographic access patterns may 
shift over time and require network reconfiguration. The number of recipients may also 
increase over time, requiring increased capacity. 


At the outset of our network recruitment activity and on a continual basis, our Network 
Development team is cognizant of the need for sufficient network capacity. Easy access 
to a recipient’s Primary Care Dentist is a necessary component of an effective dental 
home program. Once the team receives recipient address information from the DHCFP, 
we will perform a full network configuration analysis using GeoAccess tools, P&R Dental 
Strategies tools and our team’s knowledge of Nevada’s geography and dental 
communities.  


We use GeoAccess–GeoNetworks® analytical tools to assess network capacity 
geographically, including measuring recipient access by varied time and distance 
parameters. For each provider type, we can look at county metrics and drill down to 
identify particular ZIP codes that do not meet our expectations. We will use provider 
profiling tools, along with historical data provided by the DHCFP and local feedback from 
the PR representative, to identify particular providers who will add value to the network. 
To assist in this process, we use P&R Dental Strategies, Inc.’s Network Development 
Module (NDM). 


P&R Dental Strategies has built a de-identified national cross-payer database 
(DentaBase) using over a billion records representing over 193,000 dental providers.  


The GeoAccess and NDM suite will be used first to demonstrate to the DHCFP our 
capacity to serve the expected enrollment in our service area, in accordance with the 
DHCFP’s standards for access to care, at the time we enter into the contract with the 
State. We will also use the GeoAccess and NDM suite when significant changes to Delta 
Dental’s Nevada DBA operations occur to evaluate network capacity and identify 
opportunities to expand the capacity to accommodate the change. 
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Our PR representatives maintain a close working relationship with other functional areas 
within Delta Dental to anticipate network impacts stemming from planned events and 
take appropriate proactive steps. Changes to a provider’s network eligibility status 
owning to recredentialing results, sanctions monitoring, quality review results or 
voluntary terminations resulting from relocation or retirement are immediately evaluated 
for network impact and provider recruiting to maintain service standards for recipients in 
the area. 


Any changes to network composition or dentist contact information are posted on an 
ongoing basis to Delta Dental’s system and provider directories to ensure that all internal 
and external users, recipients and providers have the most current information.  


To demonstrate how well-positioned Delta Dental is to provide a comprehensive provider 
network for the Nevada DBA program in the Clark and Washoe counties, we have 
included a Provider Network Summary showing Delta Dental’s current Nevada provider 
network supporting our commercial and employer based dental benefit plans.  


EXHIBIT 3.6-1, DELTA DENTAL NEVADA PROVIDER NETWORK SUMMARY 


NV16_007 
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Primary Dental Provider 


3.6.3.1 Primary Dental Provider (PDP) or Primary Dental Care Site 


Responsibilities:  


 


A.  The PDP (a General Dentist or Pediatric Dentist) in a Primary Dental 


Care Site serves as the recipient’s initial point of contact with the vendor.  As 


such, the PDP or the dentist at the Primary Dental Care Site is responsible for the 


following: 


 


1. Delivery of covered medically necessary, dental services and 


preventive services, including EPSDT screening services; 


 


2. Referrals for specialty care and other covered medically necessary 


services in the vendor benefit package; 


 


3. Continuity and coordination of the enrolled recipient’s dental care; 


and 


 


4. Maintenance of a current Dental record for the enrolled recipient, 


including documentation of all services provided by the PDP, and specialty or 


referral services, or out-of-network services.  


 


Although PDPs must be given responsibility for the above tasks, the vendor must 


agree to retain responsibility for monitoring PDP and Primary Dental Care Site 


activities to ensure they comply with the vendor’s and the State’s requirements.  


The vendor is prohibited from imposing restrictions on the above tasks.   


Delta Dental fully supports the DHCFP’s requirement for a Primary Dental Provider (PDP) 
or Primary Dental Care Site, also known as a “dental home”, for recipients in the Nevada 
DBA program. The dental home concept increases the opportunity for good long-term 
oral health by creating an ongoing relationship among recipients, their families and a 
PDP, usually a general or pediatric dentist. Delta Dental’s customized network for the 
program will provide sufficient dental primary care and specialty providers to 
accommodate the needs of program recipients throughout the state. 


Delta Dental’s systems have been designed to perform the functions necessary to 
manage dental home programs such as the Nevada DBA program, including: 


 Assisting newly enrolled recipients to select a PDP from network providers located in 
their geographic area; 


 Assigning newly enrolled recipients who have not selected a PDP to a network provider 
within five days, taking into consideration geographic, language and cultural factors and 
historical usage; 


 Matching members of a household with the same PDP; 
 Enabling recipients to change their PDP on request and 
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 Allowing recipients continued use of a provider until the recipient can be transferred to an 
appropriate network provider. 


At the outset of our network recruitment activity and on a continual basis, our Network 
Development team is cognizant of the need for sufficient network capacity. Easy access 
to a recipient’s Primary Care Dentist is a necessary component of an effective dental 
home program. 


Through the years, our experience has shown that front-office staff play a pivotal role in 
network participation and recipient satisfaction. Front-office staff members are the first 
line of contact with recipients and their families, setting the stage for the overall program 
experience. It is especially important that recipients feel comfortable when first 
contacting their dental home PDP and that they receive appropriate information in order 
to establish ongoing care. We also expect PDP offices to facilitate referrals to specialists. 
During our initial provider recruitment contacts and during periodic office visits, Delta 
Dental’s PR representative will emphasize these activities with the PDP providers’ staff 
members to maintain awareness and compliance. 


Essential Community Providers 


3.6.3.2 Essential Community Providers 


 


An essential community provider accepts patients on a sliding scale fee, 


determined on the income of the patient; does not restrict access or services 


due to financial limitations of a patient; and can demonstrate to the DHCFP 


that the restriction of patient base from this provider would cause access 


problems for either Medicaid or low-income patients. 


 


3.6.3.3 The vendor is required to negotiate in good faith with all of the 


following essential community providers if they provide covered dental services: 


 


A.  A Federally Qualified Health Center (FQHC) or Rural Health Center 


(RHC);  


 


B.  The University Medical Center of Southern Nevada; 


 


C.  The University of Nevada School of Medicine (UNSOM); 


 


D.  The University of Nevada, Las Vegas School of Medicine (UNLV SOM); 


 


E.  Division of Public and Behavioral Health (DPBH); 


 


F.  Division of Child and Family Services (DCFS);  


 


G.  Community Centered Behavioral Health Clinics (CCBHC);  


 







  


 


RFP #3290  


Dental Benefits Administrator 3-89 


 


H.  County Child Welfare Agencies; 


 


 


I.  Any dental provider designated by the DHCFP as an essential 


community provider.  The DHCFP will notify the Vendor of providers designated 


by the DHCFP as essential community providers; 


 


Negotiating in good faith requires, at a minimum, offering contracts that are at 


least as beneficial to the provider as contracts with other providers in the same 


geographic area for similar services. Providers who work through one of the 


essential community providers must be negotiated in good faith.  


 


Delta Dental actively manages each of our dental networks to create, monitor and 
maintain an environment in which recipients have convenient access to dental services 
by qualified dentists. Our experienced PR unit has already initiated a comprehensive 
plan for configuring a network that addresses the dental needs of the Nevada DBA 
program and ensures access for recipients in the counties served. We make every 
attempt to include providers who currently participate in the Nevada dental network to 
minimize disruption in existing dentist-patient relationships and dental homes. 


Our Nevada DBA network recruiting plan includes extensive outreach and contracting 
attempts to each of the essential community provider groups noted in this RFP. In some 
instances, our outreach efforts have resulted in contract offers and we are working to 
complete contracts with as many essential community providers as possible. As an 
example of our efforts, we have signed contracts with several Federally Qualified Health 
Centers (FQHCs) and the University of Nevada Las Vegas (UNLV) has signed a letter of 
intent to join our network. As of the date of our Proposal submission, we can 
unequivocally state that we are recruiting and negotiating in good faith as required by 
the RFP.  


3.6.4 SUBCONTRACTORS 


3.6.4 Subcontractors 


Delta Dental will provide the services identified in this RFP, and does not require the use 
of subcontractors. 


Delta Dental provides in-depth knowledge and expertise developed over 42 years of 
Medicaid experience and 14 years of experience with CHIPs and CHIP-like programs. 
Leveraging this deep enterprise experience, Delta Dental can deliver essential services, 
resources and support to ensure successful implementation and efficient administration 
designed to control costs and ensure high-quality dental care for the Nevada DBA 
program.  
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Prior Approval and Written Subcontracts 


3.6.4.1 All Subcontracts, excluding network provider contracts but including 


delegation agreements, must be in writing, must be prior approved by the 


DHCFP, and must contain all applicable items and requirements as set forth in 


the DHCFP DBA Contract, as amended.  The vendor may not delegate any 


item or requirement in the DHCFP DBA Contract to any subcontractor without 


the express, written approval of the DHCFP.  The vendor’s failure to obtain 


advance written approval of a Subcontract from the DHCFP will result in the 


application of a penalty equal to $25,000 for each incident.  Without limitation 


the vendor must make all Subcontracts available within five (5) business days of 


a request by the DHCFP.  This includes but is not limited to administrative, 


technical and sub-contracted dental providers. 


Delta Dental will provide all subcontracts to the DHCFP for approval. Each subcontract, 
excluding network provider contracts but including delegation agreements, will be in 
writing and will contain all applicable items and requirements set forth in the DHCFP 
DBA contract as amended. Delta Dental will not delegate any item or requirement in the 
DHCFP DBA contract to any subcontractor without the express, written approval of the 
DHCFP. We understand and accept that our failure to obtain advance written approval of 
a subcontract from the DHCFP may result in a $25,000 penalty for each incident. We also 
commit to making all subcontracts, including but not limited to administrative, technical 
and sub-contracted dental providers, available within five business days of a request by 
the DHCFP. 


Delta Dental’s Obligation and Responsibility 


3.6.4.2 The vendor may, as provided below, rely on subcontractors to 


perform and/or arrange for the performance of services to be provided to 


enrolled recipients on whose behalf the DHCFP makes Capitation payments to 


the vendor. Notwithstanding the use of subcontractor(s), the vendor accepts 


and acknowledges its obligation and responsibility under this Contract as 


follows:  


 


A.  For the provision of and/or arrangement for the services to be 


provided under this Contract and to ensure the coordination of care between 


dental, orthodontia and as applicable medical needs is maintained; 


 


B.  For the evaluation of the prospective subcontractor’s ability to 


perform the activities to be delegated;  


 


C.  For the payment of any and all claims payment liabilities owed to 


providers for services rendered to enrolled recipients under this RFP, for which a 


subcontractor is the primary obligor provided that the provider has exhausted 


its remedies against the subcontractor; provided further that such provider 


would not be required to continue to pursue its remedies against the 







  


 


RFP #3290  


Dental Benefits Administrator 3-91 


 


subcontractor in the event the subcontractor becomes insolvent, in which case 


the provider may seek payment of such claims from the Vendor.  For the 


purposes of this section, the term “Insolvent” shall mean: 


 


1. The adjudication by a court of competent jurisdiction or 


administrative tribunal of a party as a bankrupt or otherwise approving a 


petition seeking reorganization, readjustment, arrangement, composition, or 


similar relief under the applicable bankruptcy laws or any other similar, 


applicable Federal or State law or statute; or 


 


2. The appointment by such a court or tribunal having competent 


jurisdiction of a receiver or receivers, or trustee, or liquidator or liquidators of a 


party or of all or any substantial part of its property upon the application of any 


creditor or other party entitled to so apply in any insolvency or bankruptcy 


proceeding or other creditor’s suit. 


 


D.  For the oversight and accountability for any functions and 


responsibilities delegated to any subcontractor.  The vendor shall indemnify, 


defend and hold the State of Nevada, the DHCFP and their officials, 


representatives and employees harmless from any and all liabilities, losses, 


settlements, claims, demands, and expenses of any kind (including but not 


limited to attorneys’ fees) which are related to any and all claims payment 


liabilities owed to providers for services rendered to enrolled recipients under 


this RFP for which a subcontractor is the primary obligor; 


 


E.  Subcontracts which must be submitted to the DHCFP for advance 


written approval include any subcontract between the vendor, excluding 


network provider contracts, and any individual, firm, corporation or any other 


entity engaged to perform part or all of the selected vendor’s responsibilities 


under the DHCFP DBA Contract.  This provision includes, but is not limited to, 


claims processing, recipient services, provider services, cost containment 


services such as utilization management, third party liability, surveillance and 


utilization review. This provision does not include, for example, purchase orders. 


In addition, the vendor must provide written information to the DHCFP prior to 


the awarding of any contract or Subcontract regarding the disclosure of the 


vendor’s ownership interests of five percent (5%) or more in any delegated 


entity or Subcontractor;  


 


F.  As part of its provider contracting and subcontracting, the vendor 


agrees that it shall comply with the procedures set forth in Attachment D, 


Contract Form; 


 


G.  Subcontractor contracts may not be structured to provide financial or 


other incentives to providers and subcontractors for denying, reducing or 


limiting medically necessary services; and 
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H.  The use of “gag” clauses in subcontractor contracts is prohibited. 


Delta Dental accepts and acknowledges its obligation and responsibility under this 
Contract for the items listed in RFP Requirement 3.6.4.2. 


Delta Dental fully understands the critical nature of subcontractor oversight. Indeed, we 
recognize that any subcontractor we use must be held to the same high standards we set 
for our own employees. To ensure that our subcontractors meet these standards, Delta 
Dental will be the single point of contact for all subcontractor activities under the Nevada 
DBA contract, and we accept full responsibility for their performance. 


Delta Dental’s provider and subcontractor contracts require medically necessary dental 
services following standard practice guidelines and protocols to be provided. No 
financial or other incentives for denying, reducing or limiting medically necessary 
services are included or encouraged. Further, Delta Dental does not use “gag” clauses in 
our provider or subcontractor contracts. 


3.6.5 ACCESS AND AVAILABILITY 


The obligation to meet State standards for timely access to care and services, 
accounting for the urgency of the need for services, is included in our provider 
agreement. Further, the standards are included in our member and provider facing team 
policies and procedures information to ensure that case management, provider relations, 
recipient services and other team members are aware of and meet the standards in the 
execution of their duties as well. Our local PR representative periodically verifies and 
audits that providers are following timely access to care standards through “secret 
shopper” calls and during the course of routine office service visits. 


3.6.5 Access and Availability 


 


The vendor shall: 


Compliance with Access Standards 


3.6.5.1 On a quarterly basis, use geo-access mapping and data-driven 


analyses to ensure compliance with access standards, and take appropriate 


corrective action, if necessary, to comply with such access standards.  


Delta Dental will implement and maintain a dental network that not only has sufficient 
numbers and types of dental providers but also providers in the optimum locations, 
thereby giving recipients convenient access to general and specialty dental care.  


We use GeoAccess–GeoNetworks® analytical tools to assess network capacity 
geographically, including measuring recipient access by varied time and distance 
parameters. For each provider type, we can look at county metrics and drill down to 
identify particular ZIP codes that do not meet our expectations. We will use provider 
profiling tools, along with historical data provided by the DHCFP and local feedback from 
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the PR representative, to identify particular providers who will add value to the network. 
To assist in this process, we use P&R Dental Strategies, Inc.’s Network Development 
Module (NDM). 


P&R Dental Strategies has built a de-identified national cross-payer database 
(DentaBase) using over a billion records representing over 193,000 dental providers. 
Some of the various tools available in the NDM suite are summarized below: 


 The Network Coverage Area Map displays a coverage area and pins representing the 
location of dental providers. When used in conjunction with GeoAccess maps and 
reports, this type of map gives staff a visual aid in identifying potential network dentists 
who will provide the best geographic access to participants located in the area. 


 The Provider Summaries report is an example of the detailed listing of providers and a 
summary of key financial and network status data that staff can generate and sort by 
various parameters for a selected study area where additional providers are desired. 


 The Provider Profile displays an in-depth analysis of individual provider billing data per 
patient and in aggregate by procedure type or procedure code, including comparable 
DentaBase norms. This profile provides recruiters with key data to review in advance of 
contacting a prospective network dentist. 


 The Provider List File illustrates an Excel-formatted summary list of selected providers 
that can be exported for use in a recruiting database or mailings or for further analysis by 
network staff. 


The GeoAccess and NDM suite will be used to ensure compliance with access standards. 
Delta Dental’s Network Development department will perform analysis of compliance 
with access standards quarterly.  


As our California experience demonstrates, provider networks are not static; they are 
always a work-in-progress to optimize service levels. To resolve access challenges, staff 
will develop local access area plans that analyze the root cause of access issues and the 
best methods to improve access on an area-by-area basis. Members of Delta Dental’s PR 
team will actively manage the Nevada DBA program network by evaluating key 
performance indicators: 


 Geographic accessibility reports and analysis for each assigned territory; 
 Anticipated or actual changes in enrollment trends; 
 Number and severity of participant complaints related to network services; 
 Dentist availability to participants for emergency, urgent and routine care; 
 Changes to network composition (retiring, relocating and terminating dentists); 
 Availability of new dental practices; 
 Targeted and random blind calls (secret shopper) to confirm provider compliance with 


network provisions and 
 Results of participant and provider satisfaction surveys. 


Evaluation of these key indicators, together with corresponding action plans to address 
items that influence network effectiveness, ensure Delta Dental’s PR staff and 
management team and the DHCFP that recipients enjoy optimum access to high-quality 
dental care. Our ongoing review processes serve as an early warning system to identify 
trends that may need further attention. For example, geographic access patterns may 
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shift over time and require network reconfiguration. The number of recipients may also 
increase over time, requiring increased capacity. 


Our local PR representative will maintain a close working relationship with other 
functional areas within Delta Dental to anticipate network impacts stemming from 
planned events and take appropriate proactive steps. Changes to a provider’s network 
eligibility status owning to recredentialing results, sanctions monitoring, quality review 
results or voluntary terminations resulting from relocation or retirement are immediately 
evaluated for network impact and provider recruiting to maintain service standards for 
recipients in the area. 


Any changes to network composition or dentist contact information are posted on an 
ongoing basis to Delta Dental’s system and provider directories to ensure that all internal 
and external users, recipients and providers have the most current information.  


Opportunities to Improve Dental Care Access and Availability 


3.6.5.2 Partner actively with the DHCFP, community providers and 


stakeholders to identify and address issues and opportunities to improve dental 


care access and availability for Medicaid and CHIP recipients.  


Delta Dental will establish a Nevada Medicaid Dental Advisory Group to actively partner 
with community providers, the DHCFP and other stakeholders on dental program 
improvements. The advisory group will be comprised of dental professionals from the 
Clark and Washoe county service areas, the DHCFP, appropriate stakeholders and Delta 
Dental staff. The advisory group will provide a forum for providers and other stakeholder 
to voice concerns regarding program policies and procedures, delivery of care 
challenges and other topics germane to the Nevada DBA program. The Practice 
Guidelines committee within the advisory group will elicit network provider input prior to 
adopting clinical practice guidelines and protocols. Eliciting provider input prior to 
adopting clinical practice guidelines assists with identifying training needs and 
increases the likelihood of provider compliance. 


Promote Preventative Care 


3.6.5.3 Promotion of preventative care services shall be accomplished by 


completing welcome calls to new recipients.  This method ensures orientation 


with emphasis on access to care and choice of PDP. 


Delta Dental will monitor recipient enrollment data to identify new recipients of dental 
program benefits. A member of our Recipient Services Department will complete a 
welcome call to the new recipient (or head of household) to orient them to the program, 
emphasizing the use of a dental home (PDP) and the importance of dental care, and the 
access to care available to the recipient. The welcome call also gives Delta Dental the 
opportunity to introduce the recipient to the Recipient Services Department to better 
serve them. 
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Network Adequacy 


3.6.5.4 Maintain an adequate network that ensures the following: 


 


A.  The vendor must have at least one (1) full-time equivalent (FTE) dentist 


per one thousand five hundred (1,500) recipients per geographic service area.  


The vendor’s dental provider network must also include at a minimum, pediatric 


dentist, dental hygienists, and oral surgeons in each geographic service area 


sufficient to provide necessary access to care.  In clinic practice settings where 


a dentist provides direct supervision of dental residents who have a temporary 


permit from the State Board of Dentistry in good standing, the vendor may 


request and the DHCFP may authorize the capacity to be increased as follows: 


one (1) dental resident per one thousand (1,000) recipients per vendor.  The 


dentist shall be immediately available for consultation, supervision, or to take 


over treatment as needed.  Under no circumstances shall a dentist relinquish or 


be relieved of direct responsibility for all aspects of care of the recipients 


enrolled with the dentist.  


 


B.  In order to increase capacity, the vendor shall submit for prior 


approval by the DHCFP a detailed description of the dental delivery system to 


accommodate an increased patient load, work flow, professional relationships, 


work schedules, coverage arrangements, and a twenty-four-hour (24-hour) 


access system. 


Delta Dental commits to delivering a comprehensive network with statewide capacity for 
recipients’ access to primary and specialty care by the Go-Live date and for the full 
contract term. At a minimum, our commitment includes attaining the following specific 
requirements: 


 A ratio of full-time equivalent (FTE) dentists to recipients of 1:1500 per geographic service 
area; 


 Sufficient pediatric dentist, dental hygienists, and oral surgeons in each geographic 
service area to provide necessary access to care and 


 A ratio of dental residents to recipients of 1:1000, when  
 In clinic practice settings where a dentist provides direct supervision of dental 


residents who have a temporary permit from the State Board of Dentistry in good 
standing and 


 The DHCFP has authorized the use of dental residents. 


Delta Dental will submit a detailed description of the dental delivery system that will 
accommodate an increased patient load, work flow, professional relationships, work 
schedules, coverage arrangements, and a 24-hour access system in order to increase 
capacity, to the DHCFP for prior approval. 
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PDP Network Requirements 


3.6.5.5 PDP Network Requirements 


 


Demonstrate that the capacity of the PDP network meets the FTE requirements 


for accepting eligible recipients per service area.  This ratio cannot exceed the 


FTE requirement.  In no case may a single provider accept more recipients than 


allowed by the FTE requirement.   


At the outset of our network recruitment activity and on a continual basis, our Network 
Development team is cognizant of the need for sufficient network capacity. Easy access 
to a recipient’s Primary Care Dentist is a necessary component of an effective dental 
home program. Once the team receives recipient address information from the DHCFP, 
we will perform a full network configuration analysis using GeoAccess tools, P&R Dental 
Strategies tools and our team’s knowledge of Nevada’s geography and dental 
communities.  


We use GeoAccess–GeoNetworks® analytical tools to assess network capacity 
geographically, including measuring recipient access by varied time and distance 
parameters. For each provider type, we can look at county metrics and drill down to 
identify particular ZIP codes that do not meet our expectations. We will use provider 
profiling tools, along with historical data provided by the DHCFP and local feedback from 
the PR representative, to identify particular providers who will add value to the network. 
To assist in this process, we use P&R Dental Strategies, Inc.’s Network Development 
Module (NDM). 


P&R Dental Strategies has built a de-identified national cross-payer database 
(DentaBase) using over a billion records representing over 193,000 dental providers. 
Some of the various tools available in the NDM suite are summarized below: 


 The Network Coverage Area Map displays a coverage area and pins representing the 
location of dental providers. When used in conjunction with GeoAccess maps and 
reports, this type of map gives staff a visual aid in identifying potential network dentists 
who will provide the best geographic access to participants located in the area. 


 The Provider Summaries report is an example of the detailed listing of providers and a 
summary of key financial and network status data that staff can generate and sort by 
various parameters for a selected study area where additional providers are desired. 


 The Provider Profile displays an in-depth analysis of individual provider billing data per 
patient and in aggregate by procedure type or procedure code, including comparable 
DentaBase norms. This profile provides recruiters with key data to review in advance of 
contacting a prospective network dentist. 


 The Provider List File illustrates an Excel-formatted summary list of selected providers 
that can be exported for use in a recruiting database or mailings or for further analysis by 
network staff. 


The GeoAccess and NDM suite will be used first to demonstrate to the DHCFP our 
capacity to serve the expected enrollment in our service area, in accordance with the 
DHCFP’s standards for access to care, at the time we enter into the contract with the 
State. We will also use the GeoAccess and NDM suite when significant changes to Delta 
Dental’s Nevada DBA operations occur to evaluate network capacity and identify 
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opportunities to expand the capacity to accommodate the change. We are confident that 
these tools will support our ability to present the information in a format requested by 
the DHCFP. 


Primary Dental Provider Participation 


3.6.5.6 Primary Dental Provider Participation 


 


Per geographic service area, at least fifty percent (50%) of all of the Network 


PDPs must contractually agree to accept eligible recipients.  At least fifty 


percent (50%) of the aforementioned PDPs must accept eligible recipients at all 


times.  If the vendor has a contract with a Federally Qualified Health Center 


(FQHC) and/or the University of Nevada Las Vegas School of Dental Medicine, 


the dentists of the DBAs can be counted to meet the fifty percent (50%) 


participation and fifty percent (50%) acceptance requirement.  The DHCFP or 


its designee may audit the vendor’s network monitoring tool for compliance. 


Delta Dental commits to delivering a comprehensive network with statewide capacity for 
recipients’ access to primary and specialty care by the Go-Live date and for the full 
contract term. At a minimum, our commitment includes attaining the following specific 
requirements: 


 Per geographic service area, 50% of network PDPs will contractually agree to accept 
eligible recipients (participation); 


 Of the aforementioned PDPs, 50% will accept eligible recipients at all times (acceptance); 
 If Delta Dental has a contract with an FQHC and/or the University of Nevada Las Vegas 


School of Dental Medicine, the dentists can be counted to meet the 50% participation and 
50% acceptance requirement. 


Delta Dental understands that the DHCFP or its designee may audit our network 
monitoring tool for compliance. 


Dental Specialists 


3.6.5.7 Dental Specialists 


  


The vendor must provide access to all types of dental specialists for PCP 


referrals, and it must employ or contract with specialists in sufficient numbers to 


ensure specialty services are available in a timely manner. The vendor should 


provide access to at least two specialists/subspecialists in their service areas. 


The minimum ratio for specialists (i.e., those who are not PCPs) is one (1) 


specialist per one thousand five hundred recipients per service area (1:1500).  


 


These ratios may be adjusted by the DHCFP for under-served areas, upon the 


analysis of dental specialist availability by specific service area. 
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If a recipient is unable to arrange specialty care from a network provider, the 


vendor must arrange for services with a provider outside the vendor’s network.  


Delta Dental commits to delivering a comprehensive network with statewide capacity for 
recipients’ access to primary and specialty care by the Go-Live date and for the full 
contract term. At a minimum, our commitment includes attaining the following specific 
requirements: 


 A ratio of specialists/subspecialists to recipients of 1:1500 per geographic service area; 
 A minimum of two specialists/subspecialists per service area and 
 Sufficient specialists in each geographic service area to provide necessary access to 


specialty care  


In unusual situations in which a recipient requires a highly specialized provider who is 
not in the network or not within the recipient’s immediate area but would be the closest 
provider with the skills necessary to treat the patient, customer service representatives 
(CSRs) and PR representatives will work together to make arrangements with the 
provider to see the patient with no out-of-pocket cost to the recipient. On an ongoing 
basis, PR representatives monitor these occasions to evaluate whether additional 
providers or types of specialties are needed in an area to ensure adequate access to 
care. 


Delta Dental agrees that these ratios may be adjusted by the DHCFP for under-served 
areas, based upon analysis of dental specialist availability by specific service area. Delta 
Dental also understands and agrees that if a recipient is unable to arrange specialty care 
from a network provider, we will arrange for services with a provider outside our 
network. 


Access to Covered Services 


3.6.5.8 Ensure enrolled recipients’ access to covered services is consistent 


with the degree of urgency, as follows: 


 


A.  Emergency dental services provided on an emergency basis in a 


hospital, emergency room or ambulatory surgery center are provided as part of 


the medical MCO benefit. The vendor must educate recipients and providers 


about availability of, and how to access emergency dental services; 


The Member and Provider Handbooks inform recipients and providers about the 
availability of and how to access emergency dental services. 


Included in the Member Handbook is an explanation of how to use the dental plan. It 
explains how to obtain emergency and urgent dental care services, in addition to how to 
choose a dental home, schedule appointments and related topics.  


Included in the Provider Handbook a description of the recipients covered by the 
program and the covered benefits; and the provider’s obligations with regard to 
providing emergency and urgent dental care, and the coordination of care following 
those services. 
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B.  PDP Appointments 


 


1. Urgent care, including urgent specialty care, must be provided within 


24 hours.  


 


2. Therapeutic and diagnostic care must be provided within 14 days.  


 


3. Routine or preventive dental services for eligible recipients within six 


(6) weeks in accordance with the American Academy of Pediatric Dentistry 


(AAPD) periodicity schedule. 


 


4. PDP's must make referrals for specialty care on a timely basis, based 


on the urgency of the Member’s medical condition, but no later than 30 days.  


 


C.  Specialist Appointments 


 


For specialty referrals to dental specialists and other diagnostic and treatment 


health care providers, the vendor shall provide: 


 


1. Same day, emergency appointments within twenty-four (24) hours of 


referral; 


 


2. Urgent appointments within three (3) calendar days of referral; 


 


3. Routine appointments within thirty (30) calendar days of referral; and  


 


4. Vendor must allow access to a child/adolescent specialist(s) if 


requested by the parent(s). 


 


D.  Appointment Standards 


 


The vendor shall have established written policies and procedures: 


 


1. Disseminating its appointment standards to all network providers, and 


must assign a specific staff member of its organization to ensure compliance 


with these standards by the network.   


 


2. Concerning the education of its provider network regarding 


appointment time requirements, the vendor shall: 


 


a. Monitor the adequacy of its appointment process and compliance; 


and  
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b. Implement a Plan of Correction (POC) when appointment standards 


are not met. 


Delta Dental’s provider agreement reflects a comprehensive set of core requirements 
that address clinical, financial, administrative and legal provisions to safeguard recipient 
health. The provider agreement for participating dentists in the Nevada DBA program will 
incorporate the required appointment availability standards below: 


 For PDP appointments: 
 24 hours for urgent care, including urgent specialty care; 
 14 days for therapeutic and diagnostic care; 
 Six weeks for routine or preventive dental services (in accordance with the American 


Academy of Pediatric Dentistry (AAPD) periodicity schedule and 
 30 days or less for referrals for specialty care, based on the urgency of the recipient’s 


medical condition 
 For Specialist appointments: 


 Same day or within 24 hours of referral for emergency services; 
 Three calendar days of referral for urgent appointments; 
 30 calendar days of referral for routine appointments and 
 Access to a child/adolescent specialist if requested by the parent 


These standards will be set forth in the provider agreement terms that detail the 
responsibilities of a network provider. Delta Dental’s PR representatives and quality 
assurance and improvement staff monitor timely access to care and investigate potential 
provider compliance issues. When appointment standards are not met, Delta Dental 
develops and implements a Plan of Correction (POC).  


Our initial action is remediation through peer-to-peer counseling. A Delta Dental dental 
professional contacts the provider directly to discuss the circumstances that prompted 
the contact and the provider’s obligation regarding recipient access. In our experience, 
this action is usually sufficient to correct any misunderstandings and non- conformance. 
We maintain a record of the actions taken and, should a provider incur three confirmed 
recipient access incidents, more aggressive interventions and sanctions are applied, up 
to and including contract termination and removal from the network. In situations where 
supplemental training is indicated for dentists or office staff, the assigned PR 
representative contacts the provider to schedule a training session to review access 
policies. Delta Dental invests the resources needed to preserve and promote provider 
participation, taking into account the provider’s level of cooperation and past history, 
geographic and specialty access in the area and recipient utilization. 


Office Waiting Times 


3.6.5.9 Office Waiting Times 


 


The vendor shall establish written guidelines that a recipient’s waiting time at 


the PDP’s or specialist’s office is no more than one (1) hour from the scheduled 


appointment time, except when the provider is unavailable due to an 


emergency.  Providers are allowed to be delayed in meeting scheduled 
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appointment times when they “work in” urgent cases, when a serious problem 


is found, or when the patient has an unknown need that requires more services 


or education than was described at the time the appointment was scheduled. 


Office waiting time standards (no more than one hour from the scheduled appointment 
time, except when the provider is unavailable due to an emergency) will be set forth in 
the provider agreement terms that detail the responsibilities of a network provider. Delta 
Dental’s PR representatives and quality assurance and improvement staff monitor timely 
access to care and investigate potential provider compliance issues. 


Access Exceptions 


3.6.5.10 Access Exceptions 


 


Document and submit to the DHCFP, in writing within 15 days, justification for 


exceptions to access standards set forth in this RFP. Such justifications shall 


include alternative standards that are equal to or better than the usual and 


customary community standards for accessing care. 


Delta Dental commits to meeting the access requirements set forth in the RFP, however, 
through our active partnership with community providers and other stakeholders, we 
often become aware of better and/or alternative standards that will encourage provider 
participation and increase utilization. When such alternative standards are determined to 
be viable, Delta Dental will document the justification in writing within 15 days and 
submit the request to the DHCFP. Alternative standards will not be implemented without 
approval from the DHCFP. 


Provider Terminations 


3.6.5.11 Provider Terminations 


 


A.  The vendor must give written notice of termination of a contracted 


provider, within fifteen (15) days of receipt or issuance of the termination 


notice, to each recipient who received his/her primary care from, or was seen 


on a regular basis by the terminated provider. 


 


B.  If the vendor decredentials, terminates, or disenrolls a provider; the 


vendor must inform the DHCFP Provider Enrollment Unit within five (5) business 


days.  


 


C.  The vendor at a minimum must provide the DHCFP the basis, reasons 


or causes for such action and any and all documentation, data, or records 


obtained, reviewed, or relied on by the vendor including but not limited to:  


 


1. Provider/patient files. 
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2. Audit reports and findings. 


3. Medical necessity reviews. 


 


D.  If the decredentialing, termination or disenrollment of a provider is 


due to suspected criminal actions, or disciplinary actions related to fraud or 


abuse, the DHCFP is responsible for notifying the MFCU or HHS-OIG. 


Under Delta Dental’s quality assurance and program integrity programs, the process for 
provider termination (whether due to de-credentialing or disenrollment) includes the 
written notice of termination to each recipient who indicated that provider as their PDP or 
who was seen on regular basis by that provider. Delta Dental identifies these recipients 
through our enrollment database, and through claim history data queries. The written 
notice is mailed within 15 days of issuance of the termination notice.  


A provider may be terminated following occurrences such as: 


 Failure to respond to requests for recredentialing; 
 Failure to comply with future issued/implemented state or federal regulations or 


requirements; 
 Revocation of the provider’s dental license; 
 Conviction of a crime involving moral turpitude; 
 Provider’s behavior unchanged after QA Committee sanctions and corrective actions 


attempts; 
 Verified pattern of poor quality of care that does not meet accepted professional 


standards; 
 Pattern of unacceptable care remains uncorrected after attempts by the QA committee to 


notify the provider of the issues and/or 
 An incident so egregious that it is deemed necessary to immediately terminate the 


dentist’s contract. 


When Delta Dental terminates (disenrolls, de-credentials, terminates or removes) a 
provider from the active Provider List, the basis, reasons or causes for the action – 
including the related documentation, data, or records used to make the determination – 
will be provided to the DHCFP within five business days of the decision to terminate. 


Delta Dental acknowledges that the DHCFP is responsible for notifying the MFCU or 
HHS-OIG if the termination is due to suspected criminal actions or due to disciplinary 
actions related to fraud or abuse. 


Notification of Significant Network Changes 


3.6.5.12 Notification of Significant Network Changes 


 


A.  The vendor will notify the DHCFP’s designated staff, within one (1) 


business day, of any unexpected change that would impair its provider 


network.  This notification shall include: 
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1. Information about the nature of the change and how the change will 


affect the delivery of covered services; and 


 


2. The vendor’s plans for maintaining the quality of recipient care if the 


provider network change is likely to result in deficient delivery of covered 


services. 


 


B.  The vendor must notify the DHCFP of any change in its network that 


will substantially affect the ability of recipients to access services as soon as the 


change is known, or not later than fifteen (15) calendar days prior to the 


change. 


As our many years’ of experience demonstrates, provider networks are not static; they 
are always a work-in-progress to optimize service levels. Members of Delta Dental’s PR 
team will actively manage the Nevada DBA program network by evaluating key 
performance indicators.  


Evaluation of these key indicators, together with corresponding action plans to address 
items that influence network effectiveness, ensure Delta Dental’s PR staff and 
management team and the DHCFP that recipients enjoy optimum access to high-quality 
dental care. Our ongoing review processes serve as an early warning system to identify 
trends that may need further attention. For example, geographic access patterns may 
shift over time and require network reconfiguration. The number of recipients may also 
increase over time, requiring increased capacity. 


Our PR representatives maintain a close working relationship with other functional areas 
within Delta Dental to anticipate network impacts stemming from planned events and 
take appropriate proactive steps. Changes to a provider’s network eligibility status 
owning to recredentialing results, sanctions monitoring, quality review results or 
voluntary terminations resulting from relocation or retirement are immediately evaluated 
for network impact and provider recruiting to maintain service standards for recipients in 
the area. 


Delta Dental will notify the DHCFP of any change to our network that will substantially 
affect the ability of recipients to access services as soon as the change is known, or not 
later than 15 calendar days prior to the change if known in advance. 


When a significant, unexpected change that would impair our network might occur, Delta 
Dental commits to notifying the DHCFP designated staff within one business day. The 
notification will include information about the nature of the change and how the change 
will affect delivery of covered services, and our plans for maintaining the quality of 
recipient care if the change is likely to result in deficient delivery of covered services. 


Prohibited Practices 


3.6.5.13 Prohibited Practices 
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The vendor shall take affirmative action so that recipients are provided access 


to covered medically necessary services without regard to race, national origin, 


creed, color, gender, gender identity, sexual preference, religion, age, and 


health status, physical or mental disability, except where medically indicated.  


Prohibited practices include, but are not limited to, the following: 


 


A.  Denying or not providing an enrolled recipient a covered service or 


available facility; 


 


B.  Providing an enrolled recipient a covered service which is different, or 


is provided in a different manner, or at a different time from that provided to 


other recipients, other public or private patients, or the public at large; 


 


C.  Subjecting an enrolled recipient to segregation or separate treatment 


in any manner related to the receipt of any covered medically necessary 


service, except where medically indicated; 


 


D.  The assignment of times or places for the provision of services on the 


basis of race, national origin, creed, color, gender, gender identity, sexual 


preference, religion, age, physical or mental disability, or health status of the 


recipient to be served;  


 


E.  The vendor may not prohibit, or otherwise restrict, a health care 


professional acting within the lawful scope of practice, from advising or 


advocating on behalf of a recipient who is his or her patient: 


 


1. For the recipient's health status, dental care, or treatment options, 


including any alternative treatment that may be self-administered; 


 


2. For any information the recipient needs in order to decide among all 


relevant treatment options; 


 


3.  For the risks, benefits, and consequences of treatment or non-


treatment; and 


 


4. For the recipient's right to participate in decisions regarding his or her 


health care, including the right to refuse treatment, and to express preferences 


about future treatment decisions. 


 


F.  Employing or contracting with providers excluded from participation 


in Federal health care programs. [42 CFR 438.214(d)]; and 


 


G.  Charging a fee for a medically necessary covered service or 


attempting to collect a co-payment.  
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3.6.5.14 If the vendor knowingly executes a subcontract with a provider with 


the intent of allowing, encouraging, or permitting the subcontractor to 


implement unreasonable barriers or segregate (i.e., the terms of the 


subcontract are more restrictive than the vendor’s contract with the DHCFP or 


incentives or disincentives are structured to steer enrolled recipients to certain 


providers) the vendor will be in default of its contract with the DHCFP.  In 


addition, if the vendor becomes aware of any of its existing subcontractors’ 


failure to comply with this section and does not take immediate action, it will 


be in default of its contract with the DHCFP.  


 


Dentists participating in the Nevada DBA program are contractually obligated, as well as 
ethically and professionally bound, to treat all recipients with dignity and respect. Dental 
services must meet the same standards of care and conduct in accordance with practice 
guidelines promulgated by governing bodies such as the American Dental Association, 
dental specialty boards and government regulatory agencies regarding generally 
accepted practices and the latest treatment options and techniques. Delta Dental 
monitors provider performance on an ongoing basis to ensure compliance with these 
policies. 


Our provider agreements specifically address these prohibited practices, nor does Delta 
Dental permit these practices within our organization. Delta Dental commits to meeting 
the RFP requiremements regarding prohibited practices. We understand and agree that if 
we knowingly execute a provider agreement with the intent of allowing, encouraging, or 
permitting the provider to implement unreasonable barriers or segregate; or if we 
become aware of any of our existing providers’ failure to comply with this section and do 
not take immediate action, we will be in default of our contract with the DHCFP. 


3.6.6 PROVIDER CONTRACTS 


3.6.6 Provider Contracts 


Delta Dental’s contracting policies are based on the premise that to fully serve the needs 
of our dental plan recipients, we must provide a stable, comprehensive network of 
qualified dentists with broad geographic access, specialty services, and reserve 
capacity. We also take into account the unique characteristics of each plan’s recipient 
population. Because of our long history focused solely on dental care and the many 
dental professionals we employ, we understand how dental practices function and what 
dentists require to be active partners in a given program. Delta Dental holds fully 
executed provider agreements with each of our network providers. We do not 
subcontract for network providers or network management services. 


Our agreements with primary care dentists reinforce a dental home approach, 
streamlining administrative burdens and enabling the primary care dentist, specialty 
dentists and recipients and their families to work directly together as a team on behalf of 
each patient. 
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Written Provider Agreements 


3.6.6.1 The vendor will execute and maintain, for the term of the contract, 


written provider agreements with a sufficient number of appropriately 


credentialed, licensed or otherwise qualified providers to provide enrolled 


recipients with all medically necessary covered services. 


Unlike many other dental insurers who subcontract other payer networks to wrap around 
or supplement a network, Delta Dental offers our clients an indemnity network consisting 
of independent dentists which have entered into an agreement with us. All dentists on 
any Delta Dental network are directly contracted with Delta Dental and are not 
subcontracted from another source. Delta Dental does not operate these network office 
locations, as all Delta Dental dentists are in private practice and sign a non-exclusive 
agreement to become one of our contracting dentists. Delta Dental networks are 
proprietary and not available for lease by any other entity. 


Delta Dental is currently in the process of recruiting and contracting a network that 
meets all the requirements described. All providers will sign a government programs 
contract. The size of the network is determined and contracted based on the number of 
members in any geographic area and is consistent with ratio and geographic 
requirements.  


Delta Dental will implement and maintain a dental network that not only has sufficient 
numbers and types of dental providers but also providers in the optimum locations, 
thereby giving recipients convenient access to general and specialty dental care. Should 
a recipient require dental care prior to assignment or selection of a PDP, the individual 
may obtain services from any network provider. Our toll-free Call Center staff can assist 
in locating an appropriate provider, if needed. The completion of Delta Dental’s initial 
network development campaign will culminate with the end of the contract start-up 
period. As of the Go-Live date, recipients will have access to a comprehensive network 
that fully satisfies all geographic, time, ratio and other standards. 


DHCFP Review of Provider Contracts 


3.6.6.2 The vendor will provide, for the DHCFP’s review, a copy of its base 


provider contract prior to execution.  In addition, prior to distributing or 


executing any substantive changes or amendments to the base contract, the 


vendor shall submit drafts of standard language for any such contract to the 


DHCFP for review.  Provider contracts must meet all state and federal 


requirements.  Vendors are expected to submit all necessary information to 


demonstrate agreements are complete. The vendor shall submit any of its 


provider contracts to the DHCFP upon request.  


Delta Dental’s provider contracts meet all state and federal requirements and include 
relevant flow-down requirements from this RFP. Delta Dental will provide a copy of our 
base provider contract for the DHCFP review prior to execution. Throughout the contract, 
we will submit drafts of substantive changes or amendments to the base contract 
standard language to the DHCFP for review prior to distribution or execution.  
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We will submit any of our provider contracts to the DHCFP within five business days of a 
request. 


Provider Recruitment 


3.6.6.3 The timing and other events associated with provider recruitment 


must occur in a manner that will ensure meeting the objectives noted within this 


RFP.  The effort must include outreach to providers who are not currently 


participating in the DHCFP’s medical assistance programs or have a signed 


agreement but do not actively accept eligible recipients. Prior to becoming a 


network provider, a provider who is a non-Medicaid provider must be referred 


to the DHCFP for completion of the Medicaid provider enrollment.  However, 


vendors may enter into single case agreements with non-Medicaid providers as 


needed.  Any provider located outside of the state of Nevada must be 


licensed in their home state of practice in order to enter into a single case 


agreement with a vendor.  


Delta Dental’s first Nevada provider network was contracted in 1974. We have 
continuously maintained one or more provider networks in Nevada, and many providers 
in the Clark and Washoe counties are already members of our networks.  


Delta Dental is proposing a custom network designed specifically for the Nevada DBA 
program using a multiple-phase approach. This approach is consistent with our past 
successful network implementations for state and national programs. We do not use an 
“opt-out” approach in which providers participating in an insurer’s or administrator’s 
network for one customer or program are notified of the intent to include them in another 
network unless a written declination is received by a specific deadline. Our experience 
has been that this tactic results in dissatisfied providers, low retention rates, and low 
commitment to potential program-specific contracts. 


Delta Dental’s hands-on network development approach requires a significant 
investment of time and resources; however, we and our customers have found the initial 
efforts involved in engaging in first-hand discussions with providers are well worth it in 
the long run. In these conversations, many providers have openly shared concerns about 
their recent experiences with a program, but have agreed to offer their services to 
recipients through Delta Dental’s proposed network. Many providers have expressed 
satisfaction with their experience with Delta Dental in the commercial space and are 
therefore willing to participate in our other programs.  


Going the extra mile to reach out to providers and build lasting and productive 
relationships with them is what sets Delta Dental apart in the industry. It also provides 
the foundation for what is needed most for the improved oral health of recipients – a 
stable network of qualified providers who deliver continuity of care over the long term to 
set recipients on a course of good oral hygiene and health for life.  


Delta Dental is currently in the process of recruiting and contracting a network that 
meets all the requirements described. All providers will sign a government programs 
contract. The size of the network is determined and contracted based on the number of 
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members in any geographic area and is consistent with ratio and geographic 
requirements. Delta Dental’s recruitment team uses a systematic approach to network 
development that features advance planning, DHCFP-approved materials, iterative 
follow-up with providers and continuous tracking of progress against plan. Throughout 
the network development phases, Delta Dental’s management team will evaluate 
recruitment progress and resources assigned to complete the network on schedule. 
Should additional resources be needed, Delta Dental will augment the development team 
with experienced recruiters and support staff to ensure delivery of a comprehensive 
network for the Go-Live date. 


Delta Dental has already begun building our network for the Nevada DBA program. 
During this pre-contract period, the start-up period and throughout the duration of the 
contract, our PR department representatives work collaboratively with dental 
professionals and network specialists to meet network performance goals. We make 
every attempt to include providers who currently participate in the Nevada dental 
network to minimize disruption in existing dentist-patient relationships and dental 
homes. However, we do not rely solely on current Medicaid network providers to build 
our network. We use multiple tools to gauge optimum access for recipients and pinpoint 
recruitment needs for dentists by specific specialty. GeoAccess–GeoNetworks® 
analytical tools are used to assess network performance geographically, including 
measuring recipient access by varied time and distance parameters. For each provider 
type, we can look at county metrics and drill down to identify particular ZIP codes that do 
not meet our expectations. 


Delta Dental will implement and maintain a dental network that not only has sufficient 
numbers and types of dental providers but also providers in the optimum locations, 
thereby giving recipients convenient access to general and specialty dental care. Should 
a recipient require dental care prior to assignment or selection of a PDP, the individual 
may obtain services from any network provider. Our toll-free Call Center staff can assist 
in locating an appropriate provider, if needed. The completion of Delta Dental’s initial 
network development campaign will culminate with the end of the contract start-up 
period. As of the Go-Live date, recipients will have access to a comprehensive network 
that fully satisfies all geographic, time, ratio and other standards. 


Delta Dental’s recruitment plan includes outreach to providers who are not currently 
participating in the DHCFP’s medical assistance programs or have a signed agreement 
but do not actively accept eligible recipients. If the provider is not already a Nevada 
Medicaid provider, Delta Dental will refer the provider to Nevada Medicaid’s fiscal agent 
for enrollment. Once the provider has been enrolled by the fiscal agent, Delta Dental will 
complete the provider’s application and credentialing process and the provider may 
begin to provide services to Medicaid DBA recipients. 


Delta Dental is sensitive to placing undue administrative burden on participating 
providers. To minimize this burden and to reduce avoidable delays in the process, Delta 
Dental proposes to work with the DHCFP and the fiscal agent to develop a process 
whereby Delta Dental submits the necessary enrollment information (application data, 
credentialing results, et al) to the fiscal agent on behalf of the provider. Delta Dental 
performs a similar role on our California Medicaid contract, as well as during prior 
Medicaid contracts with other states, and finds that this service helps to ensure that the 
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new Medicaid provider completes the enrollment process, which ultimately maintains 
and improves network adequacy. 


In the exceptional cases where services from a non-Medicaid provider are needed, Delta 
may enter into a single case agreement with a provider. Delta will report these 
circumstances to the DHCFP. For any provider that is out-of-state, Delta Dental validates 
that the provider’s license is in good standing as part of the single case agreement 
process. 


Delta Dental is a nationally-known dental benefits administrator; in most cases, the non-
Medicaid provider will already have a contract and be credentialed with Delta Dental’s 
other lines of business (for example, employer dental plans) which ensures the DHCFP 
and the recipient that the provider meets Delta’s high quality standards. Further, Delta 
Dental credentials even our commercial network providers to the Medicaid standard in 
each state, which is the most stringent standard in use.  


Compliance Monitoring 


3.6.6.4 The vendor must also have written policies and procedures for 


monitoring and complete this monitoring on its providers, and for disciplining 


providers who are found to be out of compliance with the vendor’s dental 


management standards.  


Provider compliance begins with our provider contracting policies and agreements. Delta 
Dental’s provider agreement addresses clinical, financial, administrative and legal 
provisions to safeguard recipient health and maintain compliance with Delta Dental 
standards and Nevada DBA program requirements. These are set forth in contract terms 
that, among others, include: 


 Provision of services; 
 Standards of care; 
 Dentist and employee qualifications/credentialing; 
 Facility and equipment standards; 
 Availability and accessibility standards; 
 Dentist/patient relationship; 
 Recipient acceptance/transfers; 
 Referrals; 
 Claim/encounter submission; 
 Disclosures/notifications of adverse events; 
 Compliance with the provider handbook; 
 Recipient grievance resolution; 
 Prohibition against recipient billings and collections; 
 QM and UM standards/programs; 
 Records maintenance and access; 
 Confidentiality/security of patient information; 
 Applicable state and federal regulations/statutes and 
 Insurance coverage and continuity of care for recipients. 







  


 


 RFP #3290 


3–110 Dental Benefits Administrator 


 


Denying, Reducing, or Limiting Medically Necessary Services 


3.6.6.5 Provider contracts may not be structured to provide financial or other 


incentives to providers and subcontractors for denying, reducing, or limiting 


medically necessary services to a recipient. 


Delta Dental’s provider contracts require providers to provide covered medically 
necessary dental services following standard practice guidelines and protocols. No 
financial or other incentives for denying, reducing or limiting medically necessary 
services are included or encouraged. 


Gag Clauses 


3.6.6.6 The use of “gag” clauses in Provider contracts is prohibited. 


Delta Dental does not use “gag” clauses in our provider contracts. 


DHCFP Access to Provider Contracts 


3.6.6.7 All provider contracts must be made available to the DHCFP within 


five (5) business days of the request.  


We will submit any of our provider contracts to the DHCFP and/or MFCU within five 
business days of a request. 


Future Grants to Medicaid 


3.6.6.8 The vendor will support and participate in any future grants awarded 


to Medicaid that affect vendors or vendor recipients.   


Delta Dental will be pleased to support and participate in any future grants awarded to 
Medicaid that affect vendors or vendor recipients. 


Subject to ACA Enrollment Requirements 


3.6.6.9 The vendor will be subject to ACA requirements for Medicaid 


enrollment. 


Delta Dental’s contracting policies are based on the premise that to fully serve the needs 
of our dental plan enrollees, we must provide a stable, comprehensive network of 
qualified dentists with broad geographic access, specialty services, and reserve 
capacity. As part of our contracting policies and procedures, we commit to following all 
state and federal requirements for provider enrollment, including Affordable Care Act 
(ACA) requirements for Medicaid enrollment. 
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3.6.7 PROVIDER DIRECTORY 


3.6.7 Provider Directory 


 


The vendor will publish its provider directory which includes all providers 


including FQHCs, and any subcontractors’ provider directory via an Internet 


website upon contract implementation and will update the website on a 


monthly basis for all geographic service areas.  Listed providers in the vendor 


network must be active, currently providing care or accepting new patients on 


behalf of the vendor and the provider’s demographic data must be accurate. 


The vendor will provide the DHCFP with the most current provider directory 


upon contract award for each geographic service area.  Upon request by the 


DHCFP, the vendor must confirm the network adequacy and accessibility of its 


provider network and any subcontractor’s provider network. When queried at 


least 90% of listed providers will confirm participation in the vendor’s network.  


 


On a monthly basis, no later than the tenth (10) day of the month, the Vendor 


will submit to the DHCFP a list of all providers who have been enrolled and a list 


of all providers who have disenrolled, deactivated, terminated, decredentials 


or been removed from the active provider enrollment in the previous month.  


The provider directory lists Delta Dental’s network of highly qualified general, pediatric 
and other specialty dentists. The directory is sorted by county and specialty and, for 
each office location, includes the provider name, address, telephone numbers, office 
hours, foreign languages spoken, specialties, whether or not the provider is accepting 
new patients, any practice limitations (for example, willingness to serve children and 
adults with special health care needs), and any age restrictions. Only active dental 
providers are included in the directory. 


The electronic version of the provider directory will be available via Delta Dental’s 
website to program members and to the DHCFP. The on-line provider directory is 
searchable by ZIP code, city, county, provider’s last name, dental office name, language 
and specialty. Providers who are available to render services to new patients will be 
flagged and easily identifiable. To exceed the RFP requirement to update the directory 
monthly, the electronic directory will be updated whenever there is a change in the 
network (e.g., additions and deletions of providers and changes to a provider’s name, 
address, telephone numbers, office hours, languages spoken, specialties, acceptance-of-
new-patients status and practice limitations). 


Delta Dental has well-established processes to help ensure that information in the 
provider directory is accurate and current. Our initial verification occurs during the 
credentialing process. Our PR representatives reconfirm that information during 
telephone calls and on-site visits to provider offices. We use bulletins and the provider 
pages of the program website to remind providers to send us any changes in their 
contact information and/or services. In addition, providers may update their information 
on-line by clicking on the “My Profile” link on Delta Dental’s “Provider Tools” web page. 
Upon request by the DHCFP, we will confirm the network adequacy and accessibility of 
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our provider network and any subcontractor’s provider network. Our goal is that at least 
90% of listed providers will confirm participation in our network. 


We will submit a Provider Network Changes report listing all providers who, in the 
previous month, have: 


 Newly enrolled; 
 Disenrolled; 
 Deactivated; 
 Terminated; 
 Decredentialed; or 
 Been removed from the active provider enrollment list. 


The Provider Network Changes report is generated from Delta Dental’s provider 
management system, and will be delivered by the tenth day of the month. 


3.6.8 RECIPIENT COMMUNICATIONS 


3.6.8 Recipient Communications 


 


All general communications to recipients must be written at an eighth (8th) 


grade level of understanding reflecting cultural competence and linguistic 


abilities.  The DHCFP must approve initial mass letter mailings and brochures or 


any subsequent change in content for recipients, exclusive of Dental 


educational and disease management information, prior to release. If the 


DHCFP does not respond within ten (10) business days, the vendor may 


consider the communication approved.  This provision does not pertain to 


communications on specific topics to individual recipients. 


Historically, Delta Dental has done much more than simply meeting the minimum 
standards of education and outreach in response to contractual requirements. Rather, 
we have proactively integrated those activities into our corporate philosophy of excellent 
customer service. We have a long history of participating in outreach that promotes 
public awareness of dental health through education, improved access and appropriate 
utilization of services. Our efforts have included traditional outreach – such as health 
fairs, school-based screening and dental sealant programs and mobile dental clinics – 
and, also, targeted health and wellness initiatives to help meet the needs of specific 
populations such as pregnant women. 


Delta Dental will work with the DHCFP to ensure that all member materials are clear, 
correct and well-suited to the intended audience. All general communications to 
recipients – including the website, educational materials and correspondence – will be 
written at an eighth grade level of understanding and reflect cultural competence and 
linguistic abilities. 


Delta Dental will submit initial mass letter mailing and brochures, and any subsequent 
change in this content, for recipients to the DHCFP for approval. If the DHCFP does not 
respond within ten business days, Delta Dental will consider the communication 
approved and proceed with distribution. 
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Cultural Competency  


Delta Dental places a high priority on cultural competency training to ensure that all 
members – regardless of culture, ethnicity, language, literacy level, religion or disability – 
receive the same high-quality level of services. Our well-established cultural competency 
program meets Delta Dental's corporate commitment to excellence in this area.  


Delta Dental recognizes that Medicaid and CHIP recipients have the right to quality health 
care regardless of their age, sex, ethnicity, religion, disabilities or ability to understand 
the English language. We help limited English proficiency (LEP), hearing-impaired and 
sight-impaired recipients obtain the best, most appropriate dental care possible through 
our well-established cultural competency plan that encourages culturally competent 
contact between recipients and providers, staff recruitment and training, translation 
services, and the development of appropriate health education materials. 


Delta Dental recruits staff whose experience and skills best meet each position’s specific 
requirements. For example, we look for staff who are bilingual in English and Spanish to 
help meet the needs of Spanish-speaking recipients in our California Medicaid Dental 
Program (Denti-Cal). All Delta Dental staff learn about language assistance services 
through cultural competency training, which is required upon hire and annually 
thereafter. The training addresses the processes and procedures to help program 
recipients access services and, in addition, emphasizes the right of recipients to receive 
interpretive and translation services upon request and at no charge to them. Staff 
assigned to the Nevada Medicaid and Check Up programs will also receive contract-
specific training on cultural competency and linguistic access. 


For more information on Delta Dental’s Cultural Competency Plan, see Proposal Section 
3.10.2.2, Cultural Competency Plan. 


Written Translation Services 


All recipient educational materials and other vital documents – such as complaint forms, 
notices of action, grievance/administrative hearing information, and outreach materials – 
will be available to Nevada Medicaid and Check Up recipients in English and any 
prevalent non-English languages as determined by the DHCFP. If the DHCFP identifies 
any other prevalent languages (typically defined as a language spoken by more than 5% 
of recipients in a designated geographic area), we will have recipient materials translated 
into those languages by an approved translation vendor. 


Delta Dental recognizes that the readability of recipient materials affects his or her 
success in understanding not only the dental program’s benefits and rules, but also the 
importance of routine dental care. Factors influencing recipient comprehension of and 
interest in reading materials include, but are not limited to, print legibility, type size, word 
complexity and sentence complexity. For the Nevada contract, we will develop recipient 
informational and educational materials at no higher than an eighth-grade reading level 
and in an appealing, conversational tone with culturally, linguistically and age-
appropriate language, phrases and examples.  
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For more information on Delta Dental’s approach to ensuring access to interpretative and 
translation services, see Proposal Section 3.5, Recipient Services. 


3.6.9 PROVIDER COMMUNICATIONS 


3.6.9 Provider Communications 


 


All general communications to providers including mass mailings, fax-blasts, 


brochures, batch emails, and communications specifically mentioned in this 


contract must be copied to the DHCFP. This provision does not pertain to 


communications on specific topics to individual providers. 


Each dentist participating in the network will receive a provider handbook describing the 
covered benefits package, recipient eligibility and assignment and provider obligations 
for compliance with all administrative, legal and regulatory requirements. The provider 
agreement between Delta Dental and each network dentist contains a provision that 
obligates the provider to comply with all handbook provisions and any subsequent 
updates. 


Delta Dental recognizes that communication modes are changing rapidly, and as the 
demographics of dental professionals change so must our communication methods. To 
supplement the handbook and reinforce the dentist’s awareness of the program and 
status as a participating provider, Delta Dental also uses these modes of communication: 


 E-mail blasts and list serves 
 Online announcements and posting 
 Mass mailings 


An example of the type of communication that may occur through these modes is a 
series of newsletters to all network dentists periodically throughout the year. The 
newsletters announce program changes, discuss current dental care topics and address 
emerging issues that may be identified through recipient services or other sources and 
have broad application to all participating dentists. Based on the provider 
communication preference, we will e-mail or mail the newsletter. 


Regardless of the mode of communication, Delta Dental will copy the DHCFP on all 
general communications to providers. 
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3.6.10 PROVIDER POLICY AND PROCEDURE MANUAL 


3.6.10 Provider Policy and Procedure Manual 


Policy and Procedure Manual, Number of Copies 


3.6.10.1 The vendor must prepare a Provider Policy and Procedure Manual.  


The vendor shall document the approval of the provider manual by the 


vendor’s Dental Director, and shall maintain documentation verifying that the 


provider manual is reviewed and updated at least annually. 


 


3.6.10.2 The vendor must furnish one (1) copy of the manual to each provider 


upon recruitment into the network before provider has signed a contract, and 


must update all copies of the manual in each provider’s possession when 


changes are made by the vendor.  Provider update notices sent via facsimile, 


mail, and/or e-mail may be utilized to update the provider manual when 


changes are made by the vendor.  The vendor can meet this requirement by 


furnishing one (1) copy of the manual and one (1) copy of the manual updates 


to each provider practice where several providers within the practice are 


recipients in the network. If a provider agrees, the manual may be provided in 


electronic format. One (1) hard copy and one (1) electronic copy of the 


Provider Manual shall be provided to the DHCFP.  That electronic copy must be 


updated with the same frequency as the hardcopy manual copies furnished to 


providers.  The manual shall include, at a minimum, the following information: 


 


A.  The policies and procedures to be implemented by the vendor to 


ensure provider contract compliance; 


 


B.  The procedures governing verification of recipient eligibility and the 


process for receiving and disseminating recipient enrollment data to 


participating providers;  


 


C.  Prior authorization procedures and requirements; 


 


D.  The procedures for claims administration; 


 


E.  Provider credentialing criteria; 


 


F.  Provider network management; 


 


G.  The benefits and limitations available to enrolled recipients under the 


program, including any restrictions on recipients’ freedom of choice imposed 


by the program and any/all payment obligations; 
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H.  Administrative and billing instructions, including: a list of procedure 


codes; edits; units; payment rates; and all pertinent information necessary to 


submit a clean claim in a timely manner; 


 


I.  Procedure to dispute adverse payment and contract decisions; and


  


J.  Policies and procedures to be implemented by the Vendor to 


manage quality improvement and recipient service utilization. 


Delta Dental has an extensive history implementing large, complex programs that 
provide dental care to those most in need. In the dental community in Nevada and across 
the country, Delta Dental has earned a respected reputation as a dental benefits 
administrator. This has been achieved by providing the resources and support that 
dental providers need to successfully participate in our networks, which, in turn, benefits 
our customers and their recipients. As an organization dedicated exclusively to dental 
care, we have a clear understanding of dental practices and employ PR representatives 
who have real-world dental experience.  


One such support resource is a Policies and Procedures manual (also referred to as a 
provider handbook or manual) that serves as a handbook and reinforces provider 
training and education. Providers are trained not only on the requirements of the Nevada 
DBA program, but on how to use the provider manual and Delta Dental website as 
continuing support resources. 


Delta Dental will provide a copy of the Policies and Procedures provider manual to each 
provider upon recruitment into the network and before the provider has signed a 
contract. The manual is a comprehensive guide for dentists and their office staff to 
obtain information about all aspects of participation in the Nevada DBA program, 
including: 


 Policies and procedures to ensure provider contract compliance; 
 Procedures governing verification of recipient eligibility and the process for receiving and 


disseminating recipient enrollment data to participating providers;  
 Prior authorization procedures and requirements; 
 Procedures for claims administration; 
 Provider credentialing criteria; 
 Provider network management; 
 Benefits and limitations available to enrolled recipients under the program, including any 


restrictions on recipients’ freedom of choice imposed by the program and any/all 
payment obligations; 


 Administrative and billing instructions, including: a list of procedure codes; edits; units; 
payment rates; and all pertinent information necessary to submit a clean claim in a timely 
manner; 


 Procedure to dispute adverse payment and contract decisions and  
 Policies and procedures to manage quality improvement and recipient service utilization. 


Delta Dental will prepare a Policies and Procedure manual for the Nevada DBA program 
and submit to DCHFP for approval following the contract effective date, and will review 
and update the provider manual at least annually thereafter. After approval, the manual is 
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ready for inclusion in training for Delta Dental staff and dental providers, and for 
distribution electronically and/or in hard copy format. 


As changes to policies or procedure occur throughout the life of the Nevada DBA 
program contract, Delta Dental staff begin by analyzing the policy and/or procedure 
change and determining which training programs and sections of the provider manual 
require updates. Our staff draft updates to the provider manual and staff and provider 
training curriculum and materials, which are then internally reviewed for quality 
assurance and approved by the Dental Director prior to being submitted to DCHFP for 
approval. Delta Dental notifies providers of changes to the manual through newsletters 
and announcements posted on the Delta Dental Nevada website and sent via e-mail. The 
notification will include instructions on how providers may obtain the information 
electronically (posted and available for download on the website) or hard copy.  


Provider Workshops 


3.6.10.3 Provider Workshops 


 


The vendor must conduct, at least annually, provider workshops in the 


geographic service area to accommodate each provider site.  In addition to 


presenting education and training materials of interest to all providers, recent 


changes in policy or procedures should be provided.  All sessions should 


reinforce information on the need for providers to verify recipient eligibility and 


enrollment prior to rendering services in order to ensure that the recipient is 


Medicaid-eligible and that claims are submitted to the responsible entity.  


Individual provider site visits will suffice for the annual training requirement. 


A fundamental responsibility of Delta Dental’s network management team is educating 
participating providers about the Nevada DBA program, including recipient eligibility, 
covered benefits, support services available to providers and provider responsibilities. 
This information is essential for providers to participate successfully in the program. 
Dentists and dental office staff who are well-informed experience greater satisfaction, 
can more effectively assist recipients and, ultimately, provide greater access to dental 
care resulting in improved oral health for program members. 


Our PR representatives are responsible for delivering provider training workshops over 
the term of the contract. These staff members are knowledgeable about dental office 
practices, Delta Dental’s network policies and procedures and the Nevada DBA program. 
The PR representatives work with our enterprise training team to develop a 
comprehensive curriculum and appropriate companion materials for each workshop. 
They also work collaboratively to design the training delivery systems that include 
regional training seminars or workshops, computer-based training and on-site training. 
Training is modularized to cover topics that are applicable to all network dentists, such 
as program overview, covered benefits, billing and other administrative processes, plus 
those that may be more applicable to specific provider types – such as primary care and 
specialties such as endodontist or oral surgeon.  
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While Delta Dental continues to offer traditional training workshops, computer-based 
webinars and self-paced tutorials have gained popularity among dental providers and 
their staff in recent years. These enable providers to schedule time for individual or 
group training and discussion without disrupting patient scheduling. Provider 
workshops are conducted at least annually, and include individual provider site visits 
when appropriate. 


In addition to regularly scheduled and required provider seminars, the local PR 
representative is available to provide individual provider training during office service 
visits. The PR representative will often assist each provider’s office staff with 
establishing a logon to access Delta Dental’s online Provider Tools to increase the 
administrative efficiency of the dental practice. Providers may contact their local PR 
representative directly to request specific training for their office. 


3.6.11 NETWORK MAINTENANCE 


3.6.11 Network Maintenance 


 


Maintenance of the network includes, but is not limited to: 


 


a. Initial and ongoing credentialing; 


b. Adding, deleting, and periodic contract renewal; 


c. Provider education; and 


d. Discipline/termination.  


Delta Dental’s local PR representative will actively manage the Nevada DBA Program network 
by evaluating key performance indicators: 


 Geographic accessibility reports and analysis for each assigned territory; 
 Anticipated or actual changes in enrollment trends; 
 Number and severity of recipient complaints related to network services; 
 Dentist availability to members for emergency, urgent and routine care; 
 Changes to network composition (retiring, relocating and terminating dentists); 
 Availability of new dental practices; 
 Targeted and random blind calls to confirm provider compliance with network provisions 


and 
 Results of recipient and provider satisfaction surveys. 


Evaluation of these key indicators, together with corresponding action plans to address 
items that influence network effectiveness, ensure Delta Dental’s PR staff and 
management team and the DHCFP that members enjoy optimum access to high-quality 
dental care. Our ongoing review processes serve as an early warning system to identify 
trends that may need further attention. For example, geographic access patterns may 
shift over time and require network reconfiguration. The number of members may also 
increase over time, requiring increased capacity. 


Our PR representatives maintain a close working relationship with other functional areas 
within Delta Dental to anticipate network impacts stemming from planned events and 
take appropriate proactive steps. Changes to a provider’s network eligibility status 
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owning to recredentialing results, sanctions monitoring, quality review results or 
voluntary terminations resulting from relocation or retirement are immediately evaluated 
for network impact and provider recruiting to maintain service standards for members in 
the area. 


Any changes to network composition or dentist contact information are posted on an 
ongoing basis to Delta Dental’s system, directories and the MIS to ensure that all internal 
and external users, members and providers have the most current information.  
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3.7 DENTAL RECORDS 


Delta Dental commits to complying with all Nevada DBA program dental records 
provisions in RFP Subsection 3.7, Dental Records. We describe our approach to meeting 
the RFP requirements in the sections that follow. 


3.7.1 COMPLETE DENTAL RECORDS 


3.7.1 Complete dental records shall be maintained by the vendor’s 


contracted providers, for each enrolled recipient in accordance with this RFP.  


The records shall be available for review by duly authorized representatives of 


the State and CMS upon request. 


Delta Dental’s contract with Nevada DBA program providers will include a requirement 
that complete dental records are maintained by the provider for each patient that is an 
enrolled recipient. Further, the contract will state that the dental records shall be 
available for review by duly authorized representatives of the State, including Delta 
Dental in the course of executing its responsibilities under this contract, and CMS upon 
request. 


3.7.2 WRITTEN POLICIES AND PROCEDURES 


3.7.2 The vendor shall have written policies and procedures to maintain the 


confidentiality, accessibility and availability, record keeping, and record review 


process for all dental records. Not more than ten (10) calendar days after 


submitting a request, the State shall have access to a recipient’s dental record, 


whether electronic or paper, and has the right to obtain copies at the vendor’s 


expense. 


Today, unauthorized access to data is being tested in every arena. Protecting 
unauthorized access to dental records requires a diligent team armed with a full 
understanding of the intricacies of the Health Insurance Portability and Accountability 
Act (HIPAA) of 1996 and other state and federal regulations and statutes. Delta Dental 
understands the fundamental importance of up-to-date and clearly written policies and 
procedures to guide the work of our staff. Delta Dental’s Records Management Policy 
details policies and procedures related to all record keeping for our customers, providers 
and members. 


Dental records requests are made through our Recipient Services Department within our 
Call Center or are made as part of Program Integrity Unit (PIU) activities. The Call Center 
and PIU policies and procedures manuals contain our procedures for requesting dental 
records from contracted providers. 


Once received, dental records are stored digitally in Delta Dental’s electronic document 
management system (EDMS) where access is restricted to the PIU and the Call Center. 
Paper records are confidentially destroyed. Delta Dental will provide access within 10 
calendar days to a recipient’s dental records upon request by the State. Delta Dental 
understands the State has the right to obtain copies of these records at our expense. 
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3.7.3 PROPERTY OF PROVIDER 


3.7.3 The recipient’s dental record is the property of the provider who 


generates the record. The vendor shall assist the recipient or the parent/legal 


guardian of the recipient in obtaining a copy of the recipient’s dental records, 


upon written request, from the provider. Records shall be furnished in a timely 


manner upon receipt of such a request but not more than thirty (30) calendar 


days from the date of request.  Each recipient or parent/legal guardian of the 


recipient is entitled to one (1) free copy of the requested dental records.  The 


fee for additional copies shall not exceed the actual cost of time and materials 


used to compile copy and furnish such records. 


Delta Dental will assist the recipient (or the parent/legal guardian) in obtaining a copy of 
the recipient’s dental records from the provider. Requests must be made in writing and 
are fulfilled through the Recipient Services Department within our Call Center. 


Upon receipt of such a request, the Recipient Services Department representative 
initiates a task in Delta Dental’s Macess Customer Relationship Management (CRM) 
system. The automated workflow function of the CRM system allows Delta Dental to track 
requests to ensure that records are furnished not more than 30 calendar days from the 
date of receipt of the request. Use of the CRM system also allows Delta Dental to track 
the number of requests made by recipients for their dental records. The recipient or 
parent/legal guardian is entitled to one free copy; additional requests/copies incur a fee 
that shall not exceed the actual cost of time and materials used to compile, copy and 
furnish such records. 


3.7.4 TRANSFER OF RECORDS 


3.7.4 When an enrolled recipient changes primary care providers and/or 


health plans, the vendor’s contracted provider must forward all dental records 


in their possession to the new provider within ten (10) business days from receipt 


of the request. 


Delta Dental’s contract with Nevada DBA program providers will stipulate that the 
provider must forward all dental records in their possession to a new provider within 10 
business days of receipt of the request. Although most such requests will be made 
directly from provider to provider without the need for intervention, Delta Dental will, 
upon request, assist with the transfer of enrolled recipient dental records to a new 
primary dental care provider. Such requests are coordinated through the Recipient 
Services Department or Provider unit within our Call Center; with each request entered 
and tracked in the CRM system. 
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3.8 QUALITY ASSURANCE STANDARDS 


Delta Dental commits to complying with all Nevada DBA program quality assurance 
standards provisions in RFP Subsection 3.8, Quality Assurance Standards. We describe 
our approach to meeting the RFP requirements in the sections that follow. 


3.8.1 OVERVIEW 


3.8.1 Overview 


The common goal of the managed care program is a successful partnership 


with quality dental plans to provide care to the DHCFP recipients, while 


focusing on continuous quality improvement.   


 


The role of vendor is to ensure accessibility and availability to appropriate 


dental care, provide for continuity of care, and provide quality care to enrolled 


recipients.  Recipients benefit from preventive dental care services, the quality 


and availability of which are monitored and evaluated by the DHCFP in 


conjunction with the DHCFP’s EQRO contractor.  The vendor is required to work 


collaboratively with the DHCFP and the EQRO in these quality monitoring and 


evaluation activities. The vendor will designate a lead person to work with the 


DHCFP on quality management. By virtue of the DHCFP’s contract with the 


EQRO and the federal regulations which set forth the State’s mandates for an 


EQRO, the vendor will be required to provide reporting data beyond that 


stipulated in this section and will participate in those additional EQRO activities 


as assigned and required by the DHCFP.   


Delta Dental shares the Department of Health Care Financing and Policy’s (DHCFP’s) 
goal of a successful partnership with quality dental plans to provide care to Nevada 
Medicaid and Check Up recipients while focusing on continuous quality improvement 
(CQI). As discussed in Proposal Section 3.1, General and throughout our proposal, Delta 
Dental clearly demonstrates that we are such an organization – providing world-class 
customer service, achieving excellence through quality, and leveraging our strengths to 
meet the challenges of tomorrow. Our consistently high customer retention rate – 97.9% 
in 2015 – is a clear endorsement of the quality of our service levels. 


We take seriously our role of ensuring accessibility and availability to appropriate dental 
care and providing continuity of care and quality care to recipients in all our Medicaid 
and Children’s Health Insurance Program (CHIP) dental plans. We have a well-
established Quality Assessment and Performance Improvement (QAPI) program that is 
designed to objectively and systematically monitor and evaluate the quality and 
appropriateness of care delivered to recipients. The program is grounded in CQI/total 
quality management (TQM) principles with clear lines of authority/accountability and 
well-defined functions, staff roles and responsibilities. The program’s ongoing 
objectives, all of which help ensure access to care, are as follows: 


 To monitor and evaluate the care rendered to recipients by program providers; 
 To participate in quality of care reviews and other applicable activities required by 


customers and regulatory agencies; 
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 To develop quality indicators that are objective, measurable and based on current 
standards of care and clinical experience; 


 To use clinical care standards or practice guidelines from recognized authorities and 
based on scientific evidence; 


 To identify, document, evaluate and resolve known or suspected systemic problems 
through the development and implementation of corrective action plans; 


 To ensure follow-up to document problem resolution, improvement in care systems 
and/or need for further improvement; 


 To provide feedback, education and grievance resolution assistance to recipients and 
providers on a continuing basis and in compliance with applicable regulations; 


 To review the scope, content and effectiveness of the QAPI program on an annual basis 
and update the program as needed; 


 To provide appropriate mechanisms to maintain confidentiality of recipient and provider 
information in a manner consistent with applicable state and federal regulations and 


 To provide Delta Dental’s Board of Directors (Board) with periodic reports on QAPI 
activities to ensure the Board’s continuous oversight and approval of the QAPI program. 


Collaboration with the DHCFP and its EQRO Contractor 


Delta Dental will be pleased to work collaboratively with the DHCFP and its EQRO 
contractor on quality monitoring and evaluation activities. Our extensive Medicaid/CHIP 
dental QAPI experience – including, but not limited to, focused clinical studies, collection 
and analysis of encounter data, collection and dissemination of standardized 
performance data and individual case reviews to recipient/provider surveys and analyses 
of grievance/appeal trends – positions us well to support quality monitoring and 
evaluation requests from the DHCFP and its EQRO. 


As discussed in Proposal Section 3.13, Management Information System, we have the 
systems and data management capabilities to fully support the collection and analysis of 
QAPI data. We will furnish any claims and/or encounter data needed by the EQRO in a 
format approved by the DHCFP in consultation with Delta Dental. 


Based on our review of the Quality Strategy, Delta Dental understands that we will 
develop, collect and report data on the Annual Dental Visit performance measure from 
the Healthcare Effectiveness Data and Information Set (HEDIS®) and that we may be 
asked to support the DHCFP’s voluntary collection/reporting of CMS core performance 
measures for adults and children. We acknowledge our responsibility to provide 
reporting data beyond that stipulated in RFP 3.8, Quality Assurance Standards and to 
participate in any additional EQRO activities assigned and required by the DHCFP. 


Delta Dental has designated Ms. Terrie Madruga, Quality Assurance Director, as the lead 
person to work with the DHCFP on quality management.  
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3.8.2 QUALITY MEASUREMENTS 


3.8.2 Quality Measurements 


Quality Strategy 


3.8.2.1 The DHCFP will update Nevada’s Quality Strategy to indicate the set 


of dental quality measures to be reported. The DHCFP and/or the EQRO may 


conduct on-site review as needed to validate dental measures reported. The 


vendor must use audited data, and is responsible for ensuring all updates to the 


measure are reflected in the final, reported rates. The DHCFP reserves the right 


to require the vendor to conduct special focus studies and report on additional 


quality measures when requested. 


 


3.8.2.2 On an annual basis, vendors are required to report on all 


performance measures listed in the State Quality Strategy.  


As noted in RFP 3.8.2.1, the Quality Strategy document will include all dental quality 
measures to be reported for the Nevada Medicaid and Check Up dental programs. If and 
when those quality measures change, the DHCFP will make appropriate updates to the 
document. On an annual basis, Delta Dental will report on all performance measures 
listed in the Quality Strategy in a format and within the time frame required by contract 
and/or mutually agreed upon with the DHCFP.  


Delta Dental acknowledges that the DHCFP reserves the right to require us to conduct 
special focus studies and report on additional measures when requested. Our Quality 
Assurance and Improvement staff, under the direction of Ms. Madruga, are a ready, 
qualified and willing resource to meet the DHCFP’s needs for such studies. We routinely 
undertake special studies for other contracts; for our California Medicaid Dental Program 
(Denti-Cal) contract, for example, special studies have been requested and conducted in 
areas such as clinical screenings, claim processing and recipient utilization. 


Delta Dental’s participation in the DHCFP/EQRO quality monitoring and reporting efforts 
requires that we use audited data and ensure that any data updates are reflected in the 
final, reported rates. We are fully prepared to meet that requirement using the following 
technology and processes: 


 MetaVance Administration and Finance (MetaVance) System – Because we propose to 
use MetaVance for all management information system (MIS) functions for this contract, 
we are confident of our capability to meet those requirements. MetaVance is a robust, 
automated application that supports claims/encounters processing, quality activities, 
utilization review, enrollment and eligibility processing, the generation of customized and 
standard operational and statistical reports, and other contract functions. Having used 
MetaVance successfully on multiple commercial and government dental plan contracts, 
we believe it is an excellent MIS choice that will maintain critical Nevada DBA program 
information in a controlled, structured manner.  


 Enterprise Data Warehouse (EDW) – For the Nevada contract, all claim and encounter 
data from MetaVance will be stored in a single, normalized EDW. The EDW functions as a 







  


 


RFP #3290  


Dental Benefits Administrator 3-125 


 


data repository and offers flexible design/execution of multiple types of tracking and 
utilization reports. EDW data are refreshed with each claim adjudication/payment 
(including adjusted/voided claims), which helps ensure that the EDW always has the most 
current claim and encounter data.  


 Data Review and Audit Process – Prior to its submission to the DHCFP, all data will be 
checked by a quality management (QM) senior analyst against previous trend data and 
then by a senior report analyst for accuracy. That review process is audited for accuracy 
by our Corporate Internal Audit team, as well as a third-party auditor. To date, there have 
been no negative findings regarding the process. 


Delta Dental understands that the DHCFP and/or its EQRO may conduct an onsite review 
of our data collection/reporting process to validate the dental measures reported. 


EPSDT Services  


3.8.2.3 Comprehensive Well Child Periodic and Interperiodic Health 


Assessments/Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy 


Kids Standard 


1. The vendor shall take affirmative steps to achieve at least a 


participation rate greater than or equal to the national average for EPSDT 


dental screenings.   


Delta Dental understands that medically necessary screening, diagnostic and treatment 
services identified in Comprehensive Well Child Periodic and Interperiodic Health 
Assessments/Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 
standards must be provided to all eligible Medicaid children under the age of 21 years if 
the service is listed in 42 U.S.C. § 1396 d(a). Our commitment and approach to delivering 
those services to Nevada Medicaid and Check Up recipients is detailed in Proposal 
Section 3.3.3, EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up). 


Delta Dental has provided EPSDT services through many of our government-sponsored 
dental plans. We are well aware of EPSDT utilization of dental services nationally, as well 
as in the states in which we do business, and we strive continually to improve 
participation through recipient outreach and education, expansion of our provider 
networks, and other targeted strategies.  


For the Nevada contract, Delta Dental is committed to taking affirmative steps to achieve 
EPSDT participation rates that are greater than or equal to the national average for 
EPSDT dental screenings. Based on our preliminary review of data, it appears that 
Nevada’s EPSDT participation is approximately 11.1% lower than EPSDT participation 
nationwide. We calculated that difference using the following statistics taken from Lines 
1a and 12a on the “Annual EPSDT Participation Report,” Form CMS-416 (National and 
State versions dated 09292016) for Fiscal Year 2015: 


 Nationally, 18,862,499 out of 42,150,534 total eligibles (or approximately 44.8%) received 
any dental services that year. 


 For the State of Nevada, 130,928 out of 388,484 total eligible (or approximately 33.7%) 
received any dental services that year. 
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Delta Dental believes that increasing Nevada’s EPSDT participation by 11.1% over the 
contract term will require a significant joint effort by us, the DHCFP, providers, recipients 
and other stakeholders. Following contract award, we will immediately clarify with the 
DHCFP which EPSDT dental measures and reporting year data will serve as the baseline 
for the national and Nevada-specific EPSDT participation rates. We will then work with 
the DHCFP to design and implement one or more PIPs and/or quality initiatives to help 
narrow the gap between Nevada and national EPSDT participation rates. We look forward 
to sharing with the DHCFP the successful strategies we have implemented for other 
contracts and, with the DHCFP’s approval, customizing those strategies to improve 
EPSDT participation for the Nevada Medicaid and Check Up contract. 


EPSDT Monitoring  


2. The DHCFP and/or the EQRO may conduct desk and/or on-site review 


as needed, to include, but not be limited to: policy/procedure for EPSDT, 


service delivery, data tracking and analysis, language in dental care provider 


contracts, and the process for notification of recipients.  Vendor internal quality 


assurance of the EPSDT program shall include monitoring and evaluation of the 


referrals that are the result of an EPSDT dental screening. 


Delta Dental understands that EPSDT monitoring by the DHCFP and/or its EQRO may 
include desk and/or onsite reviews of, but not limited to: 


 EPSDT policies and procedures; 
 EPSDT service delivery; 
 EPSDT data tracking and analysis; 
 EPSDT language in dental care provider contracts and the 
 Process for notification of EPSDT recipients. 


Our depth of experience administering Medicaid and CHIP dental plans has positioned us 
well to help streamline any desk and onsite reviews conducted by the DHCFP and/or its 
EQRO. We fully understand the scope of EPSDT services and have clearly documented 
the policies and procedures needed to deliver those services. We have the automated 
systems in place to track and analyze EPSDT data. In addition, we have clearly defined 
processes for notifying EPSDT recipients (e.g., via a surface mailing, robo-call, and/or 
hard-copy member materials and the dental plan’s member website) that they are eligible 
for and/or due for dental services. 


Delta Dental acknowledges that one of our internal quality assurance functions related to 
the EPSDT program will be to monitor and evaluate referrals resulting from an EPSDT 
dental screening. We execute that function for other dental plans, with the scope of work 
dictated by each contract’s requirements. While those referrals are typically tracked, 
monitored and evaluated using system-generated reports, some – such as those 
requiring care coordination services – may require individual attention to help ensure 
that recipients receive needed care and services. Following contract award, we will 
clarify the DHCFP’s expectations for this function and modify our processes as needed 
to ensure compliance. For more information on Delta Dental’s care coordination 
services, see Proposal Section 3.9, Standards for Internal Quality Assurance Program.  
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EPSDT Reporting 


B.  The vendor is required to submit the CMS 416 EPSDT Participation Report to 


the DHCFP for each quarter of the federal fiscal year (FFY), October 1st through 


September 30th.  The vendor is required to submit the final CMS 416 Report to 


the DHCFP no later than March 1st after the FFY reporting period concludes.  


The vendor must send a quarterly report in order to track the progress the 


Vendor is making throughout the year.  The vendor is required to complete all 


dental line items of the CMS 416 Report applicable for dental care and submit 


separate reports for the NCU, FMC, and CHIP Medicaid expansion.  


If the vendor cannot satisfactorily demonstrate to the DHCFP at least a 


participation rate not less than the Quality Improvement System for Managed 


Care (QISMIC) improvement measure, as determined by the DHCFP or its 


contracted EQRO, the DHCFP may require the vendor to submit a Plan of 


Correction (POC) to the DHCFP. 


Delta Dental has a long history of submitting CMS 416 Reports (applicable for dental 
care) and other reports to our Medicaid and CHIP customers within contract-required 
time frames and with complete, valid data. For the Nevada DBA program, we commit to 
meeting the following requirements: 


 Submit the CMS 416 EPSDT Participation Report to the DHCFP for each quarter of the 
federal fiscal year (FFY), October 1 through September 30, with all dental line items 
completed; 


 Submit the final CMS 416 Report to the DHCFP no later than March 1 after conclusion of 
the FFY reporting period and 


 Submit separate reports for the Nevada Check Up, Family Medical Coverage and CHIP 
Medicaid expansion in compliance with the DHCFP’s directives.  


Unsatisfactory EPSDT Participation Rates 


Based on our review of the Quality Strategy, Delta Dental understands that the Quality 
Improvement System for Managed Care (QISMC) measure is a hybrid methodology that 
takes into consideration high performance levels and minimum performance levels. It is 
used when HEDIS scores are above the established goals or fall below the national 25th 
percentile for a measure. For the Nevada contract, we understand that the DHCFP or its 
EQRO will determine the dental-specific QISMIC measure/s and include them in the 
Quality Strategy. Delta Dental’s responsibility will be to ensure a participation rate that is 
not less than its QISMIC measure. If we fail to satisfactorily demonstrate that 
participation rate, we may be required to submit a Plan of Correction (POC) to the 
DHCFP. 
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3.8.3 PLAN OF CORRECTION PROCEDURE  


3.8.3 Plan of Correction (POC) Procedure 


3.8.3.1 The POC should identify improvements and/or enhancements of 


existing outreach and education, which will assist the vendor to improve the 


quality rates/scores. A POC must include, but may not be limited to, the 


following:  


A.  Specific problem(s) which require corrective action; 


B.  The type(s) of corrective action to be taken for improvement;  


C.  The goals of the corrective action;  


D.  The time-table for action;  


E.  The identified changes in processes, structure, internal/external 


education;  


F.  The type of follow-up monitoring, evaluation and improvement; and 


G.  The vendor staff person(s) responsible for implementing and 


monitoring the POC. 


 


3.8.3.2 Unless otherwise specified by the DHCFP, the vendor has thirty (30) 


calendar days from date of notification by the DHCFP to submit a POC, as 


specified.  The vendor’s POC will be evaluated by the DHCFP to determine 


whether it satisfactorily addresses the actions needed to correct the 


deficiencies. If the vendor’s POC is unsatisfactory, the DHCFP will indicate the 


section(s) requiring revision and/or necessary additions and request a 


satisfactory plan be submitted by the vendor, unless otherwise specified, within 


thirty (30) calendar days of receipt of the DHCFP’s second directive.  If the 


vendor’s second plan is unsatisfactory, the DHCFP may declare a material 


breach.  Within ninety (90) calendar days after the vendor has submitted an 


acceptable POC or one has been imposed, the DHCFP will initiate a follow-up 


review, which may include an on-site review.   


For the Nevada contract, Delta Dental proposes to implement a variety of targeted 
outreach and education strategies to help improve quality rates/scores such as the 
EPSDT participation rate for dental services. Our experience administering other 
Medicaid and CHIP dental plans has taught us that effective outreach and education 
begins with a strong foundation of program and stakeholder data. For example, data on 
recipients’ ethnicity and primary languages and geographic location help frame the 
content and dissemination of dental health education. Similarly, member and provider 
satisfaction survey results help us identify and respond to access to care issues that 
contribute to low utilization.  


Even as we strive to meet our internal and each contract’s goals to improve quality 
rates/scores through well-executed strategies and ongoing assessment of their efficacy, 
we recognize the need for a plan of correction (POC) if our performance is deemed 
unsatisfactory. Our QAPI program includes established procedures for developing, 
implementing, and evaluating POCs in the event they are needed. 
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For the Nevada contract, any POC required by the DHCFP will include, but not be limited 
to: 


 Identification of the specific problem/s; 
 The type/s of corrective action to be taken; 
 The corrective action’s goals; 
 The timetable for action; 
 Identified changes in processes, structure, and internal/external education; 
 The type of follow-up monitoring, evaluation and improvement and 
 The Delta Dental staff person responsible for implementing and monitoring the POC. 


The responsible Delta Dental staff person will be determined based on the problem and 
its corrective action. For example, a POC that addresses problems with written member 
materials may be assigned to a manager in our Member Services area – and a POC to 
increase Delta Dental involvement in community outreach events may be assigned to our 
case management and outreach manager. Regardless of who has hands-on 
responsibility for the POC, our quality assurance director will oversee the process and 
ensure its timely completion. 


As noted in RFP 3.8.3.2, we will have 30 calendar days from the date of notification by the 
DHCFP to submit a POC unless the time frame is otherwise specified. The DHCFP will 
evaluate the POC and, if changes are needed, require Delta Dental to submit a revised 
plan within 30 calendar days of receipt of the DHCFP’s second directive. Within 90 
calendar days after we submit an acceptable POC (or one has been imposed), Delta 
Dental understands that the DHCFP will initiate a follow-up review that may include an 
onsite review. In addition, we understand that submission of a revised plan that is 
deemed unsatisfactory may constitute a material breach. 
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Administrative Sanctions 


3.8.3.3 If the vendor’s non-compliance with the provision of covered 


medically necessary dental benefits and services becomes an impediment to 


ensuring the health care needs of recipients and/or the ability of providers to 


adequately attend to those health care needs, the DHCFP shall take an 


administrative sanction against the vendor.  Such a sanction will disallow further 


enrollment and may also include adjusting auto-assignment formulas used for 


the recipient enrollment purposes. Such sanctions will continue until vendor 


compliance with the provision of benefits/services is achieved. Liquidated 


damages, as outlined in the General Terms of the contract, may also be 


assessed if other measures fail to produce adequate compliance results from 


the vendor. 


Delta Dental acknowledges the RFP 3.8.3.3 provisions regarding administrative sanctions 
if our non-compliance with the provision of covered medically necessary dental benefits 
and services becomes an impediment to meeting recipients’ health care needs and/or 
having providers attend to those needs. In addition, we acknowledge that liquidated 
damages may be assessed if sanctions fail to produce adequate compliance results. For 
an additional statement of our acceptance of those RFP provisions, see Proposal Section 
3.20, Liquidated Damages and Sanctions. 
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3.9 STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 


Federal regulations (42 CFR 438.330) mandate that States must, through its 


contracts, require each Prepaid Ambulatory Health Plan (PAHP) to have an 


ongoing quality assessment and performance improvement program for the 


services it furnishes its recipients. Internal Quality Assurance Programs (IQAPs) 


consist of systematic activities, undertaken by the vendor, to monitor and 


evaluate the care delivered to enrolled recipients according to 


predetermined, objective standards, and effect improvements as needed. 


 


In accordance with the requirements set forth in 42 U.S.C. §300kk, the vendor 


must develop and maintain the ability to collect and report data on race, 


ethnicity, sex, primary language, and disability status for applicant's and 


recipient's parents or legal guardians if applicants or recipients are minors or 


legally incapacitated individuals.   


 


An annual review of the vendor will be conducted by the DHCFP or its 


designee.  In addition, the DHCFP will monitor and analyze grievances and 


appeals, provider disputes and will periodically conduct patient and provider 


satisfaction surveys.   


 


The vendor must have its own evaluation of the impact and effectiveness of its 


quality assessment and IQAP. 


With our comprehensive array of well-defined, well-tested quality assurance and 
performance improvement (QAPI) activities and decades of experience administering 
Medicaid and Children’s Health Insurance Program (CHIP) dental plans, Delta Dental 
recognizes the critical role of a QAPI program in the delivery of dental services to 
recipients. We strive continuously to monitor and evaluate service delivery according to 
predetermined, objective standards and to make improvements as needed. Our industry-
tested quality assurance (QA) processes are sustained through comprehensive 
monitoring and measurement processes established across all major/critical business 
functions. And, in addition to participating in quality audits and reviews mandated by 
contract, we self-evaluate the impact and effectiveness of our QAPI program, including 
but not limited to Internal Quality Assurance Program (IQAP) activities, at least annually. 


Delta Dental’s QAPI program is grounded in continuous quality improvement/total quality 
management (CQI/TQM) principles with clear lines of authority/accountability and well-
defined functions, staff roles and responsibilities. Its ongoing objectives, all of which 
help ensure access to care, are as follows: 


 To monitor and evaluate the care rendered to recipients by program providers; 
 To participate in quality of care reviews and other applicable activities required by 


customers and regulatory agencies; 
 To develop quality indicators that are objective, measurable and based on current 


standards of care and clinical experience; 
 To use clinical care standards or practice guidelines from recognized authorities and 


based on scientific evidence; 
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 To identify, document, evaluate and resolve known or suspected systemic problems 
through the development and implementation of corrective action plans; 


 To ensure follow-up to document problem resolution, improvement in care systems 
and/or need for further improvement; 


 To provide feedback, education and grievance resolution assistance to recipients and 
providers on a continuing basis and in compliance with applicable regulations; 


 To review the scope, content and effectiveness of the QAPI program on an annual basis 
and update the program as needed; 


 To provide appropriate mechanisms to maintain confidentiality of recipient and provider 
information in a manner consistent with applicable state and federal regulations and 


 To provide Delta Dental’s Board of Directors (Board) with periodic reports on QAPI 
activities to ensure the Board’s continuous oversight and approval of the QAPI program. 


Our QAPI program covers the following aspects of quality for health care services, as 
defined by the National Committee on Quality Assurance (NCQA): 


 Accessibility of care – The ability of patients to obtain the care that they need when they 
need it; 


 Appropriateness of care – The degree to which the correct care is provided, given the 
current standard of the community; 


 Continuity of care – The degree to which a patient’s care is coordinated among 
practitioners and over time; 


 Effectiveness of care – The degree to which care (e.g., a procedure) is provided in the 
correct manner given the current standard of the community; 


 Efficacy of care – The degree to which a service has the potential to meet the need for 
which it is used; 


 Efficiency of care – The degree to which the care received has the desired effect with a 
minimum of effort, expense or waste for the patient; 


 Patient perspective issues – The degree to which patients are involved in the decision-
making processes in matters pertaining to their dental health and the degree to which 
they are satisfied with their care and 


 Safety of the care environment – The degree to which the environment is free from hazard 
and danger to the patient. 


Data Collection and Reporting 


Delta Dental will comply with the requirements set forth in 42 U.S.C. §300kk to develop 
and maintain the ability to collect/report data on race, ethnicity, sex, primary language 
and disability status for applicants and recipients’ parents or, if applicable, their legal 
guardians. As discussed in Proposal Section 3.8, Quality Assurance Standards, we are 
proposing the following technology and processes to collect and report on those data: 


 MetaVance Administration and Finance (MetaVance) System – MetaVance is a robust, 
automated application that supports claims/encounters processing, quality activities, 
utilization review, enrollment and eligibility processing, the generation of customized and 
standard operational and statistical reports, and other contract functions. Having used 
MetaVance successfully on multiple commercial and government dental plan contracts, 
we believe it is an excellent management information system (MIS) choice that will 
maintain critical Nevada Medicaid and Check Up program information in a controlled, 
structured manner.  
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 Enterprise Data Warehouse (EDW) – For the Nevada Dental Benefits Administrator (DBA) 
contract, all claim and encounter data from MetaVance will be stored in a single, 
normalized EDW. The EDW functions as a data repository and offers flexible 
design/execution of multiple types of tracking and utilization reports. EDW data are 
refreshed with each claim adjudication/payment (including adjusted/voided claims), which 
helps ensure that the EDW always has the most current claim and encounter data.  


 Data Review and Audit Process –  Prior to its submission to the DHCFP, all data will be 
checked by a quality management (QM) senior analyst against previous trend data and 
then by a senior report analyst for accuracy. That review process is audited for accuracy 
by our Corporate Internal Audit team, as well as a third-party auditor.  


Delta Dental’s understanding is that the monthly Nevada Medicaid/Check Up recipient 
eligibility files we receive will include recipients’ race, ethnicity and primary language. If 
the monthly files do not include data on sex (gender) and disability status, we will clarify 
with the DHCFP following contract award their expectations for how we are to collect and 
report that information as required in 42 U.S.C. §300kk. 


We will use the race, ethnicity and primary language data to help us develop 
performance improvement projects (PIPs) and quality improvement projects specifically 
designed to reduce or eliminate disparities in dental health care. We will also use the 
data to generate stratified reports of race and ethnic disparities as recommended by the 
Centers for Medicare and Medicaid Services (CMS) and compliant with the Health 
Insurance Portability and Accountability Act (HIPAA). 


Oversight by the DHCFP 


Delta Dental acknowledges that the DHCFP or its designee will conduct the following 
activities: 


  Annual review of our performance; 
 Monitoring and analysis of grievances/appeals and provider disputes and 
 Periodic patient and provider satisfaction surveys. 


We will cooperate fully with the DHCFP or its designee to help ensure that its oversight 
responsibilities are completed in a timely, efficient manner.  
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Annual Quality Improvement Work Plan 


To improve and enhance our QAPI program, we develop an annual quality improvement 
work plan of objectives, projects and tasks for the upcoming year. The work plan not 
only provides a roadmap of the next year’s activities, but it also helps us monitor/track 
previously identified issues and support ongoing program evaluation. The work plan 
addresses all applicable program areas including, but not limited to, clinical studies, the 
adoption and periodic updating of clinical practice guidelines, recipient and provider 
satisfaction, grievance and appeal processes, credentialing and recredentialing, 
utilization review processes and health education and outreach activities. 


3.9.1 PERFORMANCE IMPROVEMENT PROJECTS (PIP) 


3.9.1 The vendor must conduct performance improvement projects that 


are designed to achieve, through ongoing measurements and intervention, 


significant improvement, sustained over time that focus on clinical and non-


clinical areas that are expected to have a favorable effect on health 


outcomes and recipient satisfaction and that involve the following: 


 


3.9.1.1 Measurement of performance using objective quality indicators; 


 


3.9.1.2 Implementation of system interventions to achieve improvement in 


quality; 


 


3.9.1.3 Evaluation of the effectiveness of the interventions; and 


 


3.9.1.4 Planning and initiation of activities for increasing or sustaining 


improvement. 


Delta Dental has conducted performance improvement projects (PIPs) for multiple 
Medicaid and/or CHIP programs. In some cases, our customers have replaced the 
measurement of performance improvement goals with PIPs to help improve and evaluate 
processes and dental care outcomes. In other cases, PIPs may be required components 
of quality improvement efforts, the outcomes of which are tied to precedent-to-payment 
provisions. Regardless, we have responded and continue to respond successfully to 
each contract’s unique PIP requirements – and we are confident that we can do so for the 
Nevada Medicaid/Check Up program contract.  


For the Nevada DBA contract, Delta Dental commits to meeting the PIP design 
requirements listed in RFP 3.9.1. Following contract award, we will work with the DHCFP 
to identify each PIP’s format and content. While we have found that CMS’s Medicaid Oral 
Health Template issued in June 2015 is comprehensive and easy to use, we will be 
pleased to create a Nevada-specific PIP template or use one created by the DHCFP. We 
are thoroughly familiar with nationally recognized guidelines for PIPs – such as CMS’s 
July 2015 “Medicaid Oral Health Performance Improvement Projects: A How-To Manual 
for States” and look forward to contributing our expertise and knowledge of PIP 
development/execution resources to the Nevada DBA programs. 
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3.9.2 PIP REPORTING REQUIREMENTS – QAPI PROGRAM 


3.9.2 The vendor must report the status and results of each project to the 


DHCFP as requested, including those that incorporate the requirements of 42 


CFR 438.330.  Each performance improvement project must be completed in a 


reasonable time period so as to generally allow information on the success of 


performance improvement projects to be available to the DHCFP for its annual 


review of the vendor’s quality assessment and improvement program. 


Delta Dental is knowledgeable about the requirements in 42 CFR 438.330, QAPI Program 
and 42 CFR 438, Subpart E, External Quality Review, which we will incorporate into the 
PIP data submitted to the DHCFP. We commit to the following: 


 Reporting to the DHCFP on the status and results of each PIP; 
 Completing each PIP within a reasonable time frame so that the results are available to 


the DHCFP for its annual review of our QAPI program; 
 Submitting performance improvement measurement data annually using standard 


measures required by the DHCFP and 
 Submitting to the DHCFP any data it specifies/requests to help it measure our 


performance.  


3.9.3 PIP REPORTING REQUIREMENTS – EXTERNAL QUALITY REVIEW 


3.9.3 The Vendor must:  


 


3.9.3.1 Submit performance improvement measurement data annually using 


standard measures required by the DHCFP, including those that incorporate the 


requirements of 42 CFR 438. Part E..  


 


3.9.3.2 Submit to the DHCFP data specified by the DHCFP which enables the 


DHCFP to measure the vendor’s performance. 


Delta Dental is knowledgeable about the requirements in 42 CFR 438.330, QAPI Program 
and 42 CFR 438, Subpart E, External Quality Review, which we will incorporate into the 
PIP data submitted to the DHCFP. We commit to the following: 


 Reporting to the DHCFP on the status and results of each PIP; 
 Completing each PIP within a reasonable time frame so that the results are available to 


the DHCFP for its annual review of our QAPI program; 
 Submitting performance improvement measurement data annually using standard 


measures required by the DHCFP and 
 Submitting to the DHCFP any data it specifies/requests to help it measure our 


performance.  
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3.9.4 SOURCES FOR IQAP GUIDELINES AND QUALITY MEASURES 


3.9.4 The DHCFP will use the most current sources for the IQAP guidelines 


and the most current Standards and Guidelines for the requested quality 


measures. 


Delta Dental understands that the DHCFP will use the most current sources for the IQAP 
guidelines and the most current standards/guidelines for the requested quality 
measures. Following contract award, we welcome the opportunity to contribute our 
expertise and resources to that critical process. Our approach to staying current with the 
scientific literature on oral disease prevention, along with public policy and professional 
association recommendations, is summarized below. 


Delta Dental routinely reviews industry-related studies and trends as part of our ongoing 
responsibility to evaluate the quality and efficacy of services rendered to recipients in all 
our Medicaid and CHIP dental plans. For example, evidence-based and age-appropriate 
preventive procedures such as fluoride varnish and dental sealants reflect both current 
standards of care and American Academy of Pediatric Dentistry recommendations 
regarding the periodicity of professional dental services.  


A representative list of the resources we access regularly, which range from policy 
studies issued by think tanks to research findings published in professional journals, is 
presented below in Exhibit 3.9-1, Literature Resources. For this contract, we will update 
our resources list to include State of Nevada Medicaid websites and links to publications 
that document the results of dental programs’ outreach efforts in Nevada.  
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EXHIBIT 3.9-1, LITERATURE RESOURCES 


Resource Entity 
Public/Private Partnerships and Health 
Care-Focused Organizations 


 Henry J. Kaiser Family Foundation 
 National Maternal & Child Oral Health 


Resource Center 


Professional Associations  American Academy of Dental Hygiene 
 American Academy of Pediatric Dentistry 
 American Association of Public Health 


Dentistry 
 American Dental Association  
 Association of State and Territorial Dental 


Directors 


Professional Journals  Journal of Public Health Dentistry 
 Journal of the American Dental Association 
 Journal of the California Dental Association 


Research Institutes/ 
Think Tanks 


 Institute for Healthcare Improvement 
 Institute for Oral Health 


Government Entities  Centers for Disease Control and Prevention 
 Centers for Medicare & Medicaid Services 
 Health Resources and Services 


Administration 
 Data Warehouse-Health Professional 


Shortage Areas 
 Indian Health Services 
 Medicaid 
 U.S. Department of Health and Human 


Services 
 Head Start 


 


Collectively, our ongoing review of resources and involvement in oral health policy 
activities gives us the expertise to make recommendations to our customers when we 
believe that modifications should be made in preventive procedures. It also ensures our 
ongoing research, documentation and evaluation of new service delivery methods – for 
example, tele-dentistry – that might be appropriate for one or more of the Medicaid/CHIP 
dental plans we administer. 


3.9.5 DELTA DENTAL’S HEALTH INFORMATION SYSTEM 


3.9.5 The vendor is required to maintain a health information system that 


collects, analyzes, integrates, and reports data in accordance with 42 CFR 


438.242 and can achieve the objectives of the ongoing IQAP. The systems must 


provide information on areas including, but not limited to, utilization, grievances 


and appeals, and disenrollment for other than the loss of program eligibility. The 


basic elements of a health information system with which a vendor must 


comply include the following: 


Delta Dental's proposed health information system for the Nevada DBA contract is an 
integrated MIS with a robust dental payor application, electronic document management 
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solution (EDMS), provider management system, customer relationship management 
(CRM) and workflow application, and a data warehouse with business intelligence 
application in conjunction with various network, security, utility and support software. 
Our information technology systems, solutions and tools have been carefully selected to 
work together cohesively and to be scalable to each contract’s specific requirements. 
Based on our experience using this MIS, we are confident of its capability to comply with 
the requirements in 42 CFR 438.242 and achieve the objectives of the DHCFP’s ongoing 
IQAP. 


Our proposed MIS is depicted conceptually in Exhibit 3.9-2, Delta Dental Management 
Information System. Details about the MIS are presented in Proposal Section 3.13, 
Management Information System. 


EXHIBIT 3.9-2, DELTA DENTAL MANAGEMENT INFORMATION SYSTEM 


NV16_004 
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Data Collection 


3.9.5.1 Collect data on recipient and provider characteristics as specified by 


the DHCFP, and on services furnished to the recipients through an encounter 


data system or other methods as may be specified by the DHCFP; 


For the Nevada DBA contract, the MIS will collect, analyze, integrate and report on data 
including, but not limited to: 


 Utilization; 
 Grievances and appeals; 
 Disenrollment (for other than loss of program eligibility); 
 Recipient and provider characteristics as specified by the DHCFP; 
 Services furnished to recipients and 
 Service information received from providers in standardized formats. 


Data Verification 


3.9.5.2 Verify the data received from providers is accurate, and timely, and 


screen the data for completeness, logic and consistency in accordance with 


42 CFR 438.242(b) (2);  


Delta Dental has well-established processes to verify that the data we receive from 
providers is accurate and timely – and that they meet the 42 CFR 438.242(b)(2)(iii) 
requirement for “screening the data for completeness, logic, and consistency.” As 
discussed in Proposal Section 3.13, accurate and correct submission of data is 
accomplished through a combination of Delta Dental’s strong data security practices and 
regular testing and validation. For encounter reporting, validation includes successful 
transmissions to a designated secured location as well as confirmation and accuracy of 
encounter data contained within the 837 record. 


We also use an optical character recognition (OCR) system called FormWorks to help 
ensure that the data we receive from providers is accurate. FormWorks allows for many 
of the rules to be automated. In the case of illegible print or incomplete data, a 
FormWorks keyer may be used to perform a recipient look-up process and verify the 
information. The overall process ensures that all claims are clean, complete, and 
accurate before being submitted to our core claims processing system, MetaVance. 


Timely Receipt of Data from Providers 


As noted in RFP 3.11.4.4, in-state Nevada Medicaid and Check Up providers will have 180 
days from the last date of service to submit claims for reimbursement, and out-of-state 
providers will have 365 days (unless a shorter time period is negotiated). We can 
configure our MIS to suspend or deny claims that exceed those time frames and, as 
needed, run reports to identify providers with a pattern of non-compliance.  


Historically, the occurrence of late claim submissions is low because we emphasize 
timely claims submission as part of the training each provider receives when approved 
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for network participation. If we identify a provider who needs coaching in this area, one 
of our Provider Network staff will contact him or her to offer assistance and will follow up 
as needed. If appropriate, that provider’s claim activity may also be flagged for review by 
our Auditing staff. 


Standardized Formats 


3.9.5.3 Must collect service information received from providers in 


standardized formats. 


Regardless of the mode of receipt, all service information records are stored in 
MetaVance in HIPAA-compliant 837 format and imaged for processing and archival 
purposes. 


Reporting 


3.9.5.4 Make all collected data available as outlined in the reporting guide, 


attachments or as requested to the DHCFP and upon request to CMS as 


required; and 


Data reports will be available to the DHCFP and CMS in compliance with RFP 
requirements or as requested by the DHCFP. 


Designated Delta Dental Lead 


3.9.5.5 Designate a lead person to collaborate with the DHCFP on the review 


and submission of encounter data to the DHCFP. 


Delta Dental’s Nevada Operations Manager will be the designated lead person to 
collaborate with the DHCFP on the review and submission of encounter data. 


3.9.6 WRITTEN IQAP DESCRIPTION 


3.9.6 Written IQAP Description  


 


The vendor must have a written description of its IQAP. This written description 


must meet the following criteria: 


Delta Dental has implemented complex QAPI programs that have successfully met 
contract requirements equal to or more stringent than those required for the Nevada DBA 
program. Consequently, we can access a wealth of documents – and, in particular, the 
quality plans we have created for other contracts – to develop a written IQAP plan that 
meets the requirements of RFP 3.9.6. We have drafted an outline for our Nevada DBA 
program IQAP that incorporates the criteria described in RFP requirement 3.9.6.  
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Delta Dental’s IQAP plan and supporting policies/procedures include functions and 
activities for maintaining an environment of continuous quality assurance and 
improvement. The IQAP plan provides comprehensive documentation of the processes 
for routinely and systematically monitoring access, availability and utilization of dental 
services, recipient satisfaction, provider network adequacy and other aspects of 
operations that have an impact on the quality of dental care. Our internal IQAP plan has 
clear lines of authority and accountability and well-defined functions and staff 
roles/responsibilities.  


Exhibit 3.9-3, Draft Table of Contents for Delta Dental’s Nevada DBA IQAP, presents the 
proposed table of contents (outline) for our written IQAP plan. This attachment, which 
identifies the plan’s proposed content based on plans we have developed for other 
Medicaid programs and Nevada’s RFP requirements, illustrates that we clearly 
understand the necessary components of a IQAP plan. 


EXHIBIT 3.9-3, DRAFT TABLE OF CONTENTS FOR DELTA DENTAL’S NEVADA MEDICAID/CHECK UP 


DENTAL PROGRAM IQAP PLAN 


Draft Table of Contents Draft Table of Contents 
1. Introduction 


1.1. Quality Goals and Objectives 
1.2. Scope of Program 


2. Program Administration 
2.1. Board of Directors 
2.2. Group Vice President 
2.3. Chief Dental Officer 


3. Committees 
3.1. Quality Assurance Committee 
3.2. Quality Review Committee 
3.3. Credentialing Committee 


4. Staffing 
4.1. Dental Director 
4.2. Network Development Director 
4.3. Quality Assurance Director 
4.4. Quality Assurance Director 
4.5. Grievance and Appeals Manager 
4.6. PIU Supervisor 
4.7. Supervising Dental Consultant 
4.8. Case Management and Outreach 


Manager 
4.9. GAF Coordinator 


5. Confidentiality and Conflict of Interest 
5.1. Requirements for Committee Members 
5.2. Requirements for Delta Dental Staff 


6. Program Components 
6.1. Policy and Procedure Development 
6.2. Annual Work Plan Development and 


Implementation 
6.3. Annual Work Plan Evaluation and 


Report 
6.3.1. Scope of Reviews 


6.5. Studies 
6.5.1. Types of Studies 


6.5.1.1. Quality of Care Studies 
6.5.1.2. Performance 


Improvement Projects 
6.5.1.3. Special Studies 


6.5.2. Other Methodologies 
6.5.3. Identification and Qualifications 


of Staff 
6.5.4. Use of External 


Resources/Organizations 
6.5.5. Reports of Study Outcomes 


6.6. Measurement Monitoring and 
Reporting 


6.6.1. Provider Review 
6.6.2. Reporting Results 


6.7. Provider Network Monitoring 
6.7.1. Provider Manual 
6.7.2. Contracting Dentist Agreement 
6.7.3. Initial Credentialing 
6.7.4. Recredentialing 
6.7.5. Provider Monitoring 
6.7.6. Provider Disputes and Appeals 
6.7.7. Provider Termination 


7. Recipient Services 
7.1. Access and Availability to Providers 
7.2. Coordination and Continuity of Care 
7.3. Satisfaction Surveys (Recipient and 


Provider) 
7.4. Grievances and Appeals 
7.5. Outreach and Education 


8. Utilization Management Program 
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Draft Table of Contents Draft Table of Contents 
6.3.2. Internal Audits 
6.3.3. External Reviews/Audits 


6.4. Identification of Quality Issues/Trends 
 


8.1. UM Governing Principles 
8.2. UM Goals and Objectives 
8.3. UM Review Processes 


8.3.1. Prior Authorizations 
8.3.2. Medical Necessity Reviews 


8.4. UM Monitoring 
8.4.1. Provider Profiling 
8.4.2. Process of Care Audits 
8.4.3. Reporting 


8.5. Corrective Actions 
9. Coordination with Program Integrity 


Goals and Objectives 


3.9.6.1 Goals and Objectives. 


 


3.9.6.2 The written description must contain a detailed set of quality 


assurance (QA) objectives, which are developed annually and include a 


timetable for implementation and accomplishment.  


Goals and Objectives will be described in Section 1.1, Quality Goals and Objectives, of 
the IQAP plan and will include a detailed set of QA objectives, including the timetable for 
implementation and accomplishment. The goals and objectives are updated annually. 


Scope 


 


3.9.6.3 Scope 


 


A.  The scope of the IQAP must be comprehensive, addressing both the 


quality of clinical care and the quality of non-clinical aspects of service. Scope 


must also include availability, accessibility, coordination, and continuity of care. 


 


B.  The IQAP methodology must provide for review of the entire range of 


care provided by the vendor, including services provided to CSHCN, by 


assuring that all demographic groups, care settings and types of services (e.g., 


preventive, primary, specialty care, and ancillary) are included in the scope of 


the review.  


Scope will be described in Section 1.2, Scope of Program, of the IQAP plan and will 
include: 


 Quality of clinical care; 
 Quality of non-clinical aspects of service; 
 Availability, accessibility, coordination and continuity of care and 
 Range of care (services, demographic groups, care settings, types of services) to be 


reviewed. 
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Methodology and Activities 


3.9.6.4 Specific Activities 


 


The written description must specify quality of care studies and other activities 


to be undertaken over a prescribed period of time, and methodologies and 


organizational arrangements to be used to accomplish them.  Individuals 


responsible for the studies and other activities must be clearly identified and 


qualified to develop the studies and analyze outcomes.   


 


3.9.6.5 Continuous Activity 


 


The written description must provide for continuous performance of the 


activities, including tracking of issues over time. 


 


3.9.6.6 Provider Review 


 


A.  Review by dentists and other health professionals of the process 


followed in the provision of dental services must be conducted; and 


 


B.  The vendor must provide feedback to dental professionals and 


vendor staff regarding performance and patient health care outcomes. 


 


3.9.6.7 Focus on Health Outcomes 


 


The IQAP methodology must address health outcomes to the extent consistent 


with existing technology. 


The activities and methodology will be described in Section 6, Program Components; 
Section 7, Recipient Services; Section 8, Utilization Management Program, and Section 9, 
Coordination with Program Integrity, of the IQAP plan. Embedded in the activities and 
methodology is a focus on health outcomes. 


3.9.7 SYSTEMATIC PROCESS OF QUALITY ASSESSMENT AND IMPROVEMENT 


3.9.7 Systematic Process of Quality Assessment and Improvement  


 


The IQAP must objectively and systematically monitor and evaluate the quality 


and appropriateness of care and service provided to recipients through quality 


of care studies and related activities, and pursues opportunities for 


improvement on an ongoing basis.  The IQAP must have written guidelines for its 


Performance Improvement Projects (PIPs) and related activities.  These 


guidelines include: 


Delta Dental’s IQAP plan documents our approach to quality assurance, reflects 
continuous quality improvement and total quality management principles and includes 
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applicable NCQA standards for the quality of health care services. The written plan 
includes written guidelines for Performance Improvement Projects (PIP) and related 
activities. The written plan also includes information on the structure of the IQAP, 
recipient rights and confidentiality, recipient and provider satisfaction, grievances and 
appeals, credentialing and re-credentialing, provider audits, utilization data management, 
access to care, preauthorization requests, claims processing, and quality improvement 
and UM work plans. In compliance with applicable regulations, our ongoing quality 
assurance objectives include, but are not limited to: 


 Monitoring and evaluating the care rendered to recipients; 
 Applying industry-recognized clinical care standards and practice guidelines; 
 Participating in quality of care reviews and other applicable activities of regulatory 


agencies; 
 Developing quality indicators that are objective, measurable and based on current 


standards of care and clinical experience; 
 Identifying, documenting, evaluating and resolving known or suspected systemic 


problems through the development and implementation of corrective action plans; 
 Providing feedback, education and grievance resolution assistance to recipients and 


providers on a continuing basis and in compliance with applicable regulations; 
 Reviewing the scope, content and effectiveness of our IQAP on an annual basis and 


updating it as needed; 


Delta Dental evaluates clinical and non-clinical aspects of quality assessment and 
performance improvement by monitoring and evaluating performance using objective 
quality indicators. In addition, we keep current with the research and standards 
developed by other entities such as NCQA and the American Dental Association to 
ensure that measures reflect best practices of dental health care. We create reports 
using Business Objects software, which includes a comprehensive set of standard and 
custom reports. We ensure that all aspects of monitoring and evaluation meet applicable 
state and federal privacy and confidentiality laws. Reports of such activities are delivered 
to the QA Committee. 
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Performance Improvement Projects (PIPs) 


 


3.9.7.1 Specification of Dental Services Delivery Areas to be monitored; 


 


3.9.7.2 The IQAP must monitor and evaluate, at a minimum, care and 


services in certain priority areas of concern selected by the DHCFP. 


These are selected from among those identified by the CMS and the DHCFP 


and are identified through the DHCFP Quality Assessment and Performance 


Improvement Strategy; 


The written guidelines for PIPs will specify the dental services delivery areas to be 
monitored. The DHCFP will select care and services in certain priority areas of concern – 
at a minimum, the IQAP will monitor and evaluate those areas. 


3.9.7.3 Performance Improvement Projects (PIPs) in accordance with 42 CFR 


438.358(b): 


 


A.  Validation of Performance Improvement Projects required by the 


State to comply with requirements set forth in 42 CFR 438.330; and 


 


B.  Projects that was under way during the preceding twelve (12) 


calendar months. 


 


3.9.7.4 Quality of care studies are an integral and critical component of the 


health care quality improvement system. The vendor will be required annually 


to conduct and report on a minimum of one clinical PIP and one non-clinical 


PIP. Clinical PIPs include projects focusing on prevention and care of acute and 


chronic conditions, high-volume services, high-risk services, and continuity and 


coordination of care; non-clinical PIPs include projects focusing on availability, 


accessibility, and cultural competency of services, interpersonal aspects of 


care, and appeals, grievances, and other complaints; 


 


3.9.7.5 The purpose of a PIP is to assess and improve processes, thus 


enhancing the outcomes of care.  The PIPs are designed to target and improve 


the quality of care or services received by DBA enrolled recipients. The vendor 


will utilize, as a resource, the Centers for Medicare & Medicaid Services (CMS) 


guidelines as outlined in the most recent version of the CMS publication EQR 


Protocols; 


 


3.9.7.6 The vendor must implement a system to achieve improvement in 


quality; evaluate effectiveness of the interventions; and institute planning and 


initiation of activities for increasing or sustaining improvement; 


 


3.9.7.7 The vendor must have its own evaluation of the impact and 


effectiveness of its quality assessment and IQAP; 
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3.9.7.8 At its discretion and/or as required or directed by the DHCFP, the 


vendor’s IQAP must also monitor and evaluate other important aspects of care 


and service; and 


 


3.9.7.9 A statistically significant decline in one PIP will result in a quality 


penalty fee until the measure increases above original measure or matches 


previous measure prior to decline. 


Delta Dental understands that PIPs are designed to achieve significant improvement – 
sustained over time – in health outcomes and recipient satisfaction. PIPs must include 
the following elements: 


 Measurement of performance using objective quality indicators; 
 Interventions to achieve improvement in the access to and quality of care; 
 Evaluation of the effectiveness of the interventions and 
 Planning and initiation of activities for increasing or sustaining improvement. 


Delta Dental must report the status and results of each project to the DHCFP not less 
often than annually. Further, the DHCFP or its EQRO will validate PIPs underway and 
performance measures calculated during the preceding 12 months. 


Delta Dental has conducted PIPs for multiple Medicaid and/or CHIP programs. In some 
cases, our customers have replaced the measurement of performance improvement 
goals with PIPs to help improve and evaluate processes and dental care outcomes. In 
other cases, PIPs may be required components of quality improvement efforts, the 
outcomes of which are tied to precedent-to-payment provisions. Regardless, we have 
responded and continue to respond successfully to each contract’s unique PIP 
requirements – and we are confident that we can do so for the Nevada Medicaid/Check 
Up program contract.  


Exhibit 3.9-4, PIP Examples, presents four examples of the types of PIPs we have 
developed and/or executed for other programs. 


EXHIBIT 3.9-4, PIP EXAMPLES 


Specific Goal PIP 
Improve oral health education within certain 
low-income, underserved elementary 
schools, targeting 30 to 40 schools within a 
specific geographic area and introducing a 
new school onsite dental education 
program. 


Implement an educational program that 
teaches preschoolers (no younger than age 4) 
through children in Grade 2 about good oral 
health, dental treatment, and how dental germs 
can lead to tooth decay and oral health 
problems. 


Improve access to care in designated rural 
counties with recipient populations that are 
primarily Hispanic. 


Include educational brochures in member 
welcome packets in both English and Spanish 
to educate recipients about the importance of 
oral evaluations and regular dental visits. 


Increase the number of dentists who have 
provided at least one service in the calendar 
year. 


Expand provider enrollment outreach efforts to 
include online-fillable forms, online 
“Enrollment Toolkit” information, and 
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Specific Goal PIP 
expanded hours for one-on-one enrollment 
assistance by phone and in person. 


Improve access to specialty care with a 
focus on oral surgeons and pedodontists 
within specific geographic areas. 


Improve access through a 10%-increased 
network size for the pediatric, oral surgery, 
endodontic and periodontal specialty care 
areas. 


 


Delta Dental also conducts quality of care studies to evaluate clinical outcomes and the 
efficacy of dental service delivery to recipients. A quality of care study may be initiated 
by one or more of the following; grievances, case-specific reviews, provider practice 
peer reviews, on-site audits and baseline studies of quality. We may also conduct studies 
in response to new research, a recurring concern from professional staff or an 
opportunity to improve quality of care while decreasing costs. We believe that a 
proactive approach to quality of care benefits everyone – employees, customers, 
recipients and providers – and that quality of care studies play an important role in 
improving the delivery of services. Exhibit 3.9–5, Quality of Care Study Examples lists 
some of the quality of care studies conducted by Delta Dental. 


EXHIBIT 3.9-5, QUALITY OF CARE STUDY EXAMPLES 


Study Description 


Diabetes and 
Periodontal Disease 
Outreach Study 


Study: Identify those enrolled diabetic members who are at highest 
risk for future dental disease and potential complications of their 
systemic medical condition, based on their historical claim record. 
Significance: Wellness outreach (correspondence) is based on the 
individual’s level of risk as reflected in the member’s claim record. 


Oral Health Care 
Measures (OHCM) – 
Benchmarks for 
Preventive Dental 
Treatment 
Improvement 


Study: Identify children at greatest risk of caries and whether or not 
they are receiving the prescribed preventive treatment, based on 
dental claim record. 
Significance: Results of group-specific OHCM can be compared to 
state and national benchmark OHCM to identify populations requiring 
preventive treatment outreach. 


Early Childhood 
Exams and Their 
Impact on Disease 
Treatment and Costs 
of Care 


Study: The effect of receiving an initial dental exam within the first five 
years of life is assessed relative to subsequent dental treatment and 
costs based on claim history of individuals born in 2006. 
Significance: The incidence and costs of dental treatment trends 
support the hypothesis that early childhood exams are associated 
with less subsequent dental disease and dental program costs. 


 


For each PIP or quality of care study, we evaluate the impact and effectiveness of the 
intervention or plan and make adjustments to achieve quality improvement goals. 
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Delta Dental acknowledges and agrees that a statistically significant decline in one PIP 
will result in a quality penalty fee until the measure increases above original measure or 
matches previous measure prior to decline. 


3.9.8 USE OF QUALITY INDICATORS 


3.9.8 Use of Quality Indicators  


 


Quality indicators are measurable variables relating to a specified clinical or 


health services delivery area, which are reviewed over a period of time to 


monitor the process or outcomes of care delivered in that area.  


 


3.9.8.1 The vendor is required to: 


 


A.  Identify and use quality indicators that are objective, measurable, 


and based on current knowledge and clinical experience;   


 


B.  Monitor and evaluate quality of care through studies which include, 


but are not limited to, the quality indicators also specified by the CMS, with 


respect to the priority areas selected by the DHCFP; 


 


C.  Ensure methods and frequency of data collection; ensure data 


accuracy; and ensure data is effective and sufficient to detect the need for 


program change; and 


 


D.  Have mechanisms to detect under and over utilization and to follow 


up appropriately. If fraud and abuse is suspected, a referral must be made to 


the vendor’s PIU and the DHCFP SUR Unit for appropriate action. 


Delta Dental recognizes that opportunities for improving quality are limitless. Our IQAP is 
based on continuous quality improvement/total quality management principles that 
espouse the use of quality indicators or measures. Throughout the contract period, Delta 
Dental will look for opportunities for quality improvement and implement timely 
corrective actions on an ongoing basis. 


Use and Analysis of Clinical Care Standards/Practice Guidelines 


3.9.8.2 Use of Clinical Care Standards/Practice Guidelines  


 


A.  The IQAP studies and other activities monitor quality of care against 


clinical care or health service delivery standards or practice guidelines 


specified in the Quality Strategy;  


 


B.  The standards/guidelines are based on reasonable scientific evidence 


and developed or reviewed by vendor providers;  
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C.  The standards/guidelines must focus on the process and outcomes of 


dental care delivery, as well as access to care;   


 


D.  The vendor must ensure a mechanism is in place for continuously updating 


the standards/guidelines;  


 


E.  The standards/guidelines must be included in provider manuals 


developed for use by the vendor’s providers, or otherwise disseminated, 


including but not limited to, on the provider website, in writing to all affected 


providers as they are adopted and to all recipients and potential recipients 


upon request;   


 


F.  The standard/guidelines must address preventive dental services; 


 


G.  The standards/guidelines must be developed for the full spectrum of 


populations enrolled in the plan; and   


 


H.  The IQAP shall use these standards/guidelines to evaluate the quality 


of care provided by the vendor’s providers, whether the providers are 


organized in groups, as individuals, or in combinations thereof.   


 


3.9.8.3 Analysis of Clinical Care and Related Services  


 


A.  Qualified clinicians monitor and evaluate quality through the review 


of individual cases where there are questions about care, and through studies 


analyzing patterns of clinical care and related service.  For issues identified in 


the IQAPs targeted clinical areas, the analysis must include the identified 


quality indicators and use clinical care standards or practice guidelines; 


   


B.  Multi-disciplinary teams are required, when appropriate, to analyze 


and address systems issues. The Vendor must have mechanisms in effect to 


assess quality and appropriateness of care furnished to recipients with special 


health care needs; 


 


C.  Clinical and related service areas requiring improvement are 


identified; 


 


D.  The vendor will work collaboratively with the DHCFP to determine 


recipient race and ethnicity. The vendor will organize interventions specifically 


designed to reduce or eliminate disparities in health care; and 


 


E.  The vendor shall allow the DHCFP access to clinical studies, when 


available and appropriate.  
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Delta Dental’s Internal Quality Assurance Program (IQAP) addresses all applicable 
program areas including the adoption and periodic updating of clinical practice 
guidelines and protocols. Our practice guidelines and protocols are based on valid and 
reliable clinical evidence or a consensus of healthcare professionals in the field of 
dentistry and are adopted in consultation with contracting dental professionals. 


Delta Dental's clinical practice guidelines reflect the following: 


 Guidelines set by our Utilization Committee and dental director, with input from network 
dental providers; 


 Applicable state and federal regulatory requirements and contract requirements and 
 National guidelines, best practices and standards identified by professional organizations 


and specialty groups such as the American Dental Association, American Academy of 
Pediatric Dentistry, NCQA, American Association of Endodontists, American Academy of 
Periodontology and American Association of Oral and Maxillofacial Surgeons. 


Delta Dental recognizes that the guidelines set by professional organizations and 
specialty groups are not intended to be comprehensive instructions for treatment. We 
use the information obtained from those entities to help us assess treatment options and 
techniques that reflect current, generally accepted standards of care. The rigorous 
methodology used by those entities to develop and update their guidelines ensures the 
DHCFP that Delta Dental's recommendations for dental clinical practice – as distributed 
to network providers in the Nevada DBA program – are based on sound clinical evidence. 


Our general process for adopting a clinical practice guideline includes the following 
steps: 


 Researching professional organization websites for an applicable clinical practice 
guideline; 


 Sending the proposed clinical practice guideline to network providers to obtain feedback 
within a specified time frame; 


 Contacting providers as needed to ensure an adequate response rate; 
 Compiling provider feedback and submitting it to the Quality Assurance Committee 


(along with copies of the clinical practice guideline) for approval; 
 Submitting the adopted guideline to the DHCFP for approval; 
 Following approval from the Quality Assurance Committee and the DHCFP, distributing 


the final guideline to providers through mailings, provider newsletters and/or provider 
manual; 


 Providing training on application of the clinical practice guideline, as needed and 
 Soliciting provider feedback and/or monitoring utilization to determine if the guideline is 


being applied. 


Delta Dental will establish a Nevada Medicaid Dental Advisory Group to actively partner 
with community providers, the DHCFP and other stakeholders on dental program 
improvements. The advisory group will be comprised of dental professionals from the 
Clark and Washoe county service areas, the DHCFP, appropriate stakeholders and Delta 
Dental staff. The advisory group will provide a forum for providers and other stakeholder 
to voice concerns regarding program policies and procedures, delivery of care 
challenges and other topics germane to the Nevada DBA program. The Practice 
Guidelines committee within the advisory group will elicit network provider input prior to 
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adopting clinical practice guidelines and protocols. Eliciting provider input prior to 
adopting clinical practice guidelines assists with identifying training needs and 
increases the likelihood of provider compliance. 


Delta Dental will disseminate our practice guidelines to all affected providers prior to the 
contract start date. Upon request, we will also disseminate practice guidelines, including 
prior authorization policies and procedures, to recipients and potential recipients. This 
information is typically included in the Provider Handbook, is available through our 
website and is part of a Delta Dental provider quick reference guide, as well as upon 
request through our call center.  


Implementation of Corrective Actions 


3.9.8.4 Implementation of Corrective Actions  


 


The IQAP must include written procedures for taking corrective action, as 


determined under the IQAP, whenever inappropriate or substandard services 


are furnished, or services that should have been furnished were not.  


 


3.9.8.5 These written corrective action procedures must include: 


 


A.  Specification of the types of problems requiring corrective action; 


 


B.  Specification of the person(s) or body responsible for making the final 


determinations regarding quality problems; 


 


C.  Specific actions to be taken; provision of feedback to appropriate 


health professionals, providers and staff; 


 


D.  The schedule and accountability for implementing corrective actions;  


 


E.  The approach to modifying the corrective action if improvements do 


not occur; and 


 


F.  Procedures for terminating the affiliation with the dental provider.   


Delta Dental’s PIU will monitor the delivery and utilization of covered services by Nevada 
DBA program recipients and providers. Monitoring includes the use of itemized data for 
overall management and the use of statistics to establish norms and averages so that 
unusual practices and potential abuse can be detected. The PIU will analyze and evaluate 
the delivery and utilization of services on a case-basis to guard against fraudulent or 
abusive use of services by either provider or recipient of the Nevada DBA program and 
to identify those providers who deliver services below the community standard of care. 


An appropriate definition of corrective action is especially important when deficiencies in 
patient care are discovered through professional review. Delta Dental’s corrective action 
plan policy is as follows: 
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 Our first priority is the protection of the patient. We are proactive in ensuring that the 
recipient’s oral health care needs are met in a safe and professionally acceptable fashion. 


 If negative patient care issues arise, we work with the provider to improve performance 
where indicated. 


 Termination of a network dentist’s participating agreement is a last resort. This action is 
taken only when it is clearly necessary to protect recipients from substandard care or 
unsafe facility conditions. 


 If a corrective action plan is indicated, we notify the provider of deficiencies that have 
been observed and advise the provider about the measures required to correct the 
deficiencies. 


If we are alerted by a grievance or by other legitimate avenues to a potentially significant 
condition pertaining to the facility’s health and safety standards, we contact the dentist 
to assess the allegation and request the dentist to implement corrective actions. If 
indicated, an on-site assessment of the provider’s facility is conducted. The review is 
conducted by a Delta Dental representative qualified by training and experience to 
assess that sterilization and cleanliness meet professionally recognized standards. 


Based on the nature of the deficiencies and the dentist’s written response, the corrective 
action plan may include other peer review processes, such as: 


 Post-treatment reviews of a sample of the provider’s claims by a Delta Dental dental 
consultant; 


 Pre-or post- treatment reviews of the provider’s dental records and 
 Requiring that the provider attend a training session and participate in continuing 


education programs to ensure that the provider is able to meet and maintain professional 
standards. 


The QA Committee chair reviews all aspects of the provider’s records and, if appropriate, 
makes a recommendation to the QA Committee. If there is a widespread pattern of 
deficiencies that represents unacceptable care with potential adverse effects on the oral 
health and safety of recipients, the provider may be recommended for contract and 
participation termination. 


The following corrective measures are available to the QA Committee. A certain amount 
of professional judgment is involved with regard to the nature and severity of each 
individual case. Below each measure are the criteria/guideline used to initiate the action. 


 Clinical Peer Review – This type of review can occur when a pattern of separate incidents 
involving poor treatment outcomes becomes evident. 


 Special Claims Review – This type of review can occur in conjunction with patient quality 
of care concerns, utilization issues and administrative contractual compliance issues. 


 Referral to Network Oversight and Compliance – These types of referrals are for incidents 
related to treatment billed but not rendered, recipients billed above contractual limitations 
and incidents related to failure to submit records and documents requested by Delta 
Dental. 


 On-Site Assessment – An on-site assessment can occur as a result of a serious complaint 
of a situation that would affect the immediate health and safety of a recipient. 


 Termination of the Participating Dentist Agreement – This action may occur following: 
 Revocation of the provider’s dental license; 
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 Conviction of a crime involving moral turpitude; 
 Provider’s behavior unchanged after QA Committee sanctions and corrective actions 


attempts; 
 Verified pattern of poor quality of care that does not meet accepted professional 


standards; 
 Pattern of unacceptable care remains uncorrected after attempts by the QA 


Committee to notify the provider of the issues and/or 
 An incident so egregious that it is deemed necessary to immediately terminate the 


dentist’s contract. 


Delta Dental’s IQAP plan will include written procedures for taking corrective action 
when inappropriate or substandard services were furnished, or service that should have 
been furnished were not. The written procedures will conform to the requirements 
contained in RFP Section 3.9.8.5. 


Assessment of Effectiveness of Plans of Correction (POC) 


3.9.8.6 Assessment of Effectiveness of Plans of Correction (POC)  


 


A.  As actions are taken to improve care, the vendor must monitor and 


evaluate the POC to assure required changes have been made.  In addition, 


changes in practice patterns must be monitored.  


 


B.  The vendor must assure timely follow-up on identified issues to ensure 


actions for improvement have been effective. 


After being reassessed for corrective measure compliance, a provider is referred back to 
the QA Committee for additional action if he or she is: 


 Found to have continued violations of the contract and participating agreement; 
 Found to be non-compliant with the recommendations of the QA Committee and 
 Continuing to provide dental care that does not meet recognized professionally accepted 


standards. 


The scheduling and severity of these additional actions is dependent on the nature and 
impact of the deficiencies. 


Evaluation of Continuity and Effectiveness of the IQAP 


3.9.8.7 Evaluation of Continuity and Effectiveness of the IQAP  


 


A.  The vendor must conduct regular and periodic examination of the 


scope and content of the IQAP to ensure that it covers all types of services in all 


settings; 
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B.  At the end of each calendar year, a written report on the IQAP must 


be prepared and submitted to the DHCFP which addresses:  quality assurance 


studies and other activities completed; trending of clinical and service 


indicators and other performance data; demonstrated improvements in 


quality; areas of deficiency and recommendations for corrective action; and 


an evaluation of the overall effectiveness of the IQAP; and  


 


C.  The report should include evidence that quality assurance activities 


have contributed to significant improvements in the care delivered to 


recipients. 


Delta Dental understands the DHCFP’s need for timely and accurate data collection, 
management and reporting. We monitor and control all aspects of the IQAP to ensure 
that the highest levels of quality and integrity are maintained. The efficiency with which 
Delta Dental manages the data collected from all sources contributes to the ongoing 
success of our many and varied dental programs. 


Delta Dental will conduct regular and periodic review of the scope and content of the 
IQAP to ensure that it covers all types of services in all settings. 


Annually, at the end of the calendar year, Delta Dental will prepare a written report on the 
effectiveness of the IQAP. The report addresses the following aspects of the plan: 


 QA studies and other activities completed; 
 Trending of clinical and service indicators and other performance data; 
 Demonstrated improvements in quality; 
 Areas of deficiency and recommendations for corrective action; 
 An evaluation of the overall effectiveness of the IQAP and 
 Evidence that QA activities have contributed to the significant improvements in the care 


delivered to recipients. 


The report will be presented to Delta Dental’s Board of Directors, and will be submitted to 
the DHCFP in the second quarter of calendar year for the prior years’ activities. 


3.9.9 ACCOUNTABILITY TO THE BOARD OF DIRECTORS 


Accountability and Oversight 


3.9.9 Accountability to the Governing Body  


 


The Governing Body of the vendor is the Board of Directors or, where the 


Board’s participation with quality improvement issues is not direct, a designated 


committee of the senior management of the vendor that is responsible for the 


vendor IQAP review.  Responsibilities of the Governing Body for monitoring, 


evaluating and making improvements to care include: 


 


3.9.9.1 Oversight of IQAP 
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There is documentation that the Governing Body has approved the overall 


IQAP and the annual IQAP. 


 


3.9.9.2 Oversight Entity 


 


The Governing Body has formally designated an entity or entities within the 


vendor to provide oversight of the IQAP and is accountable to the Governing 


Body, or has formally decided to provide such oversight as a committee of the 


whole. 


Delta Dental’s Board of Directors (Board) bears ultimate responsibility for the 
development, approval, implementation and enforcement of our IQAP. Delta Dental 
documents that the Board of Directors has approved the IQAP, either through a signature 
page and/or Board meeting minutes.  


Under the Board’s direction, the IQAP is overseen by our QA Committee, with the 
support of the dental director. The Utilization and Credentialing committees provide input 
and report to the QA Committee. 


Delta Dental’s dental director, who will be located in and licensed as a dentist in the State 
of Nevada, will be responsible for the day-to-day oversight of the IQAP. The dental 
director’s responsibilities include, but are not limited to: 


 Ensuring that IQAP processes and policies are implemented and supported on a daily 
basis; 


 Providing daily oversight over utilization management (UM) processes; 
 Reporting IQAP and UM activities to the QA Committee; 
 Serving, or designating another committee member (i.e., a licensed dentist) to serve as 


the chair of the QA Committee, Utilization Committee and Credentialing Committee; 
 Conducting investigations and implementing the recommendations of oversight 


committees and 
 Coordinating with Delta Dental’s Legal department to ensure compliance with applicable 


regulations and filing requirements if we act to terminate or limit a provider’s privileges 
for an extended period of time for a medical/dental disciplinary cause or reason. 


IQAP Progress Reports 


3.9.9.3 IQAP Progress Reports 


 


The Governing Body routinely receives written reports from the IQAP describing 


actions taken, progress in meeting quality assurance objectives, and 


improvements made.  


The dental director prepares periodic written reports describing IQAP and QM activities, 
including actions taken, progress toward meeting QA objectives and improvements 
made. These written reports are routinely presented to the Board. 
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Annual IQAP Review 


3.9.9.4 Annual IQAP Review 


 


3.9.9.5 The Governing Body formally reviews on a periodic basis, but no less 


frequently than annually, a written report on the IQAP.  This annual quality 


program evaluation report shall be submitted to the DHCFP in the second 


calendar quarter and at minimum must include: 


 


A.  Studies undertaken;  


 


B.  Results; 


 


C.  Subsequent actions and aggregate data on utilization and quality of 


services rendered; and  


 


D.  An assessment of the IQAPs continuity, effectiveness and current 


acceptability. 


The Board formally reviews a written evaluation report on the IQAP periodically, but at a 
minimum annually. The written IQAP evaluation report includes a review of the plan’s 
performance and recommended updates based on evaluation findings, identified 
opportunities for improvement and/or changes in systems or contract requirements. 
Details of the plan’s performance include the studies undertaken and their results, 
subsequent actions and aggregate data on the utilization and quality of services 
rendered, and an assessment of the continuity, effectiveness and current acceptability of 
the IQAP. 


The annually updated plan will be submitted to the DHCFP for review and approval in the 
second quarter of each year, for the previous years’ program. 


Program Modification 


3.9.9.6 Program Modification 


 


Upon receipt of regular written reports delineating actions taken and 


improvements made, the Governing Body must take action when appropriate, 


and direct that the operational IQAP be modified on an ongoing basis to 


accommodate review findings and issues of concern with the vendor.  This 


activity is documented in the minutes of the meetings of the Governing Board 


in sufficient detail to demonstrate that it has directed and followed up on 


necessary actions pertaining to quality assurance. 


The Board reviews the progress, findings and recommendations for improvement 
detailed in the IQAP progress reports and the annual IQAP evaluation report and 
determines which recommended changes will be accepted. The Board may also direct 
other actions to be taken. The Board directs the IQAP to be modified to accommodate the 
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findings and issues of concern, as well as any accepted recommendations for 
improvement to the program. 


These decisions are documented in the Board meeting minutes and accompanied by 
action item documentation to ensure that the necessary follow up is taken pertaining to 
quality assurance. 


3.9.10 QUALITY ASSURANCE COMMITTEE 


3.9.10 Active QA Committee  


 


The IQAP must delineate an identifiable structure responsible for performing 


quality assurance functions within the vendor.   


 


This committee or other structure must have: 


 


3.9.10.1 Regular Meetings 


 


The structure/committee must meet on a regular basis with a specified 


frequency, no less than quarterly to oversee IQAP activities.  This frequency 


must be sufficient to demonstrate that the structure/committee is following up 


on all findings and required actions.  


 


3.9.10.2 Established Parameters for Operating 


 


The role, structure and function of the structure/committee must be specified.  


 


3.9.10.3 Documentation 


 


There must be records documenting the structure and committee’s activities, 


findings, recommendations and actions.   


 


3.9.10.4 Accountability 


 


IQAP subcommittees must be accountable to the Governing Body and must 


report to it (or its designee) on a scheduled basis on activities, findings, 


recommendations and actions.  


 


3.9.10.5 Membership 


 


There must be active participation in the IQAP committee from vendor 


providers, who are representative of the composition of the vendor’s providers. 


Delta Dental’s written IQAP plan for the Nevada DBA program will identify the structure 
responsible for QAPI functions, including details on a QA Committee that meets the 
following RFP 3.9.10 requirements: 
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 Regular meetings (at least quarterly); 
 Delineation of a specific role, structure and function; 
 Documentation of the committee’s structure, findings, recommendations and action; 
 Accountability and scheduled reporting to the Governing Body (i.e., our Board of 


Directors) and 
 Active participation from program providers who are representative of the provider 


network’s composition. 


We currently have in place a QA Committee that oversees QAPI functions for other 
customers’ dental programs. The QA Committee is established by the authority of the 
Board of Directors as a standing committee and is charged with the oversight, guidance 
and coordination of all quality improvement and utilization improvement activities. 
Quality policies are approved in this committee. 


The QA Committee receives and reviews reports on provider audits, recipient grievances, 
credentialing, recipient and provider satisfaction, access and appointment availability, 
utilization management and other quality-related issues. The reports allow the committee 
to detect trends and patterns that may merit additional assessment, corrective action 
and/or referral to the Quality Review Committee, Credentialing Committee or the dental 
director.  


The committee operates by majority rule, with only dentist members having voting 
privileges for issues related to clinical care or the practice of dentistry. Committee duties 
and responsibilities include: 


 Prioritizing problems based on urgency, importance and severity;  
 Using professional consensus and expert opinion to develop criteria for assessing 


performance; 
 Collecting data from audits, claims, customer contact tracking, grievances, recipient and 


provider surveys and other quality assessment tools; 
 Analyzing collected data to identify apparent outliers and aberrant trends that may 


identify an area for improvement related to QAPI program operation and/or individual 
providers; 


 Determining appropriate follow-up assessments and/or corrective actions; 
 Evaluating the results of follow-up activities; 
 Making appropriate reports and referrals to other QAPI program components and 
 Maintaining records of the committee’s meetings.  


The QA Committee also serves as the oversight committee for utilization management 
(UM). During its meetings, the committee reviews and discusses UM reports, trends and 
activities and makes recommendations concerning:  


 Review and approval of UM criteria on an annual basis; 
 Benchmark utilization for primary care services; 
 Retrospective peer review on claims in variance with criteria and 
 Orientation and training of contracted dentists regarding utilization management. 
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In compliance with RFP 3.14.2.1, the dental director serves as co-chair of the QA 
Committee. Other committee members include representatives from the grievance, UM, 
credentialing and network development functional areas. QA committee members or 
their designees meet at least annually with representatives from the provider community 
to obtain their input regarding the development of and revisions to guidelines for quality 
of care.  


Quality Review Committee 


The Quality Review Committee (QRC) is responsible for monitoring the operational status 
of quality improvement policy and processes. It ensures that activities for monitoring, 
evaluating and improving clinical care are functioning and applicable to all participating 
providers. The QRC reviews profiles of individual providers identified by the QA 
Committee, credentialing, and other quality assessment activities when potential quality 
of care issues have been identified. 


The QRC reviews individual cases and UM indicators and makes recommendations 
concerning policy and procedure. Inter-rater reliability studies are also conducted during 
committee meetings as part of Delta Dental’s ongoing calibration and training of our 
dental consultants and support staff. These activities ensure that Delta Dental: 


 Meets each contract’s policy and regulatory requirements for turnaround times and timely 
decision-making and notification; 


 Consistently uses and applies appropriate criteria in decision-making and 
 Makes fair and equitable decisions that meet the individual needs of each recipient in a 


manner consistent with his or her dental benefits. 


The committee acts in concert with the dental director and other oversight committees to 
ensure that criteria are supported by evidence-based dentistry and accepted guidelines 
or accepted dental literature. Any denial based on a finding that a dental service is not a 
covered benefit is supported by the benefit provisions of the recipient’s dental plan. 
Decisions to deny, delay or modify requested dental services are communicated to the 
recipient and requesting provider in a manner that is clear, concise and descriptive of the 
reason for that decision. 


The QRC members include the dental director, staff dental consultants and the managers 
of the Claims Processing, Network Development, and Quality Assurance and 
Improvement units.  


Documentation of Committee Meetings 


Committee meeting minutes are recorded by an administrative assistant and forwarded 
to a designated QA coordinator. The QA coordinator creates the quarterly quality report, 
which is submitted to the appropriate quality committee for review/approval prior to its 
next scheduled meeting. All committee records and reports are maintained for at least 
five years and stored in locked administrative files, kept confidential and disclosed only 
in accordance with applicable federal and state statutes and regulations.  
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The quarterly quality report is forwarded to Delta Dental’s Executive Vice President/Chief 
Dental Officer for review. The report is then forwarded to the Board of Directors for 
review. At the end of each year, the quarterly quality reports are compiled and the annual 
quality of care report is created and presented to the Board of Directors. 


3.9.11 IQAP SUPERVISION 


3.9.11 IQAP Supervision  


There must be a designated senior executive who is responsible for IQAP 


implementation.  The vendor’s Dental Director has involvement in quality 


assurance activities. 


Mr. Doug Konovaloff, Vice President, Operations, is the designated senior executive will 
overall responsibility for IQAP implementation. As discussed elsewhere in this section 
and in compliance with applicable RFP requirements, our dental director for the Nevada 
DBA program will be involved in quality assurance activities. 


3.9.12 IQAP RESOURCES AND STAFF 


3.9.12 Adequate Resources  


The IQAP must have sufficient material resources and staff with the necessary 


education, experience, or training to effectively carry out its specified activities. 


Delta Dental commits to ensuring sufficient material resources and staff with the 
necessary education, experience or training to effectively carry out all IQAP activities. As 
discussed in Proposal Section 3.14.3, Vendor Operating Structure and Staffing, our 
organization has been carefully developed to ensure an integrated, collaborative working 
relationship among staff and efficient, effective administration of the Nevada DBA 
contract. And, as discussed in Proposal Section 3.13, we offer the DHCFP a multi-
faceted, integrated MIS that performs extremely well in the Medicaid and CHIP dental 
program administration environment. 


Staffing 


Our IQAP plan provides sufficient numbers of qualified staff to execute all QAPI contract 
functions within required time frames. Staff meet position requirements through 
applicable work experience, education and/or completion of general and/or contract-
specific training courses administered by Delta Dental. Individuals hired to fill a vacancy 
or new position receive one-on-one training using a training checklist and approved 
documentation for the duties to be performed. Prior to assuming full job responsibilities, 
each new hire must demonstrate proficiency in all aspects of the position. Given the 
nature and criticality of quality assurance positions, the training process includes 
performing duties under carefully monitored conditions for a period of months (with the 
training duration varying by position).  
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Resources 


All Delta Dental staff are equipped with the workspace, resources, equipment and 
materials to perform their assigned functions, ensure effective operations and meet or 
exceed contract requirements. Each workstation includes, at a minimum, reference 
materials (e.g., hard-copy publications, reports and manuals), a telephone and a personal 
computer with as-appropriate access to the MIS, standard software programs such as 
Microsoft® Office 2013, specialized software programs, e-mail and the Internet. 
Regardless of their work locations, all staff have the same level of functionality and can 
effectively communicate among themselves and with other Delta Dental staff and our 
customers. Our systems and technologies have sufficient resources and the capability to 
be expanded or upgraded in anticipation of new programs and/or program expansions.  


3.9.13 PROVIDER PARTICIPATION IN THE IQAP 


3.9.13 Provider Participation in IQAP  


 


3.9.13.1 Participating dentists and other providers must be kept informed 


about the written IQAP through provider newsletters and updates to the 


provider manual.    


 


3.9.13.2 The vendor must include in its provider contracts and employment 


agreements, for dentists and non- dental providers, a requirement securing 


cooperation with the IQAP.   


 


3.9.13.3 Contracts must specify that hospitals and other vendors will allow the 


vendor access to the Dental records of its recipients. 


One of Delta Dental’s fundamental Provider Network responsibilities will be to educate 
participating dentists and other providers about the Nevada Medicaid/Check Up program, 
including but not limited to information about recipient eligibility, covered benefits, 
support services available to providers, provider responsibilities, and our QAPI program 
and written IQAP plan. This information is essential for successful provider participation. 
Dentists and dental office staff who are well-informed experience greater satisfaction, 
can more effectively assist recipients and, ultimately, provide greater access to dental 
care resulting in improved oral health for recipients.  


For all of our dental plans, we fulfill this critical responsibility using a variety of 
communication channels designed to meet the varied needs of dentists and their office 
staff. These include: 


 Initial orientation at the outset of the contracting process; 
 A network provider packet following contract execution that includes a provider 


handbook covering all aspects of provider participation; 
 Initial and ongoing training opportunities via traditional seminars, webinars and on-line 


tutorials; 
 A toll-free provider services number to obtain information from a knowledgeable Call 


Center representative or the interactive voice response (IVR) system; 
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 A contract-specific website with a secure provider resource area and  
 On-site assistance or training, as needed, by a Delta Dental Network Development staff 


member. 


Our provider materials, training and support services are tailored to the provider type 
(primary care dentist or specialty dentist) to accurately convey the information needed 
for program compliance. We ensure, however, that each participating dentist has access 
to a provider handbook (electronically or, on request, in hard copy) that includes a 
description of provider obligations for compliance with all administrative, legal and 
regulatory requirements. We also create periodic provider newsletters to supplement the 
provider handbook and its updates. The newsletters, which are typically posted in the 
provider area of each contract’s website, reinforce the dentist’s awareness of the 
program and status as a participating provider. Newsletters announce program changes, 
discuss current dental care topics and address emerging issues (e.g., related to IQAP 
activities) that have broad application to all participating dentists.  


We commit to keeping Nevada DBA program providers informed about the IQAP through 
provider newsletters and provider handbook updates. Furthermore, we will ensure that: 


 Provider contracts and employment agreements for dentists and non-dental providers 
include a requirement securing cooperation with the IQAP and 


 Provider contracts will specify that hospitals and other vendors will allow Delta Dental 
access to program recipients’ dental records.  


3.9.14 DELEGATION OF IQAP ACTIVITIES 


3.9.14 Delegation of IQAP Activities  


 


3.9.14.1 The vendor remains accountable for all IQAP functions, even if certain 


functions are delegated to other entities.  If the vendor delegates any quality 


assurance activities to subcontractors or providers, it must: 


 


A.  Have a written description of the delegated activities, the delegate’s 


accountability for these activities, and the frequency of reporting to the 


vendor;   


 


B.  Have written procedures for monitoring and evaluating the 


implementation of the delegated functions, and for verifying the actual quality 


of care being provided; and 


 


C.  Maintain evidence of continuous monitoring and evaluation, 


completed at least quarterly of delegated activities, including approval of 


quality improvement plans and regular specified reports. 


Delta Dental intends to perform all IQAP functions within our enterprise. However, we 
understand and agree that if we later delegate any or all IQAP functions to other entities, 
we must: 
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 Have a written description of the delegated activities, the delegate’s accountability for the 
activities, and the frequency of reporting to Delta Dental; 


 Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided and 


 Maintain evidence of continuous monitoring and evaluation, completed at least quarterly 
of delegated activities, including approval of quality improvement plans and regular 
specified report. 


Delta Dental will include these requirements in any subcontract or delegation agreement, 
should we decide to delegate any IQAP function. 


3.9.15 CREDENTIALING AND RECREDENTIALING 


3.9.15 Credentialing and Recredentialing  


 


The IQAP must contain provisions to determine whether dentists and other 


health care professionals, who are licensed by the State of Nevada and who 


are under contract to the vendor, are qualified to perform their services.  These 


provisions are: 


Written Policies and Procedures 


3.9.15.1 Written Policies and Procedures 


 


The vendor will have written policies and procedures that include a uniform 


documented process for credentialing, which include the vendor’s initial 


credentialing of practitioners, as well as its subsequent recredentialing, 


recertifying and/or reappointment of practitioners. The vendor will comply with 


NAC 679B.0405 which requires the use of Form NDOI-901 for use in credentialing 


providers. 


 


The DHCFP reserves the right to request and inspect the credentialing process 


and supporting documentation. The vendor agrees to allow the DHCFP and/or 


its contracted EQRO to inspect its credentialing process and supporting 


documentation.  


Delta Dental’s Credentialing Policies and Procedures manual outlines in detail the 
processes for ensuring dental service providers are appropriately credentialed to provide 
the highest level of care to patients and meet the requirements of DHCFP. As part of our 
Quality Assurance Plan, we conduct an annual formal evaluation of our credentialing and 
re-credentialing program and update it as required.  


Delta Dental will comply with NAC 679B.0405 requiring the use of Form NDOI-901 for use 
in credentialing providers. Delta Dental agrees that the DHCFP has the right to request 
and inspect the credentialing process and supporting documentation. Credentialing 
activity is documented in Delta Dental’s Pega Provider 360 credentialing database, 
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credentialing files and the Credentialing Committee’s minutes. These records preserve a 
history of the credentialing documents and our verifications and credentialing decisions. 
The database and supporting documentation will be available to DHCFP. 


Delta Dental also agrees to allow the DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation. 


Oversight by Governing Body 


3.9.15.2 Oversight by Governing Body 


 


The Governing Body, or the group or individual to which the Governing Body 


has formally delegated the credentialing function, will review and approve the 


credentialing policies and procedures.   


Delta Dental’s Executive board reviews and approves all credentialing policies and 
procedures. 


The Credentialing Committee includes the dental director and at least two other dentists. 
The committee is charged with: 


 Developing credentialing policies and processes; 
 Reviewing professional credentials of providers; 
 Seeking additional information concerning credentials when deemed appropriate; 
 Deciding whether to accept or not accept reviewed credentials and 
 Making appropriate reports and referrals to other IQAP areas. 


The dental director or designee serves as the chairman of the Credentialing Committee. 
The committee meets at least quarterly, at which time it receives reports and findings 
from our credentialing unit and dental director concerning overall credentialing activities 
for individual providers. 


Credentialing Entity 


3.9.15.3 Credentialing Entity 


 


The vendor will designate a credentialing committee, or other peer review 


body, which makes recommendations regarding credentialing decisions. 


The Credentialing Committee (CC) makes the credentialing and recredentialing decisions 
under the IQAP and interacts with the Enterprise Management Review Subcommittee, 
Enterprise Quality Assessment Subcommittee and Enterprise Potential Quality Issues 
Review Committee. The CC consists of IQAP Regional Dental Directors, Managing Dental 
Consultants, Dental Consultants and the Director of Provider Relations. Participating 
dentists may provide advice and expertise for credentialing related decisions. Non-voting 
members may include the Credentialing Manager and Supervisor or designated 
credentialing staff and ad-hoc subject matter experts and guests may also be present in 
a non-voting capacity, but may not be present during peer review discussions. 
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The CC reviews problematic providers when necessary, directs any follow-up required 
and provides guidance on credentialing program development and implementation. The 
Director of Provider Relations, or designee, reviews any appeals of CC decisions and 
makes the decision, subject to other appeal rights (by contract or regulation), related to 
termination of a provider’s participation status. Overall evaluation of participating 
performance may include adverse credentialing information sent to the IQAP quality 
assurance subcommittees. 


Scope 


3.9.15.4 Scope 


 


The vendor will identify those practitioners who fall under its scope of authority 


and action. This must include, at a minimum, all dentists and other licensed 


independent practitioners included in the vendor’s provider network.  


Delta Dental credentials all dental providers who apply to become network providers. Our 
credentialing protocol ensures that each provider is licensed to render dental services in 
accordance with applicable Nevada laws and regulations. All credentialing is performed 
by Delta Dental’s qualified team of professionals rather than being outsourced. We 
provide ongoing and remedial training to credentialing professionals to ensure they 
remain qualified to perform this task, and we take the additional step of credentialing all 
in-house professionals participating in the review process, which includes our dental 
director, dental consultants and dentists serving on the Credentialing Committee. 
Although dental provider credentialing is not subject to National Committee for Quality 
Assurance (NCQA) certification, our procedures follow NCQA criteria as applicable to 
dentists.  


Process 


3.9.15.5 Process 


 


The initial credentialing process obtains and reviews primary source verification 


of the following information, at a minimum: 


 


A.  The practitioner holds a current valid license to practice in Nevada or 


a current valid license to practice in the state where the practitioner practices. 


 


B.  A Valid Drug Enforcement Administration (DEA) certificate for all 


practitioners authorized by the scope of their license to prescribe drugs. 


 


C.  Graduation from Dental school and completion of a residency, or 


other post-graduate training, as applicable. 


 


D.  Work history. 
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E.  Professional liability claims history. 


 


F.  The practitioner holds current, adequate malpractice insurance 


according to the vendor’s policy. 


 


G.  Any revocation or suspension of a State license or DEA number. 


 


H.  Any curtailment or suspension of medical staff privileges (other than 


for incomplete Dental records). 


 


I.  Any sanctions imposed by the OIG or the DHCFP. 


 


J.  Any censure by any state or county Dental Association or any other 


applicable licensing or credentialing entity. 


 


K.  The vendor obtains information from the National Practitioner Data 


Bank, the Nevada State Board of Dental Examiners, any equivalent licensing 


boards for out- of-state providers, and any other applicable licensing entities for 


all other practitioners in the plan. 


 


L.  The application process includes a statement by the applicant 


regarding: 


 


1. Any physical or mental health problems that may affect current ability 


to provide dental care; 


 


2. Any history of chemical dependency/ substance abuse; 


 


3. History of loss of license and/or felony convictions; 


 


4. History of loss or limitation of privileges or disciplinary activity; and 


 


5. An attestation to correctness/ completeness of the application.  


 


This information should be used to evaluate the practitioner’s current ability 


to practice. 


 


M.  There is an initial visit to each potential primary dental care 


practitioner’s office, including documentation of a structured review of the site 


and Dental record keeping practices to ensure conformance with the vendor’s 


standards.   


 


N.  If the vendor has denied credentialing or enrollment to a provider 


where the denial is due to vendor concerns about provider fraud, integrity, or 
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quality the vendor is required to report this to the DHCFP Provider Enrollment 


Unit within fifteen (15) calendar days. 


Delta Dental’s credentialing procedures promptly process enrollment applications while 
simultaneously performing due diligence to ensure patient safety. The mandatory 
information we require for initial credentialing includes: 


1. A valid state license to practice; 
2. A valid Drug Enforcement Agency (DEA) certificate; 
3. Graduation from dental school (if not verified by the state dental licensing board); 
4. Work history covering the past five years; 
5. History of professional liability claims resulting in settlements or judgments paid on 


behalf of the provider covering the past five years; 
6. Current and adequate malpractice/professional liability insurance; 
7. History of DEA certificate revocation, suspension or probation; 
8. History of limitations and sanctions imposed by the state licensing board or agency for 


dentistry; 
9. Good standing of hospital privileges; 
10. Status of clinical privileges at the provider’s designated primary admitting facility; 
11. Any Medicare and/or Medicaid sanctions imposed by the Office of Inspector General 


(OIG), as documented by National Practitioner Data Bank (NPDB) reports; 
12. Sanction history from the NPDB; 
13. History of an applicant being previously excluded or restricted by Delta Dental from 


participating in a provider network; 
14. Information from the National Practitioner Data Bank, the Nevada State Board of Dental 


Examiners, any equivalent licensing boards for out- of-state providers, and any other 
applicable licensing entities for all other practitioners in the plan 


15. Attestation that includes, but is not limited to, statements regarding any practice 
limitations or impairments owing to chemical and/or substance abuse; 


16. History of felonies or other exclusions listed in Section 1128 of the Social Security Act; 
17. Verification of specialty training; 
18. A current valid x-ray certificate; 
19. Results of facility and/or process-of-care audits, if any, and 
20. Valid general anesthesia permit, as applicable. 


Provider Relations representative conduct an initial visit to each potential primary dental 
care practitioner’s office, that includes a structured review of the site and Dental record 
keeping practices to ensure conformance with Delta Dental’s standards. The PR 
representative documents the methodology used to conduct the reviews and documents 
the results. 


Delta Dental uses a systematic process to verify, review and evaluate professional 
credentials and qualifications. Provider Relations representatives receive provider 
applications, which include credentialing documents and attachments, for each practice. 
After verification that an application is complete, it is logged in the database and a 
credentialing file is created for each dentist. Staff review each file for accuracy and 
completeness and contact the dentist to amend, correct or supply any items in question. 


The credentialing file includes an attestation form that is signed and dated by the dentist 
confirming the correctness and completeness of the information supplied and giving 
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Delta Dental permission to verify and research the data. The attestation also addresses 
any physical and/or mental health limitations that may affect the dentist’s current ability 
to provide dental care with or without accommodations. It confirms the provider’s 
accuracy of records relating to any history of chemical dependency or substance abuse, 
loss of license, felony convictions, disciplinary activity or other professional sanctions 
and malpractice actions or the loss of malpractice coverage. 


Delta Dental verifies many of its credentialing criteria by reviewing primary source 
documentation. A complete list of verification sources is included in our Credentialing 
Policies and Procedures; examples include the dentist’s license from the state dental 
board; Board certification via the specific specialty board and malpractice claims history 
via the National Practitioner Data Bank. Delta Dental also periodically reviews listings 
and reports from state licensing boards, enabling the identification of any adverse dental 
license actions between a provider’s routine re-credentialing cycles. 


Once complete, the credentialing file is forwarded to the Dental Director for review. By 
policy, the Credentialing Committee has authorized the Dental Director to accept the 
credentials of dentists whose elements are clear. The Dental Director may also accept 
the credentials of dentists with only one malpractice judgment within the last five years if 
the rest of the elements are clear. 


If the Dental Director does not accept an applicant’s credentials, the matter is referred to 
the Credentialing Committee. The Dental Director will defer to the committee when the 
file shows: 


 Two or more malpractice actions or settlements within the preceding five years; 
 Past or current adverse actions by any state or federal regulatory agency; 
 Past or current limitation, reduction, suspension or termination of any dental license or 


hospital privileges; 
 Past or current criminal conviction; 
 Past or current sanctions by a Medicare or Medicaid regulatory agency; 
 Lack of a current valid general anesthesia permit (applies to oral surgeons and 


anesthesiologists only); 
 Lack of a current valid DEA certification (does not apply to orthodontists) and 
 Past or current mental illness, chemical dependency or medical condition that would 


impair or interfere with the dentist’s ability to deliver care effectively. 


After discussion, the Credentialing Committee may decide to accept, reject or defer a 
decision pending the receipt of additional information. After a decision is made, the 
applicant is promptly notified of the committee’s decision. All applicants have the right to 
request corrections of erroneous credentialing information. Requests for corrections 
must be submitted by an applicant in writing and be received by Delta Dental within thirty 
calendar days of receipt of the decision. 


Only those applicants whose credentials are accepted by either the Dental Director or 
Credentialing Committee are approved to be contracted. 


Delta Dental will notify the DHCFP Provider Enrollment Unit within 15 calendar days of 
any denial actions we take on the provider’s application for participating in the Nevada 
DBA program that are due to concerns about provider fraud, integrity or quality. 
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Recredentialing 


3.9.15.6 Recredentialing  


 


A process for the periodic re-verification of clinical credentials (recredentialing, 


reappointment, or recertification) will be described in the vendor’s policies and 


procedures, including:  


 


A.  Evidence that the procedure is implemented at least every sixty (60) 


months.  


 


B.  The vendor conducts periodic review of information from the National 


Practitioner Data Bank and all other applicable licensing entities, along with 


performance data, on all practitioners, to decide whether to renew the 


participating practitioner agreement.  At a minimum, the recredentialing, 


recertification or reappointment process is organized to verify current standing 


in required areas. 


 


C.  The recredentialing, recertification or reappointment process also 


includes review of data from: 


 


 


1. Recipient grievances and appeals; 


2. Results of quality reviews; 


3. Utilization management; 


4. Recipient satisfaction surveys; and 


5. Re-verification of current licensure, if applicable. 


 


D.  If the vendor decredentials, terminates or disenrolls a provider the 


vendor must inform the State within 15 calendar days.  If the decredentialing, 


termination or disenrollment of a provider is due to suspected criminal actions, 


or disciplinary actions related to fraud or abuse the DHCFP will notify HHS-OIG. 


In the interest of patient safeguards and customer reassurance, Delta Dental has 
established a policy of recredentialing providers participating in our dental networks 
every three years, or more frequently if a situation arises that warrants an out-of-cycle 
review. This policy is fully compliant with 42 Code of Federal Regulations (CFR), Section 
455.414 that require the State Medicaid Agency to review and update enrollment data for 
all Medicaid providers, including collecting disclosures, at least every five years. 


For current providers, credentialing elements that have been previously verified and that 
are not subject to change are not re-verified during recredentialing. For example, after 
determining during initial credentialing that the dentist graduated from an approved 
dental school, this element would not subsequently be re-verified. Instead, the 
recredentialing process focuses on original credentialing elements that are subject to 
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change in status or professional actions or sanctions and new elements assessing the 
dentist’s performance as contracted during the previous 12 months, including:  


1. Member satisfaction and grievance history; 
2. Information on quality improvement activities; 
3. Utilization reports; 
4. Results of dental record audits and 
5. Re-verification of current licensure, if applicable. 


Delegation of Credentialing Activities 


3.9.15.7 Delegation of Credentialing Activities  


 


If the vendor delegates credentialing and recredentialing, recertification, or 


reappointment activities, there must be a written description of the delegated 


activities, and the delegate’s accountability for these activities.  There must also 


be evidence that the delegate accomplished the credentialing activities.  The 


vendor must monitor the effectiveness of the delegate’s credentialing and 


reappointment or recertification process.   


All credentialing is performed by Delta Dental’s qualified team of professionals rather 
than being delegated. We provide ongoing and remedial training to credentialing 
professionals to ensure they remain qualified to perform this task, and we take the 
additional step of credentialing all in-house professionals participating in the review 
process, which includes our dental director, dental consultants and dentists serving on 
the Credentialing Committee. 


Should Delta Dental decide to delegate credentialing activities at a later date, we commit 
to meeting the provisions of this RFP requirement, and will notify the DHCFP of our 
intent to delegate prior to doing so. 


Retention of Credentialing Authority 


3.9.15.8 Retention of Credentialing Authority 


 


The vendor retains the right to approve new practitioners and sites, and to 


terminate or suspend individual practitioners.  The vendor has policies and 


procedures for the suspension, reduction or termination of practitioner 


privileges.  


Delta Dental understands that we retain the right to approve new practitioners and sites, 
and to terminate or suspend individual practitioners. Our policies and procedures for the 
suspension, reduction or termination of practitioner privileges are detailed in the 
Credentialing Policies and Procedures manual. 
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Reporting Requirement 


3.9.15.9 Reporting Requirement 


 


The vendor must ensure there is a mechanism for, and evidence of 


implementation of, the reporting of serious quality deficiencies resulting in 


suspension or termination of a practitioner, to the appropriate authorities. 


Delta Dental includes a mechanism for reporting of serious quality deficiencies resulting 
in suspension or termination of a practitioner to the appropriate authorities in the 
Program Integrity Unit (PIU) policies and procedures.  


Provider Dispute Process 


3.9.15.10 Provider Dispute Process 


 


The vendor must have a provider appeal process for instances wherein the 


vendor chooses to deny, reduce, suspend or terminate a practitioner’s 


privileges with the vendor. 


We currently implement a grievance and appeal process that reflects more than 40 years’ 
experience administering the State of California’s Denti-Cal program and 16 years 
administering numerous state, county and regional CHIP and CHIP-like programs. Our 
process ensures that we respond fully and promptly to each dissatisfaction or concern 
and also document the status and disposition of every grievance and appeal. 


The right to file a grievance/appeal and the methods available, including a toll-free phone 
number, is included in the provider handbook upon enrollment into the program. The 
availability of assistance with filing a grievance is also described in the handbooks. 


In the event that an application for provider enrollment is denied, we include the methods 
to file an appeal in the notification sent to the applicant. 


3.9.16 RECIPIENT RIGHTS AND RESPONSIBILITIES 


3.9.16 Recipient Rights and Responsibilities  


 


The vendor must demonstrate a commitment to treating recipients in a manner 


that acknowledges their rights and responsibilities.   


Delta Dental prides ourselves on having an inclusive corporate culture that respects the 
rights of all individuals, recipients and providers. Dentists participating in any of Delta 
Dental’s provider networks are contractually obligated, as well as ethically and 
professionally bound, to treat all recipients with dignity and respect, and in recognition 
for the need for privacy.  







  


 


 RFP #3290 


3–172 Dental Benefits Administrator 


 


With more than 57 years of experience administering dental health care plans across the 
United States, we understand that quality assurance plays a critical role in the delivery of 
dental health care services. As a testimony to the strength and stability of the 
organization, nearly 91% of customers, comprising 98.6% of enrollees, renew their 
contracts on an annual basis. Our decades of experience delivering services to 
recipients of government dental health programs has allowed us to develop and 
continuously refine our customer service policies and processes. At the heart is our 
commitment to treating recipients with respect and going above and beyond to uphold 
recipients’ rights.  


At the core of Delta Dental’s customer service philosophy is hiring service-oriented 
individuals who demonstrate an ability to solve problems and a natural desire to help 
others. We work closely with new staff members to build key communication skills and 
develop program knowledge, and we invest in them through ongoing training, employee 
recognition programs and educational assistance opportunities. Our extensive provider 
training and outreach ensures that this same commitment is shared by each and every 
provider who provides care to our recipients.  


Written Policy on Recipient Rights and Responsibilities 


3.9.16.1 Written Policy on Recipient Rights 


 


The vendor must have a written policy that recognizes the following rights of 


recipients: 


 


A.  To be treated with respect, and recognition of their dignity and need 


for privacy; 


 


B.  To be provided with information about the vendor, its services, the 


practitioners providing care, and recipients’ rights and responsibilities; 


 


C.  To be able to choose their primary Dental care practitioner; 


 


D.  To participate in decision-making regarding their dental care, 


including the right to refuse treatment; 


 


E.  To pursue resolution of grievances and appeals about the vendor or 


care provided; 


 


F.  To formulate advance directives; 


 


G.  To have access to his/her Dental records in accordance with 


applicable federal and state laws and to request that they be amended or 


corrected as specified in 45 CFR Part 164;  
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H.  To guarantee the recipient’s right to be free from any form of restraint 


or seclusion used as a means of coercion, discipline, convenience, or 


retaliation; and 


 


I.  To receive information on available treatment options and 


alternatives, presented in a manner appropriate to the recipient’s condition 


and ability to understand. 


 


3.9.16.2 Written Policy on Recipient Responsibilities 


 


The vendor must have a written policy that addresses recipients’ responsibility 


for cooperating with those providing dental services.  This written policy must 


address recipients’ responsibility for: 


 


A.  Providing, to the extent possible, accurate and updated information 


needed by professional staff in caring for the recipient;  


 


B.  Following instructions and oral health care recommendations/ 


guidelines given by those providing dental services;  


 


C.  Recipient obligation to participate in their health care decisions; and 


 


D.  Recipient conduct and communication with a dental office including 


recipient’s responsibility to be on time for scheduled appointments, cancel 


appointments in a timely manner ie. 24-48 hrs ahead of scheduled 


appointment, report provider fraud/abuse, provide feedback on recipient 


needs and expectations, etc. 


A key tenet of our philosophy is the treatment of all recipients with dignity and respect. 
One means to demonstrate this philosophy is through ensuring that recipient rights are 
taken into account while providing services to those recipients. These rights include: 


 The right to receive information in a manner and format that may be easily understood, in 
non-prevalent language and/or alternate formats when needed; 


 The right to be free from restraint or seclusion; 
 The right to request and receive their medical records and to request corrections be made 


to those records; 
 The right for the recipient’s medical records to be private; 
 The right to be free from age, disability or other discrimination; 
 The right to have their applicable civil rights upheld and 
 The right to exercise their rights without retaliation. 


Delta Dental also has policies regarding recipient responsibilities. These responsibilities 
are: 


 Providing, to the extent possible, accurate and updated information needed by 
professional staff in caring for the recipient;  
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 Following instructions and oral health care recommendations/guidelines given by those 
providing dental services;  


 Recipient obligation to participate in their health care decisions and 
 Recipient conduct and communication with a dental office including 


 Recipient’s responsibility to be on time for scheduled appointments, cancel 
appointments in a timely manner (e.g., 24-48 hours ahead of scheduled appointment); 


 Reporting provider fraud/abuse and 
 Providing feedback on recipient needs and expectations, etc. 


Delta Dental fully complies with any applicable federal and state laws that pertain to 
recipient rights and we continuously monitor and evaluate the care rendered to 
recipients by affiliated providers and Delta Dental staff. 


Delta Dental ensures that our staff and network providers comply with applicable federal 
and state laws pertaining to recipient rights and responsibilities through both active 
methods – such as training programs and visits to provider offices – and passive 
methods – such as including recipient rights and responsibilities documentation in 
handbooks. We ensure recipient rights and responsibilities through: 


 Comprehensive initial and ongoing staff and provider training on recipient rights and 
responsibilities, and all processes and procedures; 


 Including copies of recipients’ rights and responsibilities in all desk level procedures and 
manuals; 


 Responding to and documenting the status and disposition of every complaint and 
grievance and 


 Monitoring, evaluating and improving the quality of care and services. 


The applicable federal and state laws pertaining to recipient rights and responsibilities 
are consolidated and summarized, with references to the CFR section, and included in 
Delta Dental desk level procedures and manuals. Additionally, provider and member 
handbooks include copies of recipient rights and responsibilities. This documentation is 
intended to be used as a reference for all parties to be fully informed and aware of these 
rights and responsibilities. 


Communication of Recipient Policies 


3.9.16.3 Communication of Recipient Policies to Providers 


 


A copy of the vendor’s policies on recipients’ rights and responsibilities is 


provided to all participating providers upon initial credentialing and when 


significant changes are made.  


 


3.9.16.4 Communication of Policies to Recipients 


 


Upon enrollment, recipients are provided a written statement that includes 


information on their rights and responsibilities. 
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Delta Dental provides a Provider Handbook to all participating providers upon initial 
credentialing. The Provider Handbook is also available at any time on Delta Dental’s 
website. It is updated whenever significant changes are made. The Provider Handbook 
includes a copy of Delta Dental’s policies on recipients’ rights and responsibilities. 


Delta Dental provides recipients a Member Handbook that includes a written statement 
on their rights and responsibilities. 


Recipient Grievance and Appeals 


3.9.16.5 Recipient Grievance and Appeals Procedures  


 


The vendor must have a system(s) linked to the IQAP for addressing recipients’ 


grievances and providing recipient appeals.  This system must include: 


 


A.  Procedures for registering and responding to grievances and appeals 


within thirty (30) calendar days. Vendors must establish and monitor standards 


for timeliness; 


 


B.  Documentation of the substance of grievances, appeals, and actions 


taken; 


 


C.  Procedures ensuring a resolution of the grievance and providing the 


recipient access to the State Fair Hearing process for appeals;  


 


D.  Aggregation and analysis of grievance and appeal data and use of 


the data for quality improvement; 


 


E.  Compliance with DHCFP due process and fair hearing policies and 


procedures specific to Nevada Medicaid and Nevada Check Up recipients; 


and 


 


F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


Complaints and grievances allow recipients to express their concerns or complaints and 
to ask Delta Dental for a fair resolution that will correct perceived wrongs. Delta Dental 
ensures that our members may exercise their right to file a grievance and seek redress 
without fear of discrimination as a result of filing of a grievance. The first indication of a 
potential grievance usually begins with a recipient’s or provider’s telephone call. Our 
CSRs receive special training regarding the handling of grievances and make every effort 
to resolve simple administrative issues immediately. For issues that require further 
handling, the CSR provides the caller with the necessary information to file a written 
grievance.  







  


 


 RFP #3290 


3–176 Dental Benefits Administrator 


 


Proposal Section 3.12, Grievances, Appeals and Fair Hearings describes our 
complaint/grievance and resolution process, which reflects more than 40 years’ 
experience from past Medicaid, CHIP and other dental program implementations. Delta 
Dental’s grievance system investigates, reviews and resolves recipient grievances in a 
manner that is timely, equitable, compliant with applicable state and federal regulations 
and sensitive to the recipient’s individual needs (including cultural, linguistic and 
disability-related needs).  


Recipient Suggestions 


3.9.16.6 Recipient Suggestions 


 


An opportunity must be provided for recipients to offer suggestions for changes 


in policies and procedures.   


Delta Dental welcomes suggestions from recipients for improvements in our policies and 
procedures. Recipient suggestions may be submitted to Delta Dental through our 
Recipient Services Department, our website, via e-mail, and through recipient 
satisfaction surveys. 


Steps to Assure Accessibility of Services 


3.9.16.7 Steps to Assure Accessibility of Services  


 


The vendor must take steps to promote accessibility of services offered to 


recipients.  These steps include: 


 


A.  The points of access to primary dental care, specialty care, are 


identified for recipients; and 


 


B.  At a minimum, recipients are given information about: 


 


 


1. How to obtain services during regular hours of operations; 


 


2. How to obtain urgent, emergency and after-hour care;  


 


 


3. How to obtain emergency out-of-service area care;  


 


4. How to obtain the names, qualifications and titles of the professionals 


who provide and are accepting Dental patients and/or are responsible for their 


care; and 
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5. How to access concierge services and assistance from the vendor 


when needed to gain access to care. 


Delta Dental promotes accessibility of dental services to recipients first through the 
recipients’ selection of or assignment to a Primary Dental Provider (PDP), or dental 
home. Delta Dental arranges for a welcome call to the recipient, where program details 
are discussed and the recipient can receive answers to any questions they may have 
about the Nevada DBA program. The primary method of promoting accessibility is 
through the Member Handbook, which describes how to obtain dental care services 
(regular care, urgent, emergency and after-hours care, and emergency out-of-service 
area care), how to find information on participating dental professionals, and how to 
access concierge services and assistance from Delta Dental. 


Information Requirements 


3.9.16.8 Information Requirements  


 


A.  Recipient information (for example, subscriber brochures, 


announcements, and handbooks) must be written at an eighth (8th) grade 


level that is readable and easily understood. 


 


B.  Written information must be available in the prevalent languages of the 


population groups served.   


All recipient educational materials and other vital documents – such as complaint forms, 
notices of action, grievance/administrative hearing information, and outreach materials – 
will be available to Nevada Medicaid and Check Up recipients in English and any 
prevalent non-English languages as determined by the DHCFP. If the DHCFP identifies 
any other prevalent languages (typically defined as a language spoken by more than 5% 
of recipients in a designated geographic area), we will have member materials translated 
into those languages by an approved translation vendor. 


Delta Dental recognizes that the readability of member materials affects his or her 
success in understanding not only the dental program’s benefits and rules, but also the 
importance of routine dental care. Factors influencing recipient comprehension of and 
interest in reading materials include, but are not limited to, print legibility, type size, word 
complexity and sentence complexity. For the Nevada contract, we will develop recipient 
informational and educational materials at no higher than an eighth-grade reading level 
and in an appealing, conversational tone with culturally, linguistically and age-
appropriate language, phrases and examples. 
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Confidentiality of Patient Information 


3.9.16.9 Confidentiality of Patient Information 


 


The vendor must act to ensure that the confidentiality of specified patient 


information and records is protected.  The vendor must: 


 


A.  Establish in writing, and enforce, policies and procedures on 


confidentiality, including confidentiality of Dental records; 


 


B.  Ensure patient care offices/sites have implemented mechanisms to 


guard against the unauthorized or inadvertent disclosure of confidential 


information to persons outside of the vendor;  


 


C.  Hold confidential all information obtained by its personnel about 


recipients related to their examination, care and treatment and shall not 


divulge it without the recipient’s authorization, unless: 


 


1. It is required by law, or pursuant to a hearing request on the 


recipient’s behalf; 


 


2. It is necessary to coordinate the recipient’s care with other dental 


care providers, physicians, hospitals, or other health care entities, or to 


coordinate insurance or other matters pertaining to payment; or 


 


3. It is necessary in compelling circumstances to protect the health or 


safety of an individual. 


 


D.  Must report any release of information in response to a court order to 


the recipient in a timely manner; and 


 


E.  May disclose recipient records whether or not authorized by the 


recipient, to qualified personnel, defined as persons or agency representatives 


who are subject to standards of confidentiality that are comparable to those of 


the State agency.  


Delta Dental is committed to maintaining the highest possible level of security and 
confidentiality for our customers. Even before the implementation of the Health 
Insurance Portability and Accountability Act (HIPAA) of 1996, Delta Dental was vigilant in 
protecting the privacy and security of the health information placed in our custody. Our 
corporate commitment to safeguarding protected information and ensuring enterprise 
security is demonstrated by the experience and qualifications of our Department of Risk, 
Ethics and Compliance and Information Technology/Applications Development staff and 
the knowledge instilled in all Delta Dental employees during their orientation and 
refresher training.  
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Delta Dental’s systems and processes comply fully with all current applicable HIPAA 
provisions. HIPAA compliance efforts include, but are not limited to, the following 
measures that are designed to ensure current and future compliance with HIPAA: 


 Implementing comprehensive policies and procedures regarding privacy and security that 
address: 
 Confidentiality of protected health information (PHI) through all work processes; 
 Administrative, technical and physical safeguards; 
 Requests for PHI by various individuals or agencies (e.g., procedures for 


authentication, verification, authorization, access, amendment, restrictions and 
accounting of disclosure of PHI); 


 Recipients’ right to request and receive a copy of their medical records, and to 
request that they be amended or corrected; 


 Use of PHI by business associates and 
 Initial and ongoing training. 


 Conducting mandated HIPAA training of all new employees and periodic ongoing 
refresher training for all current employees; 


 Issuing Notice of Privacy Practices for recipients (a copy of our Notice of Privacy Practice 
is distributed to all new recipients and is available on our website) and 


 Tracking non-routine disclosures of PHI through our HIPAA database.  


Delta Dental’s Department of Risk, Ethics and Compliance provides support for privacy 
and security inquiries, incident investigation and response, changes to laws and 
regulations and modifications to policies and procedures. The Department of Risk, 
Ethics and Compliance reports to our executive vice president and chief legal officer, 
who also serves as our corporate privacy officer.  


Confidentiality 


Delta Dental’s policies and procedures meet the confidentiality requirements of all 
applicable state and federal laws. All data are classified as Public Information, Internal 
Use Only Information or Confidential Information (which includes Protected Health 
Information, Personal Information, Trade Secrets or Privileged Information). These 
policies and procedures include: 


 Thorough training of new employees and ongoing training of all employees; 
 Department of Risk, Ethics and Compliance reviews and implementation of newly enacted 


laws and regulations to ensure enterprise-wide compliance and 
 Appropriate administrative, technical and physical safeguards including secure servers, 


website and data encryption technology. 


Recipient information is provided to our employees and network dentists for the sole 
purpose of eligibility verification and reimbursement. All employees are required to sign 
a confidentiality agreement that states they will not use, maintain or disclose without 
authorization any confidential information contained in company records, plans, 
proposals, reports or correspondence.  
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Confidentiality agreements and non-disclosure agreements are in place with third-party 
vendors where applicable. Access to records is subject to applicable regulations and 
other regulatory provisions. 


Treatment of Minors 


3.9.16.10 Treatment of Minors 


 


The vendor must have written policies regarding the treatment of minors.  


Delta Dental’s policies regarding the treatment of minors include situations under the 
HIPAA privacy rule when minors who are treated as “individuals” may request special 
privacy protections. These minors may request the following: 


 That health care providers and health plans communicate with them in a confidential 
manner and 


 Limitations on disclosure of information for treatment, payment or health care operations 
that could otherwise ordinarily occur without their authorization. 


Medicaid and HIPAA rules indicate that recipients, including minors, are entitled to 
receive family planning services and confidentiality protections apply. Delta Dental does 
not cover family planning services, however, it is possible that a recipient’s diagnosis 
could reveal information about that recipient that should be hold confidential.  


Our policies regarding treatment of minors details how to handle these situations. Delta 
Dental will provide the written policy for treatment of minors to the DHCFP prior to 
contract start date. 


Recipient Satisfaction 


3.9.16.11 Assessment of Recipient Satisfaction  


 


The vendor must conduct periodic surveys of recipient satisfaction annually 


with its services: 


 


A.  The survey(s) must include content on perceived problems in the 


quality, availability and accessibility of care. 


 


B.  The survey(s) assess at least a sample of: 


 


1. All recipients; 


 


2. Recipient requests to change practitioners and/or facilities; and 


 


3. Disenrollment by recipients. 
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C.  As a result of the survey(s), the vendor must: 


 


1. Identify and investigate sources of dissatisfaction; 


 


2. Outline action steps to follow up on the findings; and 


 


3. Inform practitioners and providers of assessment results. 


 


D.  The vendor must re-evaluate the effects of the above activities. 


Delta Dental’s recipient and provider satisfaction measurement activities contribute 
valuable information to the overall QAPI program. As required by contract and approved 
by each customer, we conduct and/or participate in surveys each year to help identify 
opportunities to improve satisfaction with Delta Dental – and also to identify issues and 
perceived problems that may be adversely affecting the quality, availability and 
accessibility of care.  


Recipient surveys ask the respondents to rate their satisfaction with Delta Dental, their 
dentist, the quality of care they received, the thoroughness of information provided, the 
value of the dental plan and claim processing. Provider surveys ask the respondents to 
rate their overall satisfaction with Delta Dental and their satisfaction in areas including, 
but not limited to, service provided by our Call Center customer service representatives 
and Provider relations representatives, written materials such as the provider handbook, 
ease of understanding program benefits, and the accuracy and fairness of benefit and 
referral determinations.  


The primary tools for assessing recipient and provider satisfaction are printed or 
electronic surveys. Delta Dental assesses recipient satisfaction in an effort to discover 
recipient approval and potential barriers to access associated with: 


 The quality of care received; 
 The information the dental provider office gave the recipient concerning needed 


treatment; 
 Appointment availability at the dental office; 
 Office wait times; 
 The appearance, cleanliness and maintenance of the dental provider’s office; 
 Wheelchair access or other needed accommodations; 
 The current Plan dental provider, overall; 
 The range of dental benefits available to the customer (recipient); 
 Service from the Plan’s Customer Service department; 
 The printed member materials furnished by the Plan and 
 The choice of dental providers available to the recipient. 


Our Enterprise Market Research department conducts two satisfaction surveys each year 
as part of our patient satisfaction assessment program. A total of 2,000 surveys are 
mailed each year to a random sample of patients who have had a claim paid within the 
most recent three months. Delta Dental’s Customer Satisfaction survey form features a 
balanced response scale with scores based on ratings of “good,” “very good” and 
“excellent.” With minor fluctuations in scores on individual questions, the survey results 
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are consistent from one year to the next. This continuity gives us confidence that the 
survey instrument and sampling methodology are accurate. 


As noted in the exhibit below, Delta Dental’s Global Member Satisfaction Survey Results 
(First Quarter 2015 – Selected Categories), the respondents’ satisfaction with Delta 
Dental was high in multiple areas. 


EXHIBIT 3.9-6, DELTA DENTAL GLOBAL MEMBER SATISFACTION SURVEY RESULTS (Q1 2015) 


Survey Question Favorable Scores 
(Excellent/ Very 
Good/ Good) 


Overall rating of Delta Dental 97% 


Overall rating of the dentist 99% 


Recommend Delta Dental to family or friend 96% 


Recommend dentist to family or friend 98% 


Overall quality of care received 99% 


Your dentist’s attitude and manner 99% 


Thoroughness of dentist's explanation of your treatment 98% 


Explanation of the cost of your treatment 95% 


Number of Delta Dental dentists to choose 93% 


Appearance and cleanliness of your dentist's office 100% 


Wheelchair access and other accommodations, if needed 97% 


Clarity of "Your Dental Benefits Statement" (sent after you receive 
treatment) 


95% 


Information provided on Delta Dental's web site www.Delta 
Dentaldentalins.com 


91% 


Level of coverage for routine/preventive dental visits 94% 


Level of coverage for non-routine services 77% 


Overall rating of the value of Delta Dental plan 91% 


 


Information gleaned from survey results is analyzed, summarized and presented to the 
QA Committee for review and evaluation. The committee may elect to modify aspects of 
Delta Dental’s QAPI program based on the survey results and/or the results may trigger 
additional quality or utilization reviews that feed into the written IQAP plan and/or 
processes.  


For the Nevada DBA contract, we will, at a minimum, commit to surveying a sample of all 
recipients, including those who have requested a change in practitioners and/or facilities 
and those who have disenrolled from the program. And, as a result of the survey – and in 
alignment with our written IQAP plan – we will identify and investigate sources of 
dissatisfaction, outline action steps to follow up on the findings, inform practitioners and 
providers of assessment results, and re-evaluate the effects of those activities.  
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3.9.17 STANDARDS FOR AVAILABILITY AND ACCESSIBILITY 


3.9.17 Standards for Availability and Accessibility  


 


The vendor must establish standards for access (e.g., to routine, urgent and 


emergency care; telephone appointments; advice; and recipient service lines) 


that complies with this RFP.  Performance on these dimensions of access is 


assessed against the standards. 


Delta Dental’s contracting policies are based on the premise that to fully serve the needs 
of our dental plan recipients, we must provide a stable, comprehensive network of 
qualified dentists with broad geographic access, specialty services, and reserve 
capacity. We also take into account the unique characteristics of each plan’s recipient 
population. For this program, our network focuses on dental care expertise with children 
and adolescents. Because of our long history focused solely on dental care and the 
many dental professionals we employ, we understand how dental practices function and 
what dentists require to be active partners in a given program.  


Our provider contracting policies address clinical, financial, administrative and legal 
provisions to safeguard recipient health and maintain compliance with Delta Dental 
standards and Nevada DBA requirements. These are set forth in contract terms that, 
among others, include provision of services; standards of care; dentist and employee 
qualifications/credentialing; facility and equipment standards; availability and 
accessibility standards; dentist/patient relationship; recipient acceptance/transfers; 
claim submission; disclosures/notifications of adverse events; compliance with the 
provider handbook; recipient complaint and grievance resolution; prohibition against 
recipient billings and collections; quality assurance and utilization standards/programs; 
records maintenance and access; confidentiality/security of patient information; 
applicable state and federal regulations/statutes; insurance coverage and continuity of 
care for recipients.  


Delta Dental’s provider agreement reflects a comprehensive set of core requirements 
that address clinical, financial, administrative and legal provisions to safeguard recipient 
health. The provider agreement for participating dentists in the Nevada DBA program will 
incorporate the required appointment availability standards below: 


 For PDP appointments: 
 24 hours for urgent care, including urgent specialty care; 
 14 days for therapeutic and diagnostic care; 
 Six weeks for routine or preventive dental services (in accordance with the American 


Academy of Pediatric Dentistry (AAPD) periodicity schedule and 
 30 days or less for referrals for specialty care, based on the urgency of the recipient’s 


medical condition 
 For Specialist appointments: 


 Same day or within 24 hours of referral for emergency services; 
 Three calendar days of referral for urgent appointments; 
 30 calendar days of referral for routine appointments and 
 Access to a child/adolescent specialist if requested by the parent 
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Office waiting time standards (no more than one hour from the scheduled appointment 
time, except when the provider is unavailable due to an emergency) will be set forth in 
the provider agreement terms that detail the responsibilities of a network provider.  


These standards will be set forth in the provider agreement terms that detail the 
responsibilities of a network provider. Delta Dental’s provider relations team and quality 
assurance and improvement staff monitor timely access to care and investigate potential 
provider compliance issues. When appointment standards are not met, Delta Dental 
develops and implements a Plan of Correction (POC).  


Our initial action is remediation through peer-to-peer counseling. A Delta Dental 
professional contacts the provider directly to discuss the circumstances that prompted 
the contact and the provider’s obligation regarding recipient access. In our experience, 
this action is usually sufficient to correct any misunderstandings and non- conformance. 
We maintain a record of the actions taken and, should a provider incur three confirmed 
recipient access incidents, more aggressive interventions and sanctions are applied, up 
to and including contract termination and removal from the network. In situations where 
supplemental training is indicated for dentists or office staff, the assigned provider 
relations representative contacts the provider to schedule a training session to review 
access policies. Delta Dental invests the resources needed to preserve and promote 
provider participation, taking into account the provider’s level of cooperation and past 
history, geographic and specialty access in the area and recipient utilization. 


Delta Dental commits to meeting the access requirements set forth in the RFP, however, 
through our active partnership with community providers and other stakeholders, we 
often become aware of better and/or alternative standards that will encourage provider 
participation and increase utilization. When such alternative standards are determined to 
be viable, Delta Dental will document the justification in writing within 15 days and 
submit the request to the DHCFP. Alternative standards will not be implemented without 
approval from the DHCFP. 


3.9.18 DENTAL RECORDS STANDARDS 


3.9.18 Dental Record Standards  


Accessibility and Availability of Dental Records 


3.9.18.1 Accessibility and Availability of Dental Records 


 


A.  The vendor must include provisions in all provider contracts for HIPAA 


compliance with regard to access to Dental records for purposes of quality 


reviews conducted by the Secretary of the United States Department of Health 


and Human Services (the Secretary), DHCFP, or agents thereof.   


 


B.  Records are available to dental practitioners at each encounter. 
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Delta Dental’s contract with Nevada DBA program providers will include a requirement 
that complete dental records are maintained by the provider for each patient that is an 
enrolled recipient. Further, the contract will state that the dental records shall be 
available for review by duly authorized representatives of the State, including Delta 
Dental in the course of executing its responsibilities under this contract, and the 
Secretary of the United States Department of Health and Human Services (the Secretary), 
DHCFP, or agents thereof upon request. 


Delta Dental’s contract with Nevada DBA program providers will also stipulate that the 
provider must forward all dental records in their possession to a new provider within 10 
business days of receipt of the request. Although most such requests will be made 
directly from provider to provider without the need for intervention, Delta Dental will, 
upon request, assist with the transfer of enrolled recipient dental records to a new 
primary dental care provider. 


Record Keeping 


 


3.9.18.2 Record Keeping 


 


Dental records may be on paper or electronic.  The vendor must take steps to 


promote maintenance of Dental records in a legible, current, detailed, 


organized and comprehensive manner that permits effective patient care and 


quality review.  Dental records must be maintained as follows: 


 


A.  Dental Record Standards – The vendor sets standards for Dental 


records.  The records reflect all aspects of patient care, including ancillary 


services.  These standards shall, at a minimum, include requirements for: 


 


1. Patient Identification Information – Each page on electronic file in the 


record contains the patient’s name or patient ID number;  


 


2. Personal/Demographic Data – Personal/biographical data includes: 


age, sex, race, ethnicity, primary language, disability status, address, employer, 


home and work telephone numbers, and marital status; 


 


3. Allergies – Medication allergies and adverse reactions are prominently 


noted on the record.  Absence of allergies (no known allergies – NKA) is noted 


in an easily recognizable location;   


 


4. Past Dental History [for patients seen three (3) or more times] – Past 


Dental history is easily identified including serious accidents, operations, and 


illnesses.  For children, past Dental history relates to prenatal care and birth and 


preventive services; 
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5. Diagnostic information; 


 


6. Medication information; 


 


7. Identification of Current Problems – Significant illnesses, Dental 


conditions and health maintenance concerns are identified in the Dental 


record; 


 


8. Smoking, Alcohol or Substance Abuse – Notation concerning 


cigarettes, alcohol and substance abuse is present for patients twelve (12) 


years and over and seen three (3) or more times; 


 


9. Consultations, Referrals, and Specialist Reports – Notes from any 


consultations are in the record.  Consultation, lab, and x-ray reports filed in the 


chart have the ordering dentist/physician’s initials or other documentation 


signifying review. Consultation and significantly abnormal lab and imaging 


study results have an explicit notation in the record of follow-up plans;  


 


10. Emergency care; and 


 


11. Patient Visit Data – Documentation of individual encounters must 


provide at a minimum adequate evidence of. 


 


a. History and Physical Examination – Comprehensive subjective and 


objective information obtained for the presenting complaints; 


 


b. Plan of treatment; 


 


c. Diagnostic tests; 


 


d. Therapies and other prescribed regimens; 


 


e. Follow-up – Encounter forms or notes have a notation, when 


indicated, concerning follow-up care, call or visit.  A specific time to return is 


noted in weeks, months, or as needed.  Unresolved problems from previous visits 


are addressed in subsequent visits; 


 


f. Referrals and results thereof;  


 


g. All other aspects of patient care, including ancillary services; 


 


12. Entry Date – All entries must have date and time noted;  


 


13. Provider Identification – All entries are identified as to author; and 
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14. Legibility – The record is legible to someone other than the writer.  A 


second reviewer should evaluate any record judged illegible by one physician 


reviewer.  


Delta Dental’s base provider contract currently includes the dental records standards 
noted in RFP requirement 3.9.18.2 above. These standards are a part of the criteria used 
during provider record reviews. 


Record Review Process 


 


3.9.18.3 Record Review Process 


 


A.  The vendor must have a system (record review process) to assess the 


content of Dental records for legibility, organization, completion and 


conformance to its standards; and 


 


B.  The record assessment system must address documentation of the 


items listed in Dental Records requirements above. 


Delta Dental regularly reviews provider recordkeeping and reporting to identify both 
over- and under-utilization of all services to ensure that public funds are used 
appropriately. The record review process is a function of the Program Integrity Unit (PIU) 
and falls under the day-to-day oversight of the dental director. 


Record reviews include a checklist of the Dental Records standards listed in RFP 
requirement 3.9.18.2. 


3.9.19 UTILIZATION REVIEW MANAGEMENT PROGRAM 


3.9.19 Utilization Review  


Written Program Description and Scope 


3.9.19.1 Written Program Description 


 


The vendor must have a written utilization review management program 


description, which includes, at a minimum, policies and procedures to evaluate 


medical necessity, criteria used, information sources and the process used to 


review and approve the provision of Dental services.  


 


3.9.19.2 Scope 


 


The program has mechanisms to detect under-utilization as well as over-


utilization.   
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Delta Dental’s UM program is documented in our written IQAP plan and, for the Nevada 
DBA contract, will include all components required in RFP requirement 3.9.19. Our UM 
program has been designed to analyze and evaluate the delivery and utilization of 
services on an aggregate basis, as well as on a case-by-case basis, to guard against 
fraudulent or abusive use of dental services by providers or recipients. Further, the UM 
process identifies providers who render services below the community standard of care.  


Daily oversight of the UM process ensures that:  


 Requirements for timely decision-making, notification and turnaround times are met; 
 Decision-making criteria are applied appropriately and in a consistent manner;  
 Appropriateness and need criteria are supported by evidence-based dentistry and 


accepted guidelines or accepted dental literature; 
 Any denial, which is based on a finding that a dental service is not a covered benefit, is 


supported by the benefit provisions of the recipient’s program; 
 Decisions to deny, delay or modify requested dental services are communicated to the 


recipient and requesting provider in a manner that is clear, concise and descriptive of the 
reason for that decision and 


 Each recipient’s individual needs are met in a manner consistent with his or her dental 
benefits. 


Utilization reports, which show the types and numbers of dental services provided to 
recipients for any specific period, allow us to monitor, evaluate and understand the 
volume and types of dental services. We use those reports to:  


 Select dental charts to be reviewed during audits; 
 Aid in the investigation of potential systemic problems related to grievances or other 


areas of quality assessment;  
 Assess utilization and 
 Perform statistical utilization audits of providers. 


The UM program does not rely on arbitrary measures to evaluate utilization, but instead 
relies on statistical analysis of utilization data. Means and standard deviations for 
various dental procedures and groups of dental procedures are calculated to help us 
identify providers with an atypical utilization pattern. Such a pattern may not be 
indicative of variation in practice, but may instead reflect the demographics of the 
particular geographic locale. Outliers are identified for each utilization statistic. Outliers 
are evaluated to determine if their status reflects:  


 Unusual recipient demographics and/or other non-adjusted risk; 
 Reporting errors or other errors/artifacts of the utilization process; 
 Billing practices within the dental office; 
 Access issues such as problems with appointment availability and/or follow-up for 


missed appointments and/or  
 A provider’s atypical professional practice patterns leading to over- or under-utilization. 


Delta Dental actively evaluates utilization reports that identify providers with an atypical 
utilization pattern. As deemed appropriate, follow-up to a utilization audit may involve the 
review of recipient charts, statistical estimation of under-reporting, recipient satisfaction 
surveys and recipient grievances. The dental director may also refer cases to the QA 
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Committee for review. After due consideration, the committee may elect to take no 
further action based upon its determination that no significant problem exists or to:  


 Continue monitoring the situation; 
 Seek additional information; 
 Recommend recruiting additional providers in a region; 
 Recommend changes in Delta Dental’s policies and processes for data collection, 


utilization analysis and identification and follow-up of outliers and/or 
 Take action to limit a provider’s privileges, which may include termination with cause for 


egregious cases that are deemed not correctable.  


Provider Profiling 


At the direction of our QA Committee, UM staff conduct provider profiling activities at 
least annually. Those activities may include, but are not limited to: 


 Developing provider-specific reports that include a multi-dimensional assessment of a 
provider’s performance using clinical, administrative and recipient satisfaction indicators 
of care that are accurate, measurable and relevant to the enrolled population; 


 Establishing provider, group, statewide or regional benchmarks for areas profiled, where 
applicable; 


 Delivering feedback to individual providers regarding the results of their performance and 
the overall performance of the provider network;  


 Using the results of provider profiling activities to identify areas of improvement for 
individual providers and/or groups of providers and  


 Establishing individual provider and group-specific quality improvement goals for priority 
areas in which one or more providers do not meet established standards or improvement 
goals.  


To support provider profiling activities, Delta Dental’s automated system maintains a 
complete history of submitted claims for a three-year period. The system also includes 
claim processing edits to verify recipient eligibility, provider status, and appropriateness 
of procedure and billing/payment amounts.  


Process of Care Audits 


If a provider is selected for a process of care audit, a minimum sample of 10 dental 
records is selected for review. The object of the review is to assess the appropriateness 
of services and the quality of care delivered, taking into account both the process of care 
as documented in the dental record and, particularly when clinical review is to be 
included, the outcome of care as represented by the recipient’s current status. This 
includes noting any patient conditions that should have been diagnosed and 
documented in the dental record but were not documented.  


A utilization analyst conducts a preliminary review of the records to confirm that all 
services are appropriately documented and to identify any potential quality of care 
issues. A dental consultant reviews the charts to assess the appropriateness of 
treatment and confirm that the quality of services meets community standards. The 
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dental consultant documents the findings and the utilization analyst compiles a report of 
findings. The report of findings and a draft corrective action plan, if applicable, are 
submitted to the QA Committee for review and recommendation.  


Pre-Authorization Review Requirements 


3.9.19.3 Pre-Authorization Review Requirements 


 


A.  Pre-authorization decisions must be supervised by qualified Dental 


professionals; 


 


B.  Efforts must be made to obtain all necessary information, including 


pertinent clinical information, and consult with the treating dentist, as 


necessary; 


 


C.  The reasons for decisions must be clearly documented and available 


to the recipient; 


 


D.  The vendor’s prior authorization policies and procedures must be 


consistent with provision of covered medically necessary dental care in 


accordance with community standards of practice; 


Pre-authorization decisions are processed by Delta Dental’s Authorization and Utilization 
Management department, under the supervision of the department’s supervising dental 
consultant and under the oversight of the dental director. 


Pre-authorization requests for dental services are received in our Authorization and 
Utilization Management and forwarded to staff dental consultants for review. A dental 
consultant, who is a licensed dentist, will authorize, modify, or deny a request or claim 
based on medical necessity and clinical guidelines. All authorization denials must be 
approved by the dental director. Limitations may be overridden when the services are 
determined to be medically necessary. 


Staff dental consultants will work collaboratively with contracted dentists to obtain all 
information needed for a medical necessity determination. Providers will be notified 
when additional information is needed. 


Delta Dental will ensure that decisions for utilization management and pre-authorization, 
member education, coverage of services, and other areas to which the guidelines apply 
are consistent with the guidelines through our change management processes 
coordinated by our contract administration department.  


Appeals, Grievances and Disputes 


E.  There must be well-publicized and readily available mechanisms for 


recipient appeals and grievances as well as provider disputes.  Providers may 


pursue an appeal on the recipient’s behalf with the recipient’s written 
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authorization.  The Notice of Action must include a description of how to file an 


appeal; 


 


F.  Appeal and grievance decisions are made in a timely manner as 


warranted by the health of the enrolled recipient; 


Delta Dental recognizes that provider and recipient appeals, grievances and disputes are 
often strong indicators of quality, access and/or performance issues. As such, we 
routinely use grievance and appeals data to identify opportunities for improvement. 
Analysis of recipient and provider grievances and appeals is a core component of our 
QA program. Details on our grievance, appeals and dispute processes are presented in 
Proposal Section 3.12, Grievances, Appeals and Fair Hearings. 


For each dental plan we administer, the right to file a grievance – and the process for 
doing so – is included in its provider and member handbooks, on the program website, in 
welcome packets (for recipients), in newsletters, on Notices of Action, and in other 
written materials about the program. Providers and recipients may also be informed 
about the grievance process through communications with Call Center, Network 
Development and/or Outreach and Case Management staff. Dissemination of information 
about the grievance process through a variety of communication channels helps ensure 
that the option to file a grievance is well-publicized and readily available. 


As discussed in Proposal Section 3.12, we allow a provider to pursue an appeal on a 
recipient’s behalf if the provider first obtains the recipient’s written permission. An 
exception is granted in the case of an expedited appeal. 


Delta Dental makes decision on appeals and grievances in a timely manner, as warranted 
by the recipient’s health. We commit to full compliance with all grievance, appeal and 
dispute resolution time frames in RFP 3.12. 


URM Program Evaluation Measures 


G.  There are mechanisms to evaluate the effects of the program using 


data on recipient satisfaction, provider satisfaction or other measures; 


Delta Dental has well-established mechanisms to evaluate the effects of the Nevada 
Medicaid/Check Up dental program. Those mechanisms include, but are not limited, to: 


 Conducting recipient and provider satisfaction surveys and analyzing the results; 
 Tracking and analyzing the frequency and types of recipient and provider grievances and 


appeals; 
 Tracking and analyzing utilization data and 
 Conducting peer reviews. 


Our written IQAP plan – and, in particular, its annual quality improvement work plan – will 
document the specific mechanisms that we will use each year to evaluate the UM 
component of our overall QAPI program. All UM evaluation measures will be approved in 
advance by the DHCFP.  
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Compliance with UM Compensation Requirements  


H.  Consistent with 42 CFR 438.210, vendors must ensure that compensation to 


individuals or entities that conduct utilization management activities is not 


structured so as to provide incentives for the individual or entity to deny, limit, or 


discontinue medically necessary dental services to any recipient; and 


 


I.  If the vendor delegates responsibility for utilization management, it has 


mechanisms to ensure that the delegate meets these standards. 


Delta Dental understands and will comply with the requirements in 42 CFR 438.210(e) 
regarding compensation for utilization management activities and, by reference, §438.3(i) 
and §422.208, both of which address physician incentive plans. We will not delegate 
responsibility for UM functions for the Nevada DBA contract. 


3.9.20 CONTINUITY OF CARE SYSTEM 


Continuity of Care System 


3.9.20 Continuity of Care System  


 


The vendor has put a basic system in place, which promotes continuity of care.  


The vendor must take a comprehensive and collaborative approach to 


coordinate care for the eligible population and conditions as specified by 


DHCFP through an effective care coordination program, partnerships with 


primary care general dentists or pediatric dentists and specialists, other service 


providers and recipient participation, recipient/family outreach and education, 


and the ability to holistically address recipient’s health care needs. Care 


coordination must include not only the specific diagnosis, but also the 


complexities of multiple co-morbid conditions.  


 


Care coordination and case management encompass a spectrum of services that may 
range from one-time-only assistance finding a dentist to working with medical and dental 
providers over an extended period of time to monitor a recipient’s care and treatment. 
The effective delivery of care coordination and case management services – which we 
refer to as a “continuity of care system” – requires a thorough understanding of each 
recipient’s specific needs and a team that may include dental and medical providers, a 
case manager and, as applicable, external agencies and service providers. Delta Dental 
acknowledges the DHCFP’s expectation for recipients, dental providers, other service 
providers, and outreach/education efforts to play a pivotal role in this process so that the 
recipient’s health care needs are addressed holistically. 


Delta Dental’s goals for our continuity of care system include: 


 Keeping the recipient as healthy as possible; 
 Improving the recipient’s overall health; 
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 Identifying and/or treating an illness or condition and 
 Helping the recipient to become self-reliant in the future. 


While Delta Dental seeks to meet those goals for all recipients, we recognize the 
importance of providing additional services to individuals with specific issues and/or 
special health care needs or acute or chronic health considerations. Such services may 
include, but not be limited to, education, counseling and specialized oral health care. For 
children with early childhood caries, intervention strategies may involve their parents or 
legal guardians to provide immediate treatment and decrease the likelihood of 
recurrence. 


For the Nevada DBA program, Delta Dental anticipates that the sources of referrals for 
continuity of care services may include, but not be limited to, dental providers, medical 
providers, agencies that serve recipients, and other stakeholders who interact with 
recipients (e.g., Head Start programs). While not every referral request will qualify for 
continuity of care services, we will process every request in a manner that meets 
contract requirements and the recipient’s needs. 


Delta Dental concurs with the DHCFP that care coordination must include not only the 
specific diagnosis, but also the complexities of multiple co-morbid conditions. Based on 
our experience delivering continuity of care services, we have separated those services 
into three main categories – basic care coordination, special care coordination, and case 
management – to help us identify and deliver the appropriate level of assistance as 
efficiently as possible. Recipients with complex health conditions and/or acute oral 
health needs are likely to benefit from individualized case management. We have 
established a comprehensive case management process for our California Medicaid 
Dental Program (Denti-Cal) contract that can be adapted for Nevada. Following contract 
award, we look forward to discussions with the DHCFP to clarify their expectations for a 
continuity of care system. 


Information Technology System for Care Coordination 


3.9.20.1 Information Technology System for Care Coordination: 


 


The vendor’s information technology system for its care coordination program 


must maximize the opportunity for communication between the vendor, PDP, 


the patient, other service providers and care coordinators.  The vendor must 


have an integrated database that allows vendor staff that may be contacted 


by a recipient to have immediate access to and review of the most recent 


information within the vendor’s information systems relevant to the case.  The 


integrated database may include the following: administrative data, call 


center communications, service authorizations, and case notes. For example, 


vendor recipient services staff must have access to a recipient’s case notes 


and recent utilization if contacted by that recipient. The information 


technology system must also have the capability to share relevant information 
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(i.e. utilization reports, etc.) with the recipient, the PDP, and other service 


providers. 


Delta Dental is confident that Macess, the CRM system we are proposing for this 
contract, has the features and flexibility to meet all RFP requirements for an information 
technology system for care coordination. Macess, which is part of our integrated MIS 
solution for the Nevada DBA contract, allows users to access program information 
including, but not limited to, Call Center communications, service authorizations, 
administrative data and case notes. (Our MIS also has the capability to share relevant 
information such as utilization reports with the recipient, the primary dental provider, and 
other service providers.) 


One example of a Macess component that supports care coordination services is its 
“Service Form” function. Each form includes six tabs – Contacts, Details, Remarks, 
Information, Resolution and Status – to allow users to enter and display information 
about each case/situation. Any time that we are contacted by or initiate contact with a 
recipient or other stakeholder regarding a specific case, all the case information is 
accessible in Macess and can be quickly and easily updated. We can then set up queues 
for each function, along with the necessary business rules, to ensure that each service 
form is directed to the appropriate place within the workflow system (e.g., a service form 
opened in the Call Center can be routed to the Outreach and Case Management unit).  


3.9.21 IQAP DOCUMENTATION 


3.9.21 IQAP Documentation  


 


3.9.21.1 Scope 


 


The vendor must document that it is monitoring the quality of care across all 


services and all treatment modalities, according to its written IQAP.  


 


3.9.21.2 Maintenance and Availability of Documentation 


 


The vendor must maintain and make available to the DHCFP, and upon 


request to the Federal Secretary of Health and Human Services or any federal 


or state regulatory entities, studies, reports, protocols, standards, worksheets, 


minutes, or such other documentation as requested concerning its quality 


assurance activities and corrective actions. 


As discussed earlier in this section, Delta Dental develops an annual quality 
improvement work plan of objectives, projects and tasks for the upcoming year. The 
work plan not only provides a roadmap of the next year’s activities, but it also helps us 
monitor/track previously identified issues and support ongoing program evaluation. The 
work plan is designed to be comprehensive, ensuring that it monitors the quality of care 
across all treatment modalities. It addresses all applicable program areas including, but 
not limited to, clinical studies, the adoption and periodic updating of clinical practice 
guidelines, recipient and provider satisfaction, grievance and appeal processes, 
credentialing and recredentialing, utilization review processes and health education and 
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outreach activities. A detailed description of the annual work plan’s development and 
implementation, along with information on how we evaluate it and report on it, is 
included in our written IQAP plan. 


Delta Dental maintains all studies, reports, protocols, standards, worksheets, minutes 
and related documentation on our QAPI activities and corrective actions. For the Nevada 
DBA contract, we will make that and other requested documentation available to the 
DHCFP, the Federal Secretary of Health and Human Services, or any other federal or 
state regulatory entities as directed by the DHCFP. 


3.9.22 COORDINATION OF QA ACTIVITY AND OTHER MANAGEMENT ACTIVITY 


3.9.22 Coordination of Quality Assurance (QA) Activity with Other 


Management Activity  


 


3.9.22.1 The findings, conclusions, recommendations, actions taken and results 


of the actions taken as a result of QA activity, are documented and reported 


within the vendor’s organization and through the established QA channels.  


 


A.  Quality assurance information is used in credentialing, recredentialing, 


and/or annual performance evaluations.  


 


B.  Quality assurance activities are coordinated with other performance 


monitoring activities, including utilization management, risk management and 


resolution and monitoring of recipient grievances and appeals.   


 


C.  There is a linkage between quality assurance and the other 


management functions of the vendor such as: 


 


1. Network changes; 


2. Benefits redesign; 


3. Medical management systems (e.g., pre-certification); 


4. Practice feedback to practitioners; 


5. Patient education; and 


6. Recipient services. 


At Delta Dental, we have found that quality assurance and program integrity activities 
and outcomes are inextricably related. Program integrity – while focused on fraud, waste 
and abuse – often reveals companion quality of care issues. Similarly, while the focus of 
quality assurance is the delivery and continuous improvement of quality care; it often 
uncovers patterns of fraud, waste, and abuse. Although it is necessary to describe our 
quality assurance activities in a compartmentalized fashion in order to address RFP 
requirements; in truth, quality assurance activities are intertwined with all aspects of our 
business – beginning with provider credentialing, heavily informed by our claims and 
encounter processing and professional relations units, and supplemented through our 
Call Center and fraud hotline. We screen potential employees, and conduct annual 
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compliance training for all staff. Quality assurance and program integrity are core tenets 
of Delta Dental’s culture, and built into every department’s processes and procedures. 


Exhibit 3.9-7 below is a high-level depiction of the interrelationships, contributions and 
influences between our Quality Assurance and Program Integrity programs and Delta 
Dental’s other business units. 


EXHIBIT 3.9-7, BUSINESS UNITS INTERRELATIONSHIP WITH PROGRAM INTEGRITY AND QUALITY 


ASSURANCE 
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NV16_002 


QA activity influences, and is influenced by, the activities of management activities. 
Credentialing activities ensure the quality of our provider network; during re-
credentialing and annual performance evaluations, provider quality assurance reviews 
are used to ensure that the provider continues to the quality of care required. 


To accomplish the coordination of QA activity with our other management services, Delta 
Dental leverages our QA Committee and our Quality Review Committee. 


We currently have in place a QA Committee that oversees QAPI functions for other 
customers’ dental programs. The QA Committee is established by the authority of the 
Board of Directors as a standing committee and is charged with the oversight, guidance 
and coordination of all quality improvement and utilization improvement activities. 
Quality policies are approved in this committee. 


The QA Committee receives and reviews reports on provider audits, recipient grievances, 
credentialing, recipient and provider satisfaction, access and appointment availability, 
utilization management and other quality-related issues; and serves as the oversight 
committee for UM activities. The reports allow the committee to detect trends and 
patterns that may merit additional assessment, corrective action and/or referral to the 
Quality Review Committee, Credentialing Committee or the dental director. The dental 
director serves as co-chair of the QA Committee. Other committee members include 
representatives from the grievance, UM, credentialing and network development 
functional areas.  


The Quality Review Committee (QRC) is responsible for monitoring the operational status 
of quality improvement policy and processes. It ensures that activities for monitoring, 
evaluating and improving clinical care are functioning and applicable to all participating 
providers. The QRC reviews profiles of individual providers identified by the QA 
Committee, credentialing, and other quality assessment activities when potential quality 
of care issues have been identified. 


The QRC reviews individual cases and UM indicators and makes recommendations 
concerning policy and procedure. Inter-rater reliability studies are also conducted during 
committee meetings as part of Delta Dental’s ongoing calibration and training of our 
dental consultants and support staff. These activities ensure that Delta Dental: 


 Meets each contract’s policy and regulatory requirements for turnaround times and timely 
decision-making and notification; 


 Consistently uses and applies appropriate criteria in decision-making and 
 Makes fair and equitable decisions that meet the individual needs of each recipient in a 


manner consistent with his or her dental benefits. 


The QRC members include the dental director, staff dental consultants and the managers 
of the Claims Processing, Network Development, and Quality Assurance and 
Improvement units. 


Through the interaction and coordination of these two committees, Delta Dental ensures 
that linkages between quality assurance and our other management functions, including 
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provider network changes; benefits redesign, medical management systems (e.g., pre-
certification), practice feedback to practitioners, patient education and recipient services. 


3.9.23 DATA COLLECTION AND SUBMISSION TO DHCFP 


3.9.23 Data Collection  


 


The vendor must provide the DHCFP with uniform utilization, cost, quality 


assurance, and recipient satisfaction/complaint data on a regular basis, in 


accordance with Quality Assurance Standards. The vendor will submit 


information to DHCFP in accordance with the contract, performance measures 


and reports.  Data for measures of quality, utilization, recipient satisfaction and 


access will be reported for the contract population. 


 


3.9.23.1 Specific areas of study required will be stated in the contract or the 


DHCFP’s Quality Assessment and Performance Improvement Strategy.  


 


3.9.23.2 Data or studies must be submitted by the required due date, and be 


accurate and complete. 


 


3.9.23.3 Monitoring and tracking of grievance/appeal information are 


required by due date. 


At Delta Dental, we invest significant resources in maintaining and continually enhancing 
our policies, procedures and automated management information systems to ensure 
reliable data collection and timely reporting to our customers and government regulatory 
agencies. Our approach to data reporting and submission focuses on meeting those 
information needs through accurate data collection, reliable reporting and sound 
analysis. 


As discussed in Proposal Section 3.13, Delta Dental’s information technology systems, 
solutions and tools have been carefully selected to work together cohesively to cover 
contracted functions and reporting tasks. In regard to data collection and submission of 
required documents to the DHCFP, Delta Dental commits to the following: 


 Providing uniform utilization, cost, quality assurance and recipient satisfaction/complaint 
data on a regular basis in accordance with Quality Assurance Standards, the contract, 
performance measures and reports; 


 Reporting on measures of quality, utilization, recipient satisfaction and access for the 
contract population; 


 Submitting accurate, complete data or studies by the required due date and 
 Monitoring and tracking grievance/appeal information by required due dates. 
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Delta Dental has identified the following reports related to quality assurance and 
grievances/appeals: 


Report RFP Reference Frequency 
Report 1 - DBA/Subcontractor 
Grievance Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Monthly - 10 business days 
following month end 


Report 1 - DBA/Subcontractor 
Grievance Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Quarterly - 10 business days 
following quarter end 


Report 2 - Notice of Action (NOA) 
Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Monthly - 10 business days 
following month end 


Report 2 - Notice of Action (NOA) 
Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Quarterly - 10 business days 
following quarter end 


Report 3 - DBA Appeals Reporting 
Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Monthly - 10 business days 
following month end 


Report 3 - DBA Appeals Reporting 
Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Quarterly - 10 business days 
following quarter end 


Report 4 - Subcontractor’s Appeals 
Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Monthly - 10 business days 
following month end 


Report 4 - Subcontractor’s Appeals 
Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Quarterly - 10 business days 
following quarter end 


Report 5 - DBA Provider Dispute 
Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Monthly - 10 business days 
following month end 


Report 5 - DBA Provider Dispute 
Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Quarterly - 10 business days 
following quarter end 


Report 6 - Subcontractor’s 
Provider Dispute Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Monthly - 10 business days 
following month end 


Report 6 - Subcontractor’s 
Provider Dispute Reporting Form 


Attachment T 
3.12.1.4, 3.16.3, 3.19.24  


Quarterly - 10 business days 
following quarter end 


Report 1A - Dental Report, 
Provider 


Attachment T 
3.8, 3.16.2, 3.16.4 


Monthly - 1st business day of 
month with a 3-month lag time to 
allow sufficient time for claims to 
be processed 


Report 1B - Dental Report, Patient 
Attachment T 
3.8, 3.16.2, 3.16.4 


Monthly - 1st business day of 
month with a 3-month lag time to 
allow sufficient time for claims to 
be processed 


Report 1C - Dental Report, Service 
Count and Cost 


Attachment T 
3.8, 3.16.2, 3.16.4 


Monthly - 1st business day of 
month with a 3-month lag time to 
allow sufficient time for claims to 
be processed 


Report 1D - Dental Report, 
Enrollment 


Attachment T 
3.8, 3.16.2, 3.16.4 


Monthly - 1st business day of 
month with a 3-month lag time to 
allow sufficient time for claims to 
be processed 


Report 2 - CMS 416 Report 
Attachment T 
3.8, 3.8.2.3.B, 3.16.2, 3.16.4 


Quarterly - 45 days after Federal 
Fiscal quarter end to the report 
form 


Report 2 - CMS 416 Report 
Attachment T 
3.8, 3.8.2.3.B, 3.16.2, 3.16.4 


Annual - 60 days after Federal 
Fiscal Year end to the report form 







  


 


 RFP #3290 


3–200 Dental Benefits Administrator 


 


Report 3A - Dental Network 
Adequacy Report 


Attachment T 
3.8, 3.16.2, 3.16.4 


Quarterly - 45 days after quarter 
end 


Report 3B - Out of State Services 
Report 


Attachment T 
3.8, 3.16.2, 3.16.4 


Quarterly - 45 days after quarter 
end 


Report 4 - Insure Kids Now Dental 
Provider Network 


Attachment T 
3.8, 3.16.2, 3.16.4 


Quarterly - 1st business day of the 
month after quarter end 


Recipient Satisfaction 


3.16.5 Annual - Prior to 3rd quarter of 
each contract year 


Provider Credentialing Report 
(Lists outcome of provider 
application/credentialing actions) 3.9.15.5.N, 3.15.21.2.D, 3.15.25.3 


Within 15 calendar days to 
Provider Enrollment Unit 


Provider Terminations Report 
(Lists decredentialed providers, 
terminations) 3.6.5.11.B, 3.9.15.6.D, 3.15.21.2.D 


Within 5 business days to Provider 
Enrollment Unit 


Access to Services 3.6 Annually 


State Quality Strategy 
Performance Measures/Summary 
Utilization Reports 3.8.2.2, 3.16.2 Annually 


Annual IQAP Review 
3.9.8.7, 3.9.9.5, 3.9.14.1.C Annually -  


2nd calendar quarter 


 


For other reports, Delta Dental’s understanding is that the frequencies of submission of 
data and reports will be clarified following contract award. We further understand that the 
Quality Assurance Standards referenced in RFP 3.9.23 will be documented in the 
DHCFP’s Quality Strategy and, in addition, the required areas of study will be stated in 
the contract or the Quality Strategy. 


3.9.24 PROVIDER DISPUTES AND RESOLUTION 


3.9.24 Dispute Resolution 


 


The vendor must adequately staff a provider services unit to handle provider 


questions and disputes. 


 


3.9.24.1 The vendor must resolve ninety percent (90%) of written, telephone or 


personal contacts within ninety (90) calendar days of the date of receipt with 


appropriate follow up to provider.   


 


3.9.24.2 A written record in the form of a file or log is to be maintained by the 


vendor for each provider dispute to include the nature of it, the date filed, 


dates and nature of actions taken, and final resolution. 


In Delta Dental’s proposed organization for the Nevada DBA contract, the Provider 
Services area is part of the Call Center/Member & Provider Services unit. That functional 
area – and, specifically, the Call Center – is the primary/initial point of contact for 
provider questions. While we may become aware of provider disputes (i.e., grievances) 
via an incoming call or written communication to that unit, most provider disputes are 
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handled by staff in our Grievances, Appeals & Fair Hearings unit. Delta Dental ensures 
adequate staffing in both units so that we respond to provider questions and disputes in 
a timely, efficient and courteous manner and in compliance with applicable RFP 
requirements.  


Most provider questions are resolved during the initial contact (e.g., a call to our Call 
Center, written correspondence, or face-to-face personal contact). Some questions, 
however, may require follow-up and/or research. For all provider questions, we commit 
to resolving 90% of them within 90 calendar days of the date of receipt, with our 
response to include appropriate follow-up to the provider.  


Provider disputes, which are resolved within the RFP-mandated time frames, are 
discussed in Proposal Section 3.12. (Following contract award, Delta Dental will clarify 
with the DHCFP to ensure that we have correctly interpreted provider disputes to mean 
provider grievances.) 


Each provider dispute is logged into Macess using a service form. That form captures 
the provider’s name and contact information, the nature of the dispute, the date file, the 
dates and nature of actions taken, and the final resolution. 
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3.10 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATEGY 


Delta Dental commits to complying with all Nevada DBA program State quality 
assessment and performance improvement strategy provisions in RFP Subsection 3.10, 
State Quality Assessment and Performance Improvement Strategy. We describe our 
approach to meeting the RFP requirements in the sections that follow. 


3.10.1 QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATEGY 


3.10.1 The DHCFP has developed a Medicaid and Nevada Check Up 


Managed Care Quality Assessment and Performance Improvement Strategy 


(henceforth, referred to as the Strategy), pursuant to 42 CFR 438. Section E.  The 


State’s Strategy has two basic purposes: 


 


3.10.1.1 To ensure compliance with federal and state statutory and regulatory 


requirements on quality, and 


 


3.10.1.2 To go beyond compliance with the minimum statutory and regulatory 


requirements by implementing multiple methods for “continuous quality 


improvement” in order to raise the quality of care provided to, and received 


by, Medicaid recipients in the state. 


Delta Dental has thoroughly reviewed the Division of Health Care Financing and Policy’s 
(DHCFP’s) “Quality Assessment and Performance Improvement Strategy” (Quality 
Strategy) for 2016 – 2017, and we are confident that we understand its purpose and 
components. As an experienced dental benefits administrator of multiple Medicaid and 
Children’s Health Insurance Programs (CHIPs), we have hands-on knowledge of federal 
statutory and regulatory requirements on quality – and we take seriously our 
responsibility to learn and comply with state-specific quality requirements in each of the 
states in which we administer programs. We recognize that the Quality Strategy is the 
primary framework for proactively driving quality throughout the Nevada DBA system, 
and we will be pleased to cooperate fully with the DHCFP to meet its goal of raising the 
quality of care for Nevada’s Medicaid recipients. 


DHCFP’s emphasis on continuous quality improvement (CQI) is closely aligned with 
Delta Dental’s ongoing commitment to CQI and quality assessment and performance 
improvement (QAPI). Historically and for our current contracts, our quality programs are 
characterized by: 


 Customization to each state’s rules/regulations and each customer’s specific contract 
requirements; 


 QAPI program manuals that document our processes and reflect CQI principles and 
applicable National Committee on Quality Assurance (NCQA) and other recognized 
standards for the quality of dental health care services; 


 Clear descriptions of the roles and responsibilities of staff who ensure quality of care and 
services; 
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 Identification of program priorities including, but not limited to, provider credentialing, 
professionally accepted standards of care, and utilization review and 


 Leadership by experienced, well-qualified dental directors or other designated 
individuals. 


For more information on how our quality programs will successfully support the 
DHCFP’s goals, see Proposal Section 3.8, Quality Assurance Standards and Proposal 
Section 3.9, Standards for Internal Quality Assurance Programs. 


3.10.2 PURPOSE 


3.10.2 The purpose of this quality strategy is to: 


 


3.10.2.1 CFR 438 Section E – State Responsibilities 


 


A.  Have a written strategy for assessing and improving the quality of 


PAHP services offered by the DBA (vendors);  


 


B.  Obtain the input of recipients and other stakeholders in the 


development of the strategy and make the strategy available for public 


comment before adopting it to final; 


 


C. Ensure that the vendors comply with standards established by the DHCFP;  


 


D.  Conduct periodic reviews to evaluate the effectiveness of the 


strategy, and update the strategy at a minimum of every three years or, as 


needed;  


 


E.  Submit to CMS one (1) copy of the initial strategy, and a copy of the 


revised strategy whenever significant changes are made, and two (2) regular 


reports on the implementation and effectiveness of the strategy; and 


 


F.  The DHCFP will approve the Strategy and maintain ultimate authority 


for overseeing its management and direction. The vendor is also required to 


participate in quality initiatives that align with the goals and objectives 


identified in the DHCFP’s Performance Measures, as defined in the DHCFP 


budget. The Strategy is in two parts: an overriding conceptual program and an 


annual Work Plan.  


 


3.10.2.2 CFR 438.330– Elements of State Quality Strategies 


 


Quality of care activities will be monitored through information obtained in a 


quarterly DBA Care Coordination Report.  These activities may include 


monitoring and technical assistance through site visits to the vendor, Chart 


audits, phone calls, etc. The DHCFP may validate the DBA Care Coordination 
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report and may conduct a more in-depth review and/or request additional 


information.  


 


A.  The Strategy incorporates procedures that: 


 


1. Assess the quality and appropriateness of care and services furnished 


to all of the DHCFP dental program recipients enrolled with the vendor; 


 


DHCFP Responsibilities to Develop, Monitor and Comply with the 
Quality Strategy 


Delta Dental acknowledges the DHCFP’s responsibilities regarding the development, 
monitoring of and compliance with the Quality Strategy, as listed in Request for Proposal 
(RFP) Subsections 3.10.2.1 and 3.10.2.2.A.1. To help ensure that the DHCFP meets those 
responsibilities successfully and in a timely manner, we commit to: 


 A comprehensive review of the Quality Strategy by all Delta Dental staff engaged in QAPI 
activities immediately following contract award and on an as-needed ongoing basis (to 
include review of document updates, revisions, and related reports throughout the 
contract term); 


 Participation and cooperation with the DHCFP and its designated external entities 
regarding quality initiatives and standards identified by DHCFP; 


 Timely responsiveness to questions from the DHCFP and any designated external entities 
regarding quality of care activities and 


 Ongoing support of the DHCFP’s compilation of its quarterly DBA Care Coordination 
Report (e.g., through site visits, audits and phone calls).  


Cultural Competency Plan 


2. Require the vendor to develop a cultural competency plan that will include 


methods to encourage culturally-competent contact between recipients and 


providers, staff recruitment, staff training, translation services, and the 


development of appropriate health education materials. The vendor is 


responsible for promoting the delivery of services in a culturally competent 


manner, solely determined by the DHCFP, to all recipients including those with 


limited English proficiency (LEP) and diverse cultural and ethnic background. 


The vendor will develop methods to collect report and identify the race, 


ethnicity and primary language spoken of each enrolled recipient. The vendor 


will track primary language information in the health plans’ customer services 


systems.  The DHCFP will provide race and ethnicity and primary language 


spoken data for the Medicaid population to the vendor(s) through a monthly 


interface. The vendors may alert the DHCFP, as part of the demographic 


update interface with DWSS NOMADS system, of any known discrepancies in 


the race and ethnicity or primary language data they receive from the DHCFP. 


This data will be utilized to gather baseline data and will lead to the 
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development of a Performance Improvement Projects (PIP) or quality 


improvement project. Such a project will incorporate data from the State 


enrollment file according to the race and ethnicity categories as defined by 


CMS.  The data will be used to generate stratified reports as recommended by 


the Centers for Medicare and Medicaid Services (CMS) and compliant with the 


Health Insurance Portability and Accountability Act (HIPAA) for race and 


ethnicity categories to identify disparities.  The vendor’s will organize 


interventions specifically designed to reduce or eliminate disparities in health 


care; 


Delta Dental places a high priority on cultural competency training to ensure that all 
members – regardless of culture, ethnicity, language, literacy level, religion or disability – 
receive the same high- quality level of services. Our well-established cultural 
competency program meets Delta Dental's corporate commitment to excellence in this 
area.  


For the Nevada DBA program, we will focus our efforts on the following activities: 


 We will update our Cultural Competency Plan, which details the methods we use to serve 
people with varying cultural, ethnic and religious backgrounds, as well as those members 
who have disabilities and/or language or literacy barriers that impede their access to 
dental services. 


 In conjunction with updating the Cultural Competency Plan, we will review all applicable 
processes and procedures to confirm that members with limited English proficiency are 
effectively informed and can have meaningful access (both orally and in writing) to 
programs, benefits and activities in their primary language. 


 We will identify network providers who may be having difficulty serving members in a 
culturally competent manner and develop intervention strategies to prevent service 
delivery disparities. 


Delta Dental recognizes that Medicaid and CHIP recipients have the right to quality health 
care regardless of their age, sex, ethnicity, religion, disabilities or ability to understand 
the English language. We help limited English proficiency (LEP), hearing-impaired and 
sight-impaired recipients obtain the best, most appropriate dental care possible through 
our well-established cultural competency plan that encourages culturally competent 
contact between recipients and providers, staff recruitment and training, translation 
services, and the development of appropriate health education materials. 


We have three comprehensive enterprise-wide linguistic accessibility policies: 
“Language Assistance Program,” “Language Assistance Program – Network Provider 
Services” and “Language Assistance Program – Translation of Delta Dental Documents.” 
Collectively, these three policies address the following functions: 


 Assessing the need for language assistance in each dental plan/program; 
 Providing language assistance services to LEP individuals; 
 Communicating about language assistance services to internal staff and plan/program 


providers, recipients and stakeholders; 
 Coordinating the interaction of providers in support of the provision of language 


assistance services; 
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 Training internal staff on cultural diversity, cultural competency, effective interaction with 
individuals needing assistance, and procedures for obtaining assistance; 


 Monitoring and evaluating compliance with the language assistance program and 
modifying it as appropriate; 


 Developing the organizational infrastructure to provide language assistance services; 
 Translating documents to support language assistance services and 
 Applying language assistance requirements to Delta Dental dental plans/programs as 


appropriate and in compliance with applicable laws and regulations. 


Staff Recruitment and Training 


Delta Dental recruits staff whose experience and skills best meet each position’s specific 
requirements. For example, we look for staff who are bilingual in English and Spanish to 
help meet the needs of Spanish-speaking recipients in our California Medicaid Dental 
Program (Denti-Cal). All Delta Dental staff learn about language assistance services 
through cultural competency training, which is required upon hire and annually 
thereafter. The training addresses the processes and procedures to help program 
recipients access services and, in addition, emphasizes the right of recipients to receive 
interpretive and translation services upon request and at no charge to them. Staff 
assigned to the Nevada DBA programs will also receive contract-specific training on 
cultural competency and linguistic access. 


Oral Interpretation Services 


Delta Dental offers the following oral interpretation services: 


 Bilingual and Multilingual Interpreting Services – Our Call Center staff include 
representatives who are bilingual in English and Spanish. For communicating with 
recipients in languages other than English and Spanish, we use Language Line Services, 
Inc., a vendor that provides instant two-way interpretation for most spoken languages. To 
access the service, a Call Center representative calls the toll-free Language Line number 
and requests the desired language. A three-way call is then established among the caller, 
the interpreter and the Call Center representative. 


 Sign Language Services – We offer hearing-impaired recipients the services of American 
Sign Language (ASL) interpreters through a telecommunications video relay service 
and/or video remote interpreter that supports communication via video desktop, live 
Internet and mobile devices. If a recipient needs ASL interpreting services at a dental 
appointment, we document the request using an ASL Interpreter Request form and make 
arrangements for the interpreter to be at the dental office at the scheduled time. We ask 
the recipient for 24-hour advance notice if he or she needs to cancel the dental 
appointment. 


 711 Service – Accommodations for visually impaired and blind recipients are available by 
calling 711, the Telecommunications Relay Service. 


Written Translation Services 


All recipient educational materials and other vital documents – such as complaint forms, 
notices of action, grievance/administrative hearing information, and outreach materials – 
will be available to Nevada DBA recipients in English and any prevalent non-English 
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languages as determined by the DHCFP. If the DHCFP identifies any other prevalent 
languages (typically defined as a language spoken by more than 5% of recipients in a 
designated geographic area), we will have recipient materials translated into those 
languages by an approved translation vendor. 


Delta Dental recognizes that the readability of recipient materials affects his or her 
success in understanding not only the dental program’s benefits and rules, but also the 
importance of routine dental care. Factors influencing recipient comprehension of and 
interest in reading materials include, but are not limited to, print legibility, type size, word 
complexity and sentence complexity. For the Nevada contract, we will develop recipient 
informational and educational materials at no higher than an eighth-grade reading level 
and in an appealing, conversational tone with culturally, linguistically and age-
appropriate language, phrases and examples.  


For more information on Delta Dental’s approach to ensuring access to interpretative and 
translation services, see Proposal Section 3.5, Recipient Services. 


Provider Training 


To determine whether our provider network is serving diverse population groups in a 
culturally competent manner, Delta Dental QA staff carefully review all member 
complaints to identify issues that may indicate the need for a provider to receive cultural 
competency training. In addition, CSRs and provider relations representatives may have 
interactions with providers that result in recommendations for such training. 


If we identify a provider who is having difficulty meeting cultural competency standards 
and we determine that intervention is appropriate, a provider relations representative can 
offer one-on-one counseling at the provider’s office. We will make all of our cultural 
competency resources available to that provider – doing whatever it takes to help him or 
her meet required cultural competency standards and participate successfully in the 
network. 


Cultural competency training options available to all providers include the following: 


 Cultural competency workshops are routinely offered to all interested providers. Our 
experience has been that many providers attend and benefit from these workshops. 


 Providers are encouraged to take advantage of our cultural competency training 
resources. For example, Delta Dental offered on-line cultural competency training on our 
Texas CHIP Dental Services Program website and proposes to include this same training 
for our Medicaid providers. On-line training gives providers the flexibility to schedule self-
directed classes to accommodate their schedules. 


 The provider enrollment packet includes educational materials on cultural competency, 
as well as bilingual glossaries of dental terminology. Delta Dental ensures that all 
providers have free access to Language Line, and we make interpreters available to 
providers on request. 


 We include cultural competency guidelines and/or resources in new provider orientations, 
the provider training program, provider bulletins and newsletters and the Provider 
Manual. 
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Use of Race, Ethnicity and Primary Language Data 


Delta Dental understands that we will receive data from the DHCFP on recipients’ race, 
ethnicity and primary language on a monthly basis. If we identify discrepancies in those 
data, we will notify the DHCFP through its designated demographic update interface 
system. 


We will use the race, ethnicity and primary language data to help us develop 
performance improvement projects (PIPs) and quality improvement projects specifically 
designed to reduce or eliminate disparities in dental health care. We will also use the 
data to generate stratified reports of race and ethnic disparities as recommended by the 
Centers for Medicare and Medicaid Services (CMS) and compliant with the Health 
Insurance Portability and Accountability Act (HIPAA). 


Delta Dental has extensive experience developing PIPs and quality improvement projects 
for other government-sponsored dental plans. For example, we are currently developing 
a prenatal outreach project for Denti-Cal that educates recipients on the importance of 
good oral hygiene from birth and the serious negative consequences of transmitting 
dental caries between family members and infants. Based on enrollment and utilization 
data, we have identified the need for materials and communication channels that appeal 
specifically to Hispanic and Latino cultures – and, consequently, we are creating 
educational materials targeted for those audiences and disseminated through 
appropriate media (e.g., Spanish radio stations). One of the project’s goals is to increase 
the number of expectant Hispanic and Latino mothers’ annual dental visits, which we 
anticipate may reduce the disparity between that demographic group and Caucasian 
expectant mothers who access that dental service. 


Additional DHCFP Responsibilities 


3. Monitor and evaluate the contracted vendors’ compliance with the 


standards. It will include a description of how the DHCFP will complete this 


monitoring in line with the Strategy; 


4. Arrange for external quality reviews including a description of the annual 


independent external quality review of the timeliness, outcomes, and 


accessibility of the services covered under each vendor contract. This section 


should include but is not limited to a broad description of calculating measures 


or designing performance improvement projects; 


5. That designates the performance measures and levels developed by CMS in 


consultation with States and other relevant stakeholders; 


6. Designates an information system that supports the initial and ongoing 


operation and review of the DHCFP’s quality strategy; 


7. Designates a description of how the DHCFP uses intermediate sanctions in 


support of its quality strategy.  These sanctions meet the requirements specified 


in 42 CFR 438 Subpart I. The DHCFP’s description specifies its methodology for 


using sanctions as a vehicle for addressing identified quality of care problems; 


and 
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8. Identifies standards, at least as stringent as those in 42 CFR Parts 438 for 


access to care, structure and operations, and quality measurement and 


improvement.  


As noted in RFP 3.10.2.2.A.3 – 3.10.2.2.A.8, Delta Dental acknowledges that the DHCFP’s 
Quality Strategy responsibilities include the following: 


 Monitoring and evaluating our compliance with their quality standards; 
 Arranging for external quality reviews to be conducted annually on the timeliness, 


outcomes and accessibility of Delta Dental’s services and to include, but not be limited to, 
calculating measures or designing PIPs; 


 Designating the performance measures and levels developed by CMS in consultation with 
other states and relevant stakeholders; 


 Designating an information system that supports the initial and ongoing operation and 
review of the DHCFP’s quality strategy; 


 Designates a description of how the DHCFP uses intermediate sanctions to support its 
quality strategy, with the sanctions meeting applicable CFRs and specifying the 
methodology for using sanctions to address quality of care problems and 


 Identifying standards at least as stringent as those applicable CFRs related to access to 
care, structure and operations, and quality measurement and improvement. 


We reiterate to the DHCFP our 100% commitment to helping Nevada Medicaid implement 
its Quality Strategy as efficiently and effectively as possible. As discussed in Proposal 
Sections 3.8 and 3.9, we have the experience and resources to conduct and/or support a 
comprehensive array of quality activities. Not only do we have well-documented QAPI 
processes that can be customized for Nevada, but our staff have hands-on expertise in 
implementing and administering multiple government-sponsored dental programs. We 
look forward to discussions with the DHCFP about how we might contribute that 
expertise to the success of its Quality Strategy for the delivery of Nevada DBA dental 
services. 
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3.11 FISCAL REQUIREMENTS 


Delta Dental commits to complying with all Nevada DBA program fiscal provisions in 
RFP Subsection 3.11, Fiscal Requirements. We describe our approach to meeting the 
RFP requirements in the sections that follow. 


3.11.1 VENDOR FISCAL STANDARDS 


3.11.1 Vendor Fiscal Standards 


 


The State of Nevada Division of Insurance (DOI) regulates the financial stability 


of all certified vendors. The vendor must comply with all DOI standards in 


addition to the PAHP standards described in this section. 


Delta Dental possesses the financial wherewithal to carry out each and every provision 
of the Nevada DBA contract. We understand that the State of Nevada Division of 
Insurance regulates the financial stability of all certified vendors and we commit to 
complying with all DOI standards in addition to the PAHP standards described in this 
section. 


Through stringent internal controls, well-maintained procedures and proven 
methodologies, Delta Dental has always met the financial obligations of our contracts. A 
large part of our continued success in administering government programs is our ability 
to provide cost-effective, high-quality services along with the flexibility required to meet 
the ever-changing needs of our customers. We have earned a reputation for being 
conservative – strategically moving forward with planned, measured risk for growth and 
investment. In the six decades since our founding, we have continued to sustain 
dynamic growth in both the commercial and government sectors of dental health care 
through sound financial management and astute contract administration. Our 
exceptionally strong financial position supports this growth. 


The figures reported in Delta Dental Insurance Company’s financial statements and those 
of our parent company, Delta Dental of California, confirm our strong financial position 
and validate our financial solvency. The following are highlights from Delta Dental’s most 
recent audited, consolidated financial statements for the period ending December 31, 
2015: 


 Administrative expenses were 11% of our total revenues. 
 Cash, temporary investments and marketable securities totaled more than $1.6 billion, 


71% of total assets. 
 The ratio of total liabilities to total assets was 1:1.70. 
 Fifty-seven percent (57%) of marketable securities are due within five years. 
 Our 2015 financial results exceed those experienced for the same period in 2014, with a 


13% increase in general reserves. 


Based on unaudited financial data, results in 2016 are projected to be similarly favorable. 
The combination of Delta Dental’s assets, capital and general reserves compared to 
liabilities, revenues and short-term investments demonstrates that we have the financial 
resources to administer and sustain Nevada DBA program operations. 
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3.11.2 PERFORMANCE SECURITY DEPOSIT 


3.11.2 Performance Security Deposit 


 


The vendor must provide a performance security deposit in the form of a bond 


furnished by a surety company authorized to do business in the State of 


Nevada to the DHCFP in order to guarantee payment of the vendor’s 


obligations under this contract.  The performance security deposit may be 


utilized by the DHCFP to remedy any breach of contract or sanctions imposed 


on the vendor. 


 


3.11.2.1 An initial deposit of $4,000,000 must be deposited within ten (10) 


business days following award of the contract to the vendor, as stated in the 


Attachment E ~ Insurance Schedule.  This amount must be reviewed at the end 


of the first quarter of the contract period and may need to be increased or 


decreased to equal the actual required security deposit amount. 


 


The amount of the performance security deposit shall be equal to one hundred 


and ten percent (110%) of the highest month’s total capitation amount in the 


first quarter or four million dollars ($4,000,000), whichever is greater. This must be 


deposited with the State Treasurer within fifteen (15) calendar days after the 


end of the first quarter of the contract. The total capitation amount is the sum 


of all capitation payments for all recipients for the month. 


 


3.11.2.2 After the initial year of the contract the DHCFP will require the vendor 


to increase the performance security deposit amount to reflect an amount 


equal to one hundred and ten percent (110%) of the preceding year’s highest 


month’s total capitation payment or four million dollars ($4,000,000), whichever 


is greater. 


 


3.11.2.3 Vendors submitting performance security to the State of Nevada in 


the form a surety bond must utilize a company that meets the following listed 


requirements: 


 


A.  A.M. Best A-VII rated insurance company; 


 


B.  Certified by the Department of Treasury, Financial Management 


Services for Nevada; and 


 


C.  Licensed by the Nevada Department of Business and Industry, Division 


of Insurance. 


 


3.11.2.4 The vendor must maintain the performance security deposit after the 


contract term for a length of time to be determined by the DHCFP in order to 


cover all outstanding liabilities. 
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In accordance with RFP requirements, Delta Dental will provide a performance security 
deposit in the form of a bond furnished by a surety company authorized to do business 
in the State of Nevada to the DHCFP in order to guarantee payment of our obligations 
under this contract. We understand and acknowledge that the DHCFP may utilize this 
performance security deposit to remedy any breach of contract or sanctions imposed on 
Delta Dental. 


In submitting performance security to the State of Nevada in the form of a surety bond, 
Delta Dental will utlize a company that is: 


 A.M. Best A-VII rated insurance company; 
 Certified by the Department of Treasury, Financial Management Services for Nevada and 
 Licensed by the Nevada Department of Business and Industry, Division of Insurance. 


The performance bond will be in the form prescribed by the State, naming the State as 
obligee, securing our faithful performance of the terms and conditions of this contract. 
Delta Dental Insurance Company intends to purchase the required performance bond in 
the amount of $4,000,000, to be issued by Safeco Insurance Company of America, a 
surety licensed by the Nevada Department of Business and Industry, Division of 
Insurance. The bond will specify cash payment as the sole remedy. 


We will make an initial deposit of $4,000,000 within 10 business days following award of 
the contract to Delta Dental. We understand and acknowledge that the DHCFP will review 
this amount at the end of the first quarter of the contract period and that the amount may 
need to be increased or decreased to equal the actual required security deposit amount. 
We also understand and acknowledge that following the end of the first quarter, the 
amount of the performance security deposit is equal to 110% of the highest month’s total 
capitation amount in the first quarter or $4,000,000, whichever is greater. Delta Dental will 
deposit this amount with the Nevada State Treasurer within 15 calendar days after the 
end of the first quarter of the contract. We understand and acknowledge that the total 
capitation amount is the sum of all capitation payments for all recipients for the month. 


After the initial year of our contract, we understand and acknowledge that the DHCFP will 
require Delta Dental to increase the performance security deposit amount to reflect an 
amount equal to 110% of the preceding year’s highest month’s total capitation payment 
or $4,000,000, whichever is greater. 


Delta Dental will hold and maintain the required performance security deposit in the form 
of a bond with a one-year term in accordance with RFP requirements. We will renew this 
bond each year, no later than the first day of each subsequent State Fiscal Year. We will 
maintain the performance security deposit after the contract term for a length of time to 
be determined by the DHCFP in order to cover all outstanding liabilities. 
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3.11.3 VENDOR LIABILITY 


3.11.3 Vendor Liability 


 


The requirements set forth below shall be included in all subcontracts. 


 


3.11.3.1 The vendor must ensure that its recipients are not held liable for any of 


the following: 


 


A.  The vendor’s debts, in the event of the vendor’s insolvency; 


 


B.  For services provided to the recipient in the event of the organization 


failing to receive payment from the State for such services; 


 


C.  For services provided to a recipient in the event a health care 


provider with a contractual, referral, or other arrangement with the vendor fails 


to receive payment from the state or the organization for such services; or 


 


D.  Payments to a provider who furnishes covered services under a 


contractual, referral, or other arrangement with the vendor in excess of the 


amount that would be owed by the recipient if the vendor had directly 


provided the services. 


 


3.11.3.2 To ensure continuation of services to recipients during insolvency 


pursuant to the Center for Medicare and Medicaid State Medicaid Manual 


(SMM) 2086.6.B. 


Delta Dental understands and acknowledges all vendor liability requirements. Delta 
Dental’s contracts with our network providers include requirements ensuring that 
recipients are not held liable for: 


 Delta Dental’s debts, in the event of Delta Dental’s insolvency; 
 For services provided to the recipient in the event of the organization failing to receive 


payment from the State for such services; 
 For services provided to a recipient in the event a health care provider with a contractual, 


referral, or other arrangement with Delta Dental fails to receive payment from the state or 
the organization for such services or 


 Payments to a provider who furnishes covered services under a contractual, referral, or 
other arrangement with Delta Dental in excess of the amount that would be owed by the 
recipient if Delta Dental had directly provided the services. 


Delta Dental’s provider contracts also contain language that ensures continuation of 
services to recipients in the event of insolvency pursuant to the CMS State Medicaid 
Manual (SMM) 2086.6.B. 
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3.11.4 PAYMENT OF CLAIMS 


3.11.4 Payment of Claims 


 


3.11.4.1 The vendor shall be responsible for paying all claims for properly 


accessed and, if necessary, authorized covered services provided to enrolled 


recipients on dates of service when they were eligible for coverage unless the 


services are excluded under the DHCFP PAHP contract or the Nevada 


Medicaid State Plan. The vendor will adjudicate and pay all claims in 


accordance with state and federal statutes and regulations. Not meeting all 


federal requirements, including those for timely claims payment, may be 


considered a breach. 


One of Delta Dental’s fundamental responsibilities is to process claims accurately and 
pay providers in a timely manner. Delta Dental has a long history of meeting or 
exceeding both state and federal standards for processing timeliness. We know that 
exemplary performance can only be achieved through a methodical process that 
ultimately results in well-configured systems and knowledgeable staff. We use reporting 
mechanisms such as dashboard reports to measure our performance on a daily basis. In 
addition, we continuously monitor claims processing times and other key performance 
metrics. 


Our staff who are responsible for managing electronic claims submission are familiar 
with the file submission and processing requirements that contribute to achieving 
accuracy and timeliness standards. Similarly, our claims operations management team 
understands the fluctuations in claims receipts that occur based on days of the week, 
weeks of the month and seasons. Our management approach and staffing plan take 
these critical factors into account. We make immediate adjustments to assignments, 
workloads and/or other aspects of processing, as needed. 


To process claims for the Nevada DBA program, Delta Dental will use our MetaVance 
claims processing system – a fully integrated enterprise claims processing system that 
allows us to efficiently administer dental programs across multiple lines of business. 
MetaVance includes functionality to support prompt and accurate payment of claims, 
adjustments and corrections, special processing procedures and preauthorization 
requests. Further, it can fully support all data collection and automated report generation 
requirements of the Nevada DBA program. Our system is designed to accept both paper 
and electronic claim submissions. MetaVance enforces program policy through the 
application of edits and audits that will be designed to reflect DHCFP rules. 


Whether received on paper or electronically, all claims are numbered and tracked 
through the automated processing system. A unique document control number (DCN) is 
assigned to each claim and contains the receipt date, document type and sequence 
number. The receipt date within the DCN is used to calculate the processing time from 
receipt to final determination of payment. All paper documents are scanned to digital 
format, which enables immediate on-line user access to electronic document images. 
Following the scanning process, claim data is entered into the system, recipient and 
provider information is verified and the record is subjected to a series of automated 
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system edits and audit. The characteristics and functions of these edits and audits are 
described below. 


We adhere to a first-in-first-out (FIFO) processing approach in which the date of receipt 
establishes processing priority. Similarly, automated processes use the date of receipt to 
track and report on the aging of claims. Claims that do not auto-adjudicate in MetaVance 
suspend into our work management system, where they are reviewed by claims 
examiners on a FIFO basis. Edit errors are resolved and processing continues. 


Inventory reports are generated by the system and reviewed frequently throughout each 
day to ensure prompt movement of claims through all stages of processing. Because 
unique transaction identifiers (including the Julian date of receipt) are maintained for the 
life of the claim – and reports and other monitoring tools use the identifier for tracking 
purposes – it is immediately apparent to Claims Processing managers if any claims are 
at risk of exceeding timely processing performance standards. We make immediate 
adjustments to workloads or other aspects of processing if we detect even the slightest 
sign of performance decline. 


We use FormWorks to perform Optical Character Recognition/Intelligent Character 
Recognition (OCR/ICR). This converts the scanned images into electronic claims, which 
MetaVance can edit, search and store efficiently. In addition to its OCR/ICR functionality, 
FormWorks includes performance monitoring features that support web-based workflow 
management. This assists us in controlling claims processing cycle time and other 
performance metrics. Through the use of these sophisticated performance monitoring 
tools, we are able to address issues early and resolve them before they result in 
noncompliance with contractual performance standards. 


The key features of Delta Dental’s claims processing methodology are depicted in the 
following exhibit, Claims Processing Workflow. 
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EXHIBIT 3.11-1, CLAIMS PROCESSING WORKFLOW 


NV16_003 


With MetaVance, we have a proven solution that enables us to receive and adjudicate 
claims in full compliance with the processing performance standards of our Medicaid, 
Children’s Health Insurance Program (CHIP) and other government program contracts. 
During the start-up period, we will fully test all system processes to ensure that they 
operate correctly in the Nevada DBA program environment. We will obtain DHCFP 
approval of claims processing system processes prior to commencement of the contract 
operations period. 
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Ensure Third Party Liability Has Been Billed  


3.11.4.2 In cases where third party liability is known, the vendor must ensure 


that third party liability has been billed and processed prior to paying the claim. 


If the DHCFP notifies us that a program recipient has TPL of any kind, our system has the 
capability to prevent payment for claims on behalf of that recipient. Typically, the means 
for relaying this information to the claims processing system is through the 
eligibility/enrollment file. The claims processing system interfaces with the eligibility file 
using edits to determine whether or not the recipient has TPL. 


Provider Payment and Data Reporting 


 


3.11.4.3 The vendor must have a claims processing system and Management 


Information System (MIS) sufficient to support the provider payment and data 


reporting requirements specified in the contract. In addition, the vendor shall 


have the capability to electronically accept and adjudicate claims. 


Delta Dental has the necessary hardware, software, networks, and communications 
systems in place to ensure a smooth transition and delivery of services for the Nevada 
DBA program. Delta Dental's Management Information System (MIS) is comprised of a 
robust dental payor application, electronic document management solution (EDMS), 
provider management system, customer relationship management (CRM) and workflow 
application, and a data warehouse with business intelligence application in conjunction 
with various network, security, utility and support software.  


Delta Dental’s information technology systems, solutions and tools have been carefully 
selected to work together cohesively to produce an enterprise solution suite that covers 
all tasks needed to provide for contracted functions and reporting. Each system, 
solution, or tool is maintained to stay current as appropriate for its use and integration 
with other systems; Delta Dental’s dedicated IT staff monitor the systems and stay 
abreast of required updates and patches to ensure that the complete solution supports 
the administration and business of dental benefit insurance for our customers and their 
recipients. 


Delta Dental uses the MetaVance Administration and Finance (MetaVance) system that 
was developed by Hewlett Packard Enterprise (HPE) for claims processing. MetaVance is 
a fully integrated system that allows us to efficiently administer dental programs across 
multiple lines of business. MetaVance supports functions to electronically accept and 
adjudicate claims, receive and process encounter data, generate claims and encounter 
reports, and perform file transfers and reconciliation services. 


Our claims operations include document management (i.e., mailroom, data entry, 
scanning and data correction), claims adjudication and claims adjustments. This 
function is managed by Delta Dental’s dental director, under the leadership of the vice 
president. Claims adjudication staff must undergo four months of on-the-job training 
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before assuming their positions. Professional review, which may be performed only by 
licensed dentists, is coordinated by the dental director. 


Timely Filing 


3.11.4.4 The vendor must allow network and non-network providers to submit 


an initial claim for covered services.  The vendor must allow all in-state network 


providers to submit claims for reimbursement up to one hundred eighty (180) 


days from the last date of service and out of state providers three hundred 


sixty-five (365) days from the last date of service unless a shorter time period is 


negotiated. The vendor’s claims payment system must use standard claim 


forms. 


Delta Dental will allow network and non-network providers to submit claims for covered 
services. Delta Dental will follow timely claims filing guidelines according to RFP 
requirements: 


 In-state network providers may submit claims up to 180 days from the last date of service 
and 


 Out of state providers may submit claims no later than 365 days from the last date of 
service unless a shorter time period is negotiated. 


Delta Dental’s claims payment system accept claims submitted using standard paper 
claim forms (e.g., the 2012 American Dental Association (ADA) claim form) and electronic 
claim formats (e.g., HIPAA 837D).  


Timely Claims Payment 


3.11.4.5 The vendor must meet the requirements for timely claims payment in 


42 CFR 447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) 


and (d) (6). The vendor must pay ninety-five percent (95%) of all clean claims 


from practitioners, who are in individual or group practice or who practice in 


shared health facilities, within thirty (30) calendar days of the date of receipt. 


The vendor must pay ninety-nine percent (99%) of all clean claims from 


practitioners, who are in individual or group practice or who practice in shared 


health facilities, within ninety (90) calendar days of the date of receipt. 


 


The date of receipt is the date the vendor receives the claim as indicated by 


the date stamp on the claim and the date of payment is the date of the check 


or other form of payment. 


One of Delta Dental’s fundamental responsibilities is to process claims accurately and 
pay providers in a timely manner. Delta Dental has a long history of meeting or 
exceeding both state and federal standards for processing timeliness. We know that 
exemplary performance can only be achieved through a methodical process that 
ultimately results in well-configured systems and knowledgeable staff. We use reporting 
mechanisms such as dashboard reports to measure our performance on a daily basis. In 
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addition, we continuously monitor claims processing times and other key performance 
metrics. 


Our staff who are responsible for managing electronic claims submission are familiar 
with the file submission and processing requirements that contribute to achieving 
accuracy and timeliness standards. Similarly, our claims operations management team 
understands the fluctuations in claims receipts that occur based on days of the week, 
weeks of the month and seasons. Our management approach and staffing plan take 
these critical factors into account. We make immediate adjustments to assignments, 
workloads and/or other aspects of processing, as needed. 


Delta Dental measures claims processing time from the date of receipt (as indicated by 
its date stamp on the claim) and the date of payment (as indicated on the date of the 
check or other form of payment). As defined in 42 CFR Section 447.45(b), a clean claim 
“means one that can be processed without obtaining additional information from the 
provider of the service or from a third party.” Delta Dental commits to meeting and/or 
exceeding the following RFP standards throughout the term of the contract: 


 95% of clean claims paid within 30 days and 
 99% of clean claims paid within 90 days. 


Delta Dental’s systems and processes are fully capable of meeting these requirements 
(and in accordance with 42 CFR 447.45 (d) (2) and (d) (3) and abiding by the 
specifications of 447.45 (d) (5) and (d) (6)) and we commit to do so throughout the term of 
the Nevada DBA contract. Presented in the Exhibit below, Clean Claims Processing 
Experience, are actual 2016 (Year-To-Date (YTD) through November) claims processing 
results that illustrate our capability to meet and exceed these two performance 
standards. 


EXHIBIT 3.11-2, CLEAN CLAIMS PROCESSING EXPERIENCE 


 Percentage of Clean Claims 
Paid Within 30 Days of 
Receipt 


Percentage of Clean Claims 
Paid Within 90 Days of 
Receipt 


Nevada DBA Program 
Standard 


95% 99% 


2016 Actual Performance 98% 100% 


Written Policies and Procedures 


3.11.4.6 The vendor must have written policies and procedures for processing 


claims submitted for payment from any source and shall monitor its compliance 


with these procedures. 


Delta Dental applies policies and procedures to ensure that claims processing 
requirements are validated for every claim. This is accomplished through a combination 
of automated system edits/audits and paraprofessional and professional review of claims 
that fail the system verification. Delta Dental’s claims processing department documents 
written policies and procedures for processing claims in the Claims Processing Manual. 
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The Claims Processing Manual includes policies and procedures for claims submitted 
from any source.  


Most claims are processed automatically based on claims processing rules and 
parameters. Claims that cannot be resolved within the system are suspended for manual 
review by claims adjudication or professional staff. Dental consultants (licensed dental 
clinicians) review the diagnostic information on the claim and any associated 
radiographs to determine if services are medically necessary and in accordance with 
program policies and procedures. For procedures that required service authorization, 
Delta Dental staff perform a review to determine if services were completed as 
authorized. 


Delta Dental permits claims examiners to approve services if they can do so based on 
the documentation submitted on or with the claim and according to the Claims 
Processing Manual. If, however, the claims examiner is unable to make a determination, 
the document is routed to a licensed dental consultant. Only dental consultants are 
allowed to modify or deny on the basis of medical necessity. 


Our Quality Management (QM) team has implemented compliance audits to evaluate 
claims processing results for completeness, correctness and timeliness. This internal 
audit determines compliance with defined standards and contract requirements, enabling 
the QM team to consult with claims operations staff to actively look for ways to improve 
claims processing effectiveness and efficiency. 


Compliance audits are performed according to industry standards for statistical 
sampling with a confidence level of 95% for both individual and process reviews. 
Additionally, process audits are evaluated from a “start to finish” perspective. This 
means that each claim is traced through every step of the adjudication process to 
evaluate the effectiveness of the various functions along the way, including incoming 
mailroom, scanning, data correction, paraprofessional review, dental consultant review 
and outgoing mailroom. The accuracy of the automated adjudication and routing is also 
evaluated to ensure it is working as intended. 


Duplicate and Unbundled Claims 


3.11.4.7 The vendor’s claims processing system must ensure that duplicate 


claims are denied.  In addition, this system must include edits to not allow for 


unbundling and the ability to pay certain State or local government providers 


the federal share only. 


The MetaVance system contains a series of configurable edits and audits that are 
automatically applied to examine claim data. 


Edit processes are used to determine if claims comply with applicable program policies. 
Edits are used to examine claim characteristics such as the following: 


 Completeness and validity of data on the claim; 
 Timely submission of the claim by the provider; 
 Consistency between the services shown on the claim and the age of the participant; 
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 Participant and provider eligibility, including eligibility on the date of service; 
 Prior receipt and status of service authorization, if applicable and 
 Program coverage for the procedure code being billed. 


Audits are automated comparison checks of data on a claim against historical records, 
and other current records, to determine if: 


 The service billed on the claim duplicates one previously adjudicated; 
 The services billed on the claim do not represent “unbundled” services and 
 The service on the claim exceeds frequency limitations established by the program. 


The edits and audits are performed in a specific order that detects basic, easy-to-identify 
errors before claims are passed on for more complex, labor-intensive types of review 
such as medical necessity. 


MetaVance also contains configurable payment parameters that allow Delta Dental to 
customize payment rates based on characteristics that include provider type, service 
type, recipient aid category, and so forth, as well as combinations of those 
characteristics. Delta Dental will configure MetaVance to pay certain State or local 
government providers the federal share only. 


Interest 


3.11.4.8 The vendor agrees to the terms of any contract entered into as a 


result of this RFP to pay interest to a provider of dental services on a claim that is 


not paid within the time provided in the contract or agreement at a rate of 


interest equal to the prime rate at the largest bank in Nevada, as ascertained 


by the Commissioner of Financial Institutions, on January 1 or July 1, as the case 


may be, immediately preceding the date on which the payment was due, plus 


six percent (6%). The interest must be calculated from thirty (30) days after the 


date on which the claim is approved until the date on which the claim is paid. 


Delta Dental agrees to pay interest to a provider of dental services for a claim that is not 
paid within the time provided in the contract or agreement, at a rate of interest equal to 
the prime rate at the largest bank in Nevada, as ascertained by the Commissioner of 
Financial Institutions, on January 1 or July 1, as the case may be, immediately preceding 
the date on which the payment was due, plus 6%. We will calculate interest from thirty 
(30) days after the date on which the claim is approved until the date on which the claim 
is paid. 
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Alternative Payment Schedule 


3.11.4.9 The vendor and its providers may, by mutual agreement, establish an 


alternative payment schedule but such a schedule must be stipulated in the 


provider’s network contract. If the vendor does not pay claims in accordance 


with 42 CFR 447.45d, the DHCFP may assess a financial penalty for each day 


the vendor is out of compliance. 


Delta Dental understands that we may, by mutual agreement with our contracted 
providers, establish an alternative payment schedule provided that such a schedule is 
stipulated in the provider’s network contract. We also understand and agree that if we do 
not pay claims in accordance with 42 CFR 447.45 (d), the DHCFP may assess a financial 
penalty for each day we are out of compliance. 


Delta Dental does not typically establish alternative payment schedules with our network 
providers, however, in the event we opt to do so, the alternative payment schedule will 
not conflict with or exceed the timely claims processing obligations noted in 42 CFR 
447.45 (d). 


Accurate Payment Standard 


3.11.4.10 The vendor shall accurately pay claims with ninety-five percent (95 %) 


of claims paid accurately upon initial submission. 


Delta Dental commits to accurately pay claims with 95% of claims paid accurately upon 
initial submission. Delta Dental’s superior claims processing performance is evidenced 
by our 2016 YTD system claims payment accuracy rate of 99% across our entire 
enterprise. Our network providers for the Nevada DBA program can expect an equivalent 
level of service. 


Verify Reimbursed Services 


3.11.4.11 The vendor shall verify that reimbursed services were actually 


provided to enrolled recipients by providers and subcontractors. 


Delta Dental will verify that reimbursed services were actually provided to enrolled 
recipients by providers and subcontractors. To accomplish this, we generate an 
Explanation of Benefit (EOB) statement for each claim processed. Claims processed 
during the weekly payment cycle are included on an EOB that is sent to the recipient. 


Each EOB contains language informing the recipient on the action to be taken if they did 
not receive the stated dental services on the date indicated. This information is 
customized for each of our contracts, but most often directs the recipient to call or email 
Delta Dental’s Call Center, where the Recipient Services Department will forward the 
inquiry to our PIU for disposition. 
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Provide Information Prior to Changes 


3.11.4.12 The vendor shall provide the DHCFP with information prior to 


implementation of any changes to the software system to be used to support 


the claims processing function as described in the vendor’s proposal and 


incorporated by reference in the contract. 


Delta Dental’s structured process for managing system incidents, problems, changes 
and requests is part of our overall Enterprise Change Management (ECM) and Project 
Management Office (PMO) approach. This integrated approach to the day-to-day 
operation of services brings together data and team members from all functional areas of 
our organization for collaborative solutions to achieve the most cost-effective and timely 
results for customers. 


Delta Dental’s approach to ECM employs standardized methodologies and procedures 
for managing system modifications and enhancements to Delta Dental’s automated and 
related manual systems with optimal efficiency and accuracy. These controls and 
methodologies include our system modification and monitoring processes and our ECM 
process. We also document our procedures to ensure that: 


 Changes to all Delta Dental systems are designed, developed, tested and deployed in a 
timely manner and in compliance with contract requirements and 


 Manual systems, policies and procedures and training materials affected by system 
changes will be updated by this process. 


Delta Dental staff follow well-documented procedures for communication, review, 
approval, deployment and implementation. The ECM process uses a suite of tracking 
tools. Those tools provide the resources required to manage changes to the production 
environment, including the MetaVance claims processing system. One of the tools used 
is Team Track. 


TeamTrack is a web-based system to manage problems and change requests through 
the ECM process. It monitors progress throughout the application lifecycle – from an 
initial problem or change request to post-implementation approval and support activities. 
TeamTrack has been customized to manage the ECM process at Delta Dental. Essential 
information about the change process is recorded within a change record. This facilitates 
monitoring the change process and communicating the status (via e-mail) to key 
stakeholders. All changes must be associated with a TeamTrack record. 


In addition to Team Track status emails, Delta Dental’s contract administration 
department analyst will provide the DHCFP with information about a planned change, 
prior to implementation of any changes to the claims processing system. 
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Medical Review of Claims 


3.11.4.13 A medical review of claims will be conducted when the 


appropriateness of service, procedure, or payment is in question. Medical 


reviews must be conducted by a licensed dental clinician(s). 


Most claims are processed automatically based on claims processing rules and 
parameters. Claims that cannot be resolved within the system are suspended for manual 
review by claims adjudication or professional staff. Dental consultants (licensed 
dentists) review the diagnostic information on the claim and any associated radiographs 
to determine if services are medically necessary and in accordance with program 
policies and procedures. For procedures that required service authorization, Delta Dental 
staff perform a review to determine if services were completed as authorized. 


Delta Dental permits claims examiners to approve services if they can do so based on 
the documentation submitted on or with the claim and according to the Claims 
Processing Manual. If, however, the claims examiner is unable to make a determination, 
the document is routed to a licensed dental consultant. Only dental consultants are 
allowed to modify or deny on the basis of medical necessity. 


Provider Preventable Conditions (PPCs) 


3.11.4.14 The vendor shall comply with 42 CFR 447.26, on Provider Preventable 


Conditions (PPCs) – Payment Policy. The vendor shall deny or recover payments 


to healthcare professionals and inpatient hospitals for care related to the 


treatment of the consequences of PPCs and Other Provider Preventable 


Conditions (OPPC) that meet the following criteria: 


 


A.  Is identified in the Medicaid State plan; 


 


B.  Has been found by the DHCFP, based upon a review of medical 


literature by qualified professionals, to be reasonably preventable through the 


application of procedures supported by evidence-based guidelines; 


 


C.  Has a negative consequence for the recipient; 


 


D.  Is auditable; 


 


E.  Includes, at minimum, wrong surgical or other invasive procedure 


performed on a patient; 


 


F.  Surgical or other invasive procedure performed on the wrong body 


part; and 


 


G.  Surgical or other invasive procedure performed on the wrong patient. 
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Delta Dental participating dentists agree, uner the terms of their contracts, to identify 
provider-preventable conditions that are associated with claims for Medicaid payment or 
with courses of treatment furnished to recipients that would otherwise be covered. 
Providers also agree to not charge Delta Dental Nevada DBA enrollees or Delta Dental 
when the billed charges are related to provider preventable conditions. Provider 
preventable conditions include those items identified in 42 CFR 447.26. Examples include 
substandard care for events such as those described below:  


1. The treatment of asymptomatic teeth unless clinically appropriate for continuing care (i.e. 
orthodontic extractions of healthy teeth);  


2. The treatment of asymptomatic teeth without the patient’s consent unless such consent 
cannot be obtained due to sedation and the removal is the professionally correct thing to 
do;  


3. Performing a procedure on the wrong patient or tooth;  
4. The unrecognized retention of a foreign object in the patient’s body that necessitates 


future care to address the issue;  
5. A medication error or dental infection that results in death or serious injury or disability;  
6. The use of a dental device in the ordinary course of dental treatment that results in death, 


serious injury, or disability and,  
7. A burn received during the ordinary course of dental treatment that is directly related to 


the treatment itself and that result in death, serious injury, or disability. 
 


Delta Dental’s claims processing system utilizes a series of edits and audits to validate 
claims, including edits and audits related to medical necessity or appropriateness of the 
service in comparison to other claim data. If a claims examiner or dental consultant 
detects that the services are due to a provider preventable condition, the claim will be 
denied. 


Delta Dental’s Program Integrity Unit (PIU) also monitors claims for suspected fraud, 
abuse and poor quality of care – including provider preventable conditions – as part of 
its duties. The PIU reviews treatment forms, written documentation, and radiographs for 
recurring problems, abnormal billing activity and unusual utilization patterns. PIU staff 
determine potential billing discrepancies, patterns of under- or over-utilization of 
procedures, incomplete, substandard and/or unnecessary treatment. 


The PIU employs several different means to evaluate suspected fraud and abuse 
including but not limited to:  


 Utilization Review Analysis: This statistical analysis compares a provider activity with 
that of his or her peers within a certain range, such as geographic area or dental 
specialty.  


 Referrals: Delta will collaborate with the DHCFP, Department of Justice, the Dental Board 
of Nevada, and other state entities on cases of suspected fraud, abuse and poor quality of 
care. These agencies often refer provider names for investigation to the PIU. The PIU also 
receives referrals from internal sources such as Professional Review, Nevada Medicaid 
and Nevada Check Up dental consultants.  


 Audits: When poor quality of care, abuse, over- or under-utilization, or fraud is suspected, 
the PIU may elect to conduct an audit of patient records, including radiographs, obtained 
from the provider’s office to gather additional information about the provider’s activity. 
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The PIU can take several actions to address poor quality of care situations, including 
recovery of payment. Recovery for paid procedures may be obtained by withholding the 
amount to be reimbursed from a provider’s future Nevada Medicaid and Nevada Check 
Up payments. Recovery may occur when a post-operative clinical screening exam or 
post payment review identifies any discrepancies in the billing or delivery of those 
services and/or for failure to complete a noticed corrective action. Recovery may be 
imposed retroactively from the date that the procedures were performed. 


3.11.5 FINANCIAL SOLVENCY 


3.11.5 Financial Solvency 


 


The vendor must demonstrate that it has adequate financial reserves and 


administrative ability to carry out its contractual obligations.  The vendor must 


maintain financial records and provide the DHCFP with various financial 


statements and documentation upon request and as outlined in the contract 


and Attachment T, Forms and Reporting Guide, including any revisions or 


additions to the document. 


 


3.11.5.1 The vendor will submit a copy of its annual Independent Audit Report 


to the DHCFP, as submitted to the Division of Insurance. 


 


3.11.5.2 The vendor will submit its quarterly and annual financial reports to the 


DHCFP. 


Delta Dental has consistently maintained a strong and stable financial position while 
experiencing steady growth in both the public and private sectors, even in a challenging 
economic environment. Since our founding over 60 years ago, Delta Dental has 
continued to sustain dynamic growth through sound financial management and astute 
contract administration. As a demonstration of our stable position, A.M. Best Company 
affirmed a financial strength rating of A (Excellent) with a “stable” outlook for Delta 
Dental. 


In their most recent report, A.M. Best cited Delta Dental’s: 


 Strong earnings results; 
 Increase in risk-adjusted capital; 
 Improved administrative efficiency; 
 Continued overall enrollment growth and 
 Dominant market share. 


Delta Dental adheres to the highest standards of fiscal integrity and financial 
accountability. Our financial management system complies with generally accepted 
accounting principles (GAAP) as prescribed by the Financial Accounting Standards 
Board. Our financial statements, prepared in accordance with GAAP, attest to the overall 
stability and strong financial health of Delta Dental. 


Two Most Recent Annual Certified Financial Statements 
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Delta Dental’s consolidated annual financial statements for the most recent and 
completed two fiscal years – 2014 and 2015 – are included in Proposal Section 6, 
Confidential Financial Information. As these statements show, Delta Dental’s revenues 
and our subsidiaries attest to our stability, our financial health and the revenue growth 
we experienced during this period. Delta Dental’s revenues without subsidiaries have 
increased an average of almost 4% per year for the past three years, or 11% over a three-
year period. 


Delta Dental is well-protected against any risk of insolvency. We have never declared 
bankruptcy and have never failed to fulfill a contract. Our working capital is more than 
sufficient, with provisions that allow for contingencies. Our consolidated general 
reserves comply with all regulatory requirements, which are carefully monitored by state 
regulators, thus ensuring the adequacy of our working capital. 


Delta Dental’s firm financial foundation ensures our long-term reliability and stability. 
Delta Dental posted consolidated gross revenues of nearly $6.7 billion in 2014 and $7.1 
billion in 2015. Our total assets at the end of 2014 totaled $1.8 billion and $2.2 billion in 
2015. Our consolidated general reserves exceeded $906 million at the end of 2015 and 
are projected to exceed $1 billion as of the end of calendar year 2016. Our general 
reserves are more than adequate to meet our obligations and satisfy regulatory 
guidelines. 


For the Nevada DBA contract, Delta Dental will maintain financial records and provide the 
DHCFP with various financial statements and documentation upon request and as 
outlined in the contract and RFP Attachment T, Forms and Reporting Guide, including 
any revisions or additions to the document. A copy of our most recent annual 
Independent Audit Report to the DHCFP, as submitted to the Division of Insurance, in 
included in Proposal Section 6, Confidential Financial Information. We will continue to 
submit our annual Independent Audit Reports to the DHCFP. We also will submit our 
quarterly and annual financial reports to the DHCFP. 


3.11.6 THIRD-PARTY LIABILITY (TPL) 


3.11.6 Third-Party Liability (TPL)  


 


3.11.6.1 Third-party liability (TPL) refers to any individual, entity (e.g., insurance 


company) or program (e.g., Medicare), including group health plans, as 


defined in Section 607(1) of the Employee Retirement Income Security Act of 


1974 [29 USC and 1167 (1)] service benefits plans and Section 6035 of the Deficit 


Reduction Act of 2005. TPL activities included in this contract are the 


Coordination of Benefits (COB) cost avoidance of Medicaid claims. Under 


Section 1902(a) (25) of the Social Security Act, DHCFP and its providers are 


required to take all reasonable measures to identify legally liable third parties 


and treat verified TPL as a resource of the Medicaid and CHIP recipient. 


A reality of government-sponsored dental programs is working within fiscal constraints 
to maximize necessary dental care for the greatest number of recipients. To this end, 
Delta Dental recognizes the importance of ensuring that Medicaid is the payer of last 
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resort [through pre-payment cost avoidance and third-party recovery (TPR)] that helps 
conserve program dollars. 


Delta Dental understands and agrees to its obligation to take all reasonable measures to 
identify legally liable third parties and treat verified third-party liability (TPL) as a 
resource of the recipient. Delta Dental’s approach to TPL is summarized below. 


State’s Authorized Agent 


3.11.6.2 Nevada Medicaid shall be the payer of last resort of all covered 


services in accordance with Federal regulations.  The DHCFP contracted DBA, 


as the Division’s vendor, shall act as the State’s authorized agent for the limited 


purpose of TPL for cost avoiding claims, collection, within the limitation of the 


Fair Debt Collection Practices Act, 15 USC § 1692, of all third-party liability (TPL) 


pursuant to 42 CFR § 433.135 et seq and 42 CFR 433.154.  The vendor’s 


capitated payments include an offset in the rates for these collections. The 


contracted vendor shall vigorously pursue billing prior resources as these 


amounts are considered part of their risk based capitation payment. The 


vendor is required to secure signed acknowledgements from enrolled Medicaid 


recipients or their authorized representative confirming any prior resources (e.g., 


Medicare, worker’s compensation, private insurance, etc.) and share that 


information with the DHCFP. Third-party liability (TPL) is a self-reporting element.  


Vendors are responsible for developing and distributing communication forms 


to enrolled Medicaid recipients. 


 


3.11.6.3 The vendor shall identify potential TPL, including Medicare, and deny 


the claim if it is for a service covered by other insurance based on recipient's 


type of TPL coverage and type of service. Allow for TPL overrides when the 


other insurance is exhausted or the service is not covered by the other liable 


party, making Medicaid the payer of last resort for the claim. 


 


3.11.6.4 The DBA PAHP is required to vigorously pursue billing prior resources.  


Vendor is required to obtain TPL information independently of the DHCFP for the 


purpose of avoiding claim payments or recovering payments made from liable 


third parties. All information on the third party, including collections and 


collection attempts, are to be reported to the DHCFP (including circumstances 


under which the third party refuses to pay) on the Third Party Monthly Report 


located in the Forms and Reporting Guide. TPL collections should also be 


reported to the DHCFP through encounter data and other required reports. 


 


3.11.6.5 The vendor is responsible not only for pursuing third-party resources 


that it identifies but also for using third-party resources identified and 


communicated to the DBA PAHP by the DHCFP. 
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Delta Dental is aware that, under federal law, Medicaid must be the “payer of last resort,” 
meaning that all known payment resources available to a recipient must be exhausted 
before any federal funds are used to pay the cost of services. As the DBA, it will be our 
responsibility to prevent payment for dental services when the State notifies us that 
third-party liability (TPL) exists. We will vigorously pursue billing prior resources in 
addition to cost avoiding claims, and acknowledge that these TPL amounts are 
considered part of our risk based capitation payment. 


Third Party Liability 


Cases where an entity other than the Medicaid program is, or may be, responsible for 
paying the cost of dental services are referred to as having TPL. The following are 
examples of potential TPL situations: 


 The recipient has other dental insurance coverage including, but not limited to, Medicare, 
private dental insurance, Tricare or an employer-administered Employee Retirement 
Income Security Act (ERISA) plan; 


 The recipient sustained a dental injury in an accident for which another party was 
responsible, and the other party has casualty liability insurance that may pay the cost of 
the recipient’s dental care; 


 The recipient is involved in a civil suit (known as a tort) that may result in a court ruling 
directing another party to pay the cost of the recipient’s dental care or 


 The recipient sustained a dental injury while at work and there may be workers’ 
compensation insurance available to pay the cost of the recipient’s dental service. 


Existence of the circumstances above may be known or unknown to the DHCFP and/or 
Delta Dental at the time a claim is submitted. For example, a recipient may have recently 
acquired private dental insurance through a parent who began a new job and this 
information has not yet been reported to the State. Or, when dental injury occurred in an 
accident, there may be a delay before the recipient knows whether or not the at-fault party has 
casualty liability insurance and/or whether that insurance will pay for the recipient’s 
dental treatment. 


Coordination of Benefits and Cost Avoidance 


Recipient eligibility files identify all known forms of TPL that may be available to pay 
incoming claims. In most circumstances, Medicaid must be the payer of last resort under 
federal law. In such cases, all known payment resources available to an recipient must 
be exhausted before Medicaid funds are used to pay the cost of services. Delta Dental 
does not allow Medicaid payment when the eligibility file contains a positive indicator for 
other health coverage (OHC) unless there is evidence attached to the claim showing that 
the OHC was fully used or legitimately unavailable at the time the service was rendered. 
When an OHC payment has been made on a claim, the amount paid by the other carrier is 
taken into account when calculating payment for an approved dental service to ensure 
that the provider is not overpaid. 


If we have OHC on file and we receive a claim without an explanation of benefits (EOB) 
from that other carrier, we contact the provider to request that he or she bill the other 
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carrier first and then to submit a copy of that carrier’s EOB with the Delta Dental claim for 
consideration of payment of any remaining balance. If a provider does not submit 
appropriate evidence of non-payment/non-coverage by the other payer – and we are 
unable to obtain appropriate documentation through follow-up contacts – Delta Dental 
denies the claim. Such denials enable Medicaid to avoid paying the cost of the service, 
and the process is therefore referred to as cost avoidance. 


Delta Dental may also identify claims with potential OHC during claims adjudication, 
even when eligibility records do not indicate known third-party resources. This may be 
based on the presence of another carrier’s EOB or staff observation of claim notations or 
documentation indicating that another party is responsible for payment. Other examples 
include claims with an indicator of an accident or work-related injury or claims with 
trauma-related procedure codes. Each of these situations will be investigated for a 
determination of TPL and potential post-payment recovery. 


Third-Party Liability and Post-Payment Recovery 


When TPL is not known to exist at the time of claim adjudication – but it is identified or 
becomes available at a later date – Delta Dental may seek to recover Medicaid payment 
amounts from the liable third party. This post-payment recovery process requires a 
sound methodology for identifying recipients who may have TPL resources available at 
some future date. 


When the TPL resources available to pay for recipients’ dental services are from tort 
actions, casualty liability insurance or workers’ compensation insurance, it is rarely 
possible to handle the matter through cost avoidance. Because these resources typically 
become available after an injury and after delivery of the injury-related dental service, 
there may not be indicators in the eligibility file to alert the claims processing system 
that this form of TPL exists at the time a claim is adjudicated. To help identify potential 
TPL, claims and encounters submitted by providers that identify the service as an 
accident or injury, contain other coverage information or that appear to be injury-related 
dental services are evaluated for potential coordination of benefits and/or payment 
recovery. In these situations, Delta Dental can use the claims processing system to 
identify potential subrogation cases as follows: 


 Examination of the header data fields on incoming claims – The claim document includes 
a field in the header where the provider must enter “yes” or “no” to indicate whether or 
not the service pertains to an accident or work-related injury. Claims processing system 
edits are applied to this field. The claim is typically processed even when a “yes” 
indicator is present; however, that claim is flagged for investigation of potential third 
party liability recovery. 


 Review of edits that suspend claims – The claims processing system contains edits that 
trigger claims having procedure codes likely to be associated with an accident or injury 
(e.g., a maxillofacial procedure) to be flagged for further investigation. 


 The system generates a report identifying claims that should be investigated for possible 
TPL resources. After the report is generated, we take the following steps: 
 Send a questionnaire – We prepare and send a questionnaire to recipients identified 


as having potential OHC or TPL. The questionnaire asks each member if other dental 
coverage is available or if his or her dental service was related to an accident or injury 
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for which someone else was responsible. If the response is affirmative, additional 
questions are posed to collect more detailed information. With the questionnaire, we 
also send each member a stamped, self-addressed envelope so he or she can easily 
return the completed questionnaire to us. 


 Review the returned, completed questionnaire – We receive and review the 
questionnaires, following up with recipients or identified third parties as needed. We 
compile information from the completed member questionnaires and update the 
system with appropriate TPL indicators. 


 Initiate and track the recovery process – If claims have been paid on behalf of an 
recipient for whom OHC or TPL is confirmed, Delta Dental identifies the claims 
affected and initiates the recovery processes to recoup payments in accordance with 
applicable policies. We maintain an accounts receivables system that tracks all 
amounts owed to the program until the recoupment and/or collection action is 
complete. 


We acknowledge incoming checks from liable third parties, process provider payment 
adjustments (if necessary) and update the history files. All TPL information collected and 
verified throughout this investigation process is available to the DHCFP in compliance 
with the required format and time frames. The TPL function within the MetaVance system 
generates the necessary data to complete the Third Party Monthly report located in the 
Forms and Reporting Guide. TPL collections are also reported to the DHCFP through 
encounter data and other required reports. 


In some instances, federal law requires that Delta Dental pay the provider’s claim first 
and then seek reimbursement from the liable third party (pay and chase). In other 
circumstances, it may be necessary to recoup Medicaid payments that result from 
erroneous or abusive provider billing practices. For example, if we have paid a claim and 
later learn that another entity should have been billed, we work with that third party to 
recover the funds. These cases are handled in much the same way as described above 
for TPL recoupments. 


TPL Recoveries 


 


3.11.6.6 TPL recoveries made by either the vendor or the DHCFP will be 


incorporated into capitated rate development by the DHCFP and its actuary. 


The vendor has 365 days from claim paid date to recover TPL payment; after 


365 days, vendor forfeits the right to recovery to the State unless vendor can 


provide evidence that the recovery effort is active and/or in dispute. The 


vendor will be responsible to pay for the cost incurred to complete the 


recovery of the TPL payment to the DHCFP. 


Delta Dental understands that TPL recoveries, made by either Delta Dental or the DHCFP, 
will be incorporated into capitated rate development. We acknowledge our obligation to 
recover TPL payment within 365 days from the claim paid date, after which we forfeit the 
right to recovery to the State unless we can provide evidence that the recovery effort is 
active and/or in dispute. We understand and accept that we are responsible to pay for the 
cost incurred to complete the recovery of the TPL payment to the DHCFP. 
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TPL Eligibility Data 


3.11.6.7 The vendor will maintain the minimum historical TPL eligibility data 


online in accordance with State and Federal rules and regulations, currently 


established as seventy-two (72) months. 


Delta Dental’s claims processing system, MetaVance, maintains the minimum historical 
TPL eligibility data online in the recipient database and TPL tables. The information is 
available online for the previous 72 months. TPL eligibility data is used in pre-payment 
cost avoidance and in post-payment TPR. 


TPL Exceptions 


3.11.6.8 Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS); 


Children with Special Health Care Needs (CSHCN); and State Victims of Crime. 


The MetaVance claims processing system utilizes configurable processing rules that 
include the ability to bypass TPL processing. Delta Dental will configure processing rules 
to exclude Indian/Tribal Health Services (HIS); Children with Special Health Care Needs 
(CSHCN); and State Victims of Crime during the start-up phase of the contract. 


State and Federal TPL Rules and Regulations 


3.11.6.9 Ensure that all existing and new requirements of the MSM, CMS State 


Medicaid Manual and other State and Federal rules and regulations are met by 


the TPL business function. 


Delta Dental’s Department of Risk, Ethics and Compliance monitors existing and new 
requirements of Nevada’s MSM, the CMS State Medicaid Manual and other State and 
Federal rules and regulations. When new requirements are introduced, the Department of 
Risk, Ethics and Compliance will advise the Nevada DBA program contract 
administration department. The contract administration analyst evaluates the new 
regulation for its impact to the TPL business function, in addition to its impact to other 
Nevada DBA business functions administered by Delta Dental. 


Changes to the MIS necessitated by the new requirements are documented through a 
task order process that instructs Delta Dental’s IT department to configure the requisite 
system settings to accommodate the new requirement by the effective date. Business 
area departments may be instructed to update affected policy and procedure manuals to 
fully implement the new requirement. For the TPL business function, the most commonly 
affected units are claims processing and TPL recovery units. 


3.11.7 SUBROGATION 


3.11.7 Subrogation 
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3.11.7.1 Subrogation in this section is the principle under which an insurer that 


has paid a loss under an insurance policy is entitled to all the rights and 


remedies belonging to the insured against a third party with respect to any loss 


covered by the policy. 


 


3.11.7.2 The vendor must also determine if casualty claims are filed and 


recover costs through subrogation on behalf of both Medicaid and CHIP 


recipients. The DBA PAHP shall utilize the EVS eligibility system and TPL data 


provided to the vendor by the DHCFP to assist in accomplishing this objective. 


 


3.11.7.3 The DHCFP will monitor and evaluate the vendor’s TPL and 


subrogation collection reports to validate collection activities and results. The 


vendor will then be expected to meet or exceed baseline target collections as 


determined by the DHCFP and its actuaries.  The baseline target amount will be 


built into future rates. If the vendor does not meet or exceed baseline TPL and 


subrogation collections, the DHCFP will conduct a review to determine if there 


is a legitimate reason.  If there is no legitimate reason as determined by the 


Division, the difference between baseline and actual collections will be 


deducted from the vendor’s costs before the data is used to set future rates.  


The DHCFP will prospectively adjust capitation rates to account for expected 


TPL collections. 


Delta Dental has over four decades of experience processing Medicaid dental claims and 
an equally long history of meeting or exceeding state and federal standards for 
processing timeliness. We implement a variety of third-party liability (TPL) identification 
and post-payment recovery methodologies to help our customers conserve scarce 
Medicaid funding by maximizing the use of other dental payment resources when they 
exist. 


When the TPL resources available to pay for recipients’ dental services are from tort 
actions, casualty liability insurance or workers’ compensation insurance, it is rarely 
possible to handle the matter through cost avoidance. Because these resources typically 
become available after an injury and after delivery of the injury-related dental service, 
there may not be indicators in the eligibility file to alert the claims processing system 
that this form of TPL exists at the time a claim is adjudicated. To help identify potential 
TPL, claims and encounters submitted by providers that identify the service as an 
accident or injury, contain other coverage information or that appear to be injury-related 
dental services are evaluated for potential coordination of benefits and/or payment 
recovery. In these situations, Delta Dental can use the claims processing system to 
identify potential subrogation cases as follows: 


 Examination of the header data fields on incoming claims – The claim document includes 
a field in the header where the provider must enter “yes” or “no” to indicate whether or 
not the service pertains to an accident or work-related injury. Claims processing system 
edits are applied to this field. The claim is typically processed even when a “yes” 
indicator is present; however, that claim is flagged for investigation of potential TPR. 
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 Review of edits that suspend claims – The claims processing system contains edits that 
trigger claims having procedure codes likely to be associated with an accident or injury 
(e.g., a maxillofacial procedure) to be flagged for further investigation. 


 The system generates a report identifying claims that should be investigated for possible 
TPL resources. After the report is generated, we take the following steps: 
 Send a questionnaire – We prepare and send a questionnaire to recipients identified 


as having potential OHC or TPL. The questionnaire asks each member if other dental 
coverage is available or if his or her dental service was related to an accident or injury 
for which someone else was responsible. If the response is affirmative, additional 
questions are posed to collect more detailed information. With the questionnaire, we 
also send each member a stamped, self-addressed envelope so he or she can easily 
return the completed questionnaire to us. 


 Review the returned, completed questionnaire – We receive and review the 
questionnaires, following up with recipients or identified third parties as needed. We 
compile information from the completed member questionnaires and update the 
system with appropriate TPL indicators. 


 Initiate and track the recovery process – If claims have been paid on behalf of an 
recipient for whom OHC or TPL is confirmed, Delta Dental identifies the claims 
affected and initiates the recovery processes to recoup payments in accordance with 
applicable policies. We maintain an accounts receivables system that tracks all 
amounts owed to the program until the recoupment and/or collection action is 
complete. 


We acknowledge incoming checks from liable third parties, process provider payment 
adjustments (if necessary) and update the history files. All TPL information collected and 
verified throughout this investigation process is available to the DHCFP in compliance 
with the required format and time frames. 


Delta Dental has a well-developed process for identifying potential subrogation cases 
and recovering post- payment funds, and our automated coordination of benefits 
processes ensure that the Medicaid program will not pay for services that are the legal 
responsibility of another party. We acknowledge that1.NV DBA RFP 3290 - Delta Dental 
the DHCFP will monitor and evaluate our TPL and subrogation collection reports, and 
that we will be expected to meet or exceed baseline target collections as determined by 
the DHCFP and its actuaries. We further acknowledge that, in the event we do not meet 
or exceed the baseline TPL and subrogation collections, the DHCFP will conduct a 
review to determine if there is a legitimate reason; and that if there is no legitimate 
reason, the difference between the baseline and acutal collections will be deducted from 
our costs before future rates are set. 


3.11.8 RESERVING 


3.11.8 Reserving 


 


As part of its accounting and budgeting function, the vendor will be required to 


establish an actuarially sound process for estimating and tracking incurred but 


not reported (IBNRs) claims.  The vendor must provide documentation of the 


IBNRs review and certification by an actuary. The vendor must reserve funds to 


cover both IBNRs and reported but unpaid claims (RBUCs). As part of its 


reserving methodology, the vendor must conduct annual reviews to assess the 
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actuarial validity of its reserving methodology, and make adjustments as 


necessary. 


Through stringent internal controls, well-maintained procedures and proven 
methodologies, Delta Dental has always met our financial obligations under all of our 
contracts. Delta Dental’s solid reputation as a full-service dental health care 
administrator, underwriter and claims processor has been achieved by delivering high-
quality services to our customers and by maintaining a strong and stable financial 
position over many decades. Since our founding over 60 years ago, we have continued 
to sustain dynamic growth in both the private and government sectors of the dental 
health care industry through sound financial management and astute contract 
administration. 


The DHCFP can be reassured of Delta Dental’s fiscal integrity and solvency through 
multiple independent financial reviews, including an A.M. Best rating of “Excellent” and a 
determination from Armanino McKenna LLP, the certified public accounting firm that has 
performed annual audits of Delta Dental for more than five years, that no qualified 
opinions or “going concern” statements have been issued. 


Delta Dental is well-protected against any risk of insolvency. Our working capital is more 
than sufficient, with provisions that allow for contingencies. Our consolidated general 
reserves comply with all regulatory requirements, which are carefully monitored by state 
regulators, thus ensuring the adequacy of our working capital. Our consolidated general 
reserves exceeded $906 million at the end of 2015 and are projected to exceed $1 billion 
as of the end of calendar year 2016. 


Our accounting and budgeting processes include an actuarially sound process for 
estimating and tracking “incurred but not reported” (IBNR) claims. Liability for unpaid 
claims represents estimated unpaid dental services rendered and reported (RBUC) to the 
Company, as well as a provision for dental claims incurred but not reported (IBNR) prior 
to the end of the year. The provision is actuarially determined based upon claims 
experience. The IBNR review is performed and certified by an actuary. The methodology 
is reviewed monthly and adjustments are made as appropriate and necessary. 


The provision for claims incurred but not reported amounted to $259.1 million and $311.3 
million at December 31, 2015 and 2014, respectively. Claims adjustment expenses related 
to claims unpaid are accrued based on an estimate of expenses to adjudicate and pay 
such claims. 


While management believes that the liability for unpaid claims and claims adjustment 
expenses at December 31, 2015 and 2014 is adequate to cover the ultimate net cost of 
claims, the liability is based on estimates and the amount ultimately paid may be more or 
less than the estimates. Adjustments and changes resulting from revisions of these 
estimates are reported in the period in which the revisions are made. 


3.11.9 PROHIBITION ON PAYMENTS 


3.11.9 Prohibition on Payments to Institutions or Entities Located Outside of 


the United States. 
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3.11.9.1 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) 


of the Social Security Act (the Act), the vendor shall not provide any payments 


for items or services provided under the Medicaid State Plan or under a waiver 


to any financial institution or entity located outside of the United States (U.S.). 


 


3.11.9.2 Payments for items or services provided under the Medicaid State 


Plan to financial institutions or entities such as provider bank accounts or 


business agents located outside of the U.  S. are prohibited by this provision. 


Further, this Section prohibits payments to telemedicine providers located 


outside of the U.S. Additionally; payments to pharmacies located outside of the 


U.S. are not permitted. 


 


3.11.9.3 Any payments for items or services provided under the Medicaid 


State Plan or under a waiver to any financial institution or entity located outside 


of the U.S. may be recovered by the State from the vendor. 


 


3.11.9.4 For purposes of implementing this provision, section 1101(a) (2) of the 


Act defines the term “United States” when used in a geographical sense, to 


mean the “States.” Section 1101(a)(1) of the Act defines the term “State” to 


include the District of Columbia, Puerto Rico, the Virgin Islands, Guam, the 


Northern Mariana Islands, and American Samoa, when used under Title XIX. 


 


3.11.9.5 The phrase, “items or services provided under the Medicaid State Plan 


or under a waiver” refers to medical assistance for which the State claims 


Federal funding under section 1903(a) of the Act. Tasks that support the 


administration of the Medicaid State Plan that may require payments to 


financial institutions or entities located outside of the U.S. are not prohibited 


under this statute. For example, payments for outsourcing information 


processing related to Plan administration or outsourcing call centers related to 


enrollment or claims adjudication are not prohibited under this statute. 


Delta Dental understands that payments for services provided outside the United States 
are prohibited. Delta Dental enforces these prohibitions through the following means: 


 Providers who are located outside the United States are not credentialed or enrolled. 
 Out-of-network services are not authorized for providers located outside the United 


States. 
 Delta Dental’s provider management system flags banking addresses and institutions 


located outside the United States for rejection. 
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3.12 GRIEVANCES, APPEALS AND FAIR HEARINGS 


Delta Dental commits to complying with all Nevada DBA program grievances, appeals 
and fair hearings provisions in RFP Subsection 3.12, Grievances, Appeals and Fair 
Hearings. We describe our approach to meeting the RFP requirements in the sections 
that follow. 


3.12.1 GRIEVANCES AND APPEALS 


3.12.1 The vendor shall establish a system for recipients and providers, which 


includes a grievance process, an appeal process, and access to the State Fair 


Hearing system.  


 


3.12.1.1 A grievance is an expression of dissatisfaction about any matter other 


than one of the actions listed below. Possible issues for grievances include, but 


are not limited to, access to care, quality of services, interpersonal relationships 


between vendor staff and recipients or providers, and failure to respect a 


recipient’s rights. 


 


3.12.1.2 An appeal is a specific request for review of one of the following 


actions: 


 


A.  The denial or limited authorization of a requested service, including 


the type or level of service; 


 


B.  The reduction, suspension or termination of a previously authorized 


service; 


 


C. The denial, in whole or in part, of payment for a service; 


 


D.  The failure to provide services in a timely manner; or 


 


E.  The failure of a vendor to process grievances, appeals or expedited 


appeals within required timeframes including resolution and notification.  


 


3.12.1.3 The vendor must provide information about these systems to recipients 


at the time of enrollment. The vendor must inform providers and subcontractors 


at the time they enter into a contract.  


 


A.  This information must include:  


 


1. The recipient’s right to file grievances and appeals; the requirements 


and timeframes for filing; 


 


2. The availability of assistance with filing;  
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3. The recipient’s right to request continuation of benefits during an 


appeal or State Fair Hearing although the recipient may be liable for the cost of 


any continued benefits if the action is upheld;  


  


4. The toll free number to file oral grievances and appeals; and  


 


5. Any DHCFP determined provider’s appeal rights to challenge the 


failure of the organization to cover a service. 


 
3.12.1.4 The vendor must submit to the DHCFP monthly and quarterly reports 


that document the grievance and appeal activities listed on the templates 


located in Attachment T, Forms and Reporting Guide. The report should be 


broken out by hearing issue, date requested and date resolved, program and 


outcome for tracking, trending and corrective action. 


 


3.12.1.5 The vendor shall have a contact person who is knowledgeable of the 


grievance and appeal procedures and shall direct all grievance and appeals, 


whether verbal or the recipient chooses to file in writing. Should a recipient 


choose to appeal in writing, the recipient shall be instructed to file via mail or 


fax to the designated P.O. Box or fax number for medical appeals. 


 


3.12.1.6 The vendor shall have sufficient support staff (clerical and 


professional) available to process grievance and appeals in accordance with 


the requirements. The vendor shall notify the DHCFP of the names of appointed 


staff recipients and their phone numbers.  Staff shall be knowledgeable about 


the applicable state and federal law, vendor's rules and regulations, and all 


court orders governing appeal procedures, as they become effective. 


 


3.12.1.7 The DHCFP shall conduct an annual audit of the appeals process to 


ascertain compliance with federal and state regulations as well as contractual 


compliance. 


We currently implement a grievance and appeal process that reflects more than 40 years’ 
experience administering the State of California’s Denti-Cal program and 16 years 
administering numerous state, county and regional CHIP and CHIP-like programs. Our 
process, which is described below, ensures that we respond fully and promptly to each 
dissatisfaction or concern and also document the status and disposition of every 
grievance and appeal. 


The right to file a grievance and the methods available, including a toll-free phone 
number, is included in the provider and member handbooks upon enrollment into the 
program. The availability of assistance with filing a grievance is also described in the 
handbooks. 


As one measure of Delta Dental’s success as a dental benefits administrator, we 
historically receive very few grievances from recipients and providers. For one of our 
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smallest CHIP contracts – San Mateo Healthy Kids, which has approximately 690 
recipients – we received no grievances between September 2015 and August 2016. And, 
for our largest Medicaid contract – Denti-Cal, which has more than 13 million recipients – 
we received an average of 236 grievances per month between December 2015 and 
November 2016. The percentage of Denti-Cal grievances per total enrollment for that time 
frame was less than 0.002% and the average resolution time was 19 days.  


Delta Dental’s grievance and appeal policies and procedures reflect the standards set by 
our customers and corporate leadership. For the Nevada DBA program, Delta Dental will 
use DHCFP-approved policies and procedures for recording, investigating, resolving and 
analyzing all grievances and appeals – whether received by telephone or in writing – 
within State-established time frames. We commit to providing sufficient numbers of 
trained staff to ensure that: 


 Emergency clinical issues will be resolved within 24 hours of receipt or by the close of 
the next business day; 


 Non-emergency clinical issues will be resolved within five days of receipt and 
 Non-clinical issues will be resolved within 30 days of receipt. 


We will notify the DHCFP of the names of such appointed staff and their phone numbers. 
Our trained staff will be knowledgeable about the applicable state and federal law, our 
program rules and regulations, and all court orders governing appeal procedures, as 
they become effective. 


In addition, we will ensure that a clinician – specifically, a Nevada licensed dentist – will 
be available to represent Delta Dental and the DHCFP at all dental administrative 
hearings. 


We commit to submitting to the DHCFP monthly and quarterly reports that document the 
grievance and appeal activities listed on the templates located in Attachment T, Forms 
and Reporting Guide. This report will be broken out by hearing issue, date requested and 
date resolved, program and outcome for tracking, trending and corrective action. 


We understand and acknowledge that the DHCFP shall conduct an annual audit of the 
appeals process to ascertain compliance with federal and state regulations as well as 
contractual compliance. 


Grievance Process 


Delta Dental categorizes grievances into three areas: expedited, quality of care and 
administrative. Expedited grievances are those involving serious and imminent threat to 
patient health including, but not limited to, severe pain and potential loss of life, limb or 
major bodily function. Expedited grievances are given top priority. Quality of care 
grievances, which involve the provision of dental care, require review by a staff dental 
consultant. Administrative grievances – for example, eligibility disputes or claim 
payment challenges – can usually be resolved by a Delta Dental customer relations 
analyst. 
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Delta Dental accepts grievances and appeals by telephone, letter, on a grievance/appeal 
form or on-line through our website. We provide a toll-free number that callers can use 
for filing grievances and appeals. Because our first notice of a potential grievance or 
appeal is usually a call to our Call Center, our Customer Service Representatives (CSR) 
receive special training regarding the handling of grievances and appeals. Expedited 
grievances or appeals are immediately forwarded to an analyst or staff dental consultant. 


For many types of administrative issues, the CSR has the expertise to resolve those 
issues immediately and makes every effort to do so during the initial call. If a CSR cannot 
resolve a grievance or appeal, the call is forwarded to an analyst. If an appeal or 
administrative grievance cannot be resolved immediately – or for grievances involving 
quality of care – the analyst requests that the recipient or provider submit the grievance 
to Delta Dental in writing by mail, electronically or via fax. If the recipient or provider 
cannot or will not submit the grievance in writing, we will accept it verbally. 


Upon receipt, written grievances and appeals are date-stamped and routed to an analyst 
for review and processing. Regardless of how the grievance or appeal is received, the 
analyst generates an acknowledgment letter within five business days of receipt. The 
acknowledgment letter includes the date of receipt, contact information and all 
disclosures and notifications required by law. 


When grievance resolution requires evaluation of quality, medical necessity or other 
issues that call for a professional opinion, all available diagnostic and chart records are 
presented to a dental consultant for review. All of our dental consultants are licensed 
dentists in Nevada and have been credentialed by Delta Dental. For grievances involving 
a contested claim or the processing of a prior grievance, the case is assigned to a dental 
consultant who was not previously involved in review of the claim or grievance in 
question. 


For routine (i.e., non-emergency) grievances, it is our policy to acknowledge the 
grievance, collect pertinent records, resolve the grievance and notify the recipient and/or 
provider of the resolution within 30 calendar days of receipt. Emergency grievances 
involving clinical issues are resolved within 24 hours of receipt or by the close of the 
next business day. Our acknowledgement letter for expedited grievances filed by 
recipients informs them that they are not required to participate in Delta Dental’s 
grievance process prior to applying to a regulatory agency for review of an urgent issue. 
Expedited grievances are reported to regulatory agencies as required. 


Grievance letters inform recipients and providers of their right to appeal the decision. 
When recipient grievances are filed against dental providers, we also send the providers 
a letter notifying them of the grievance and how it is being resolved. If a grievance is filed 
against Delta Dental and the matter involves the services or operations of a specific 
department, the manager of that department is required to complete a prompt and 
thorough review of the issue. 


Recipients who are minors or have legal guardians may have a parent or guardian act on 
their behalf to file a grievance. Similarly, with the express written permission of the 
recipient and with a signed release to allow the disclosure of confidential information, a 
provider or recipient representative may also act on a recipient’s behalf during the 
grievance process. Delta Dental ensures that recipients can exercise their right to file a 
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grievance – either with us directly or if they seek assistance from a regulatory agency – 
without fear of discrimination. 


If, through reviewing a grievance, Delta Dental identifies deficiencies that may pose an 
immediate risk to other recipients or if there is a probable pattern of substandard care 
evidenced in the grievance, the dental consultant notifies the dental director. The dental 
director may investigate and/or refer the matter to Delta Dental’s Quality Assurance 
Committee. Next steps can include counseling the provider or requiring the provider to 
submit a corrective action plan. For egregious cases or when past corrective action has 
not been successful, we may elect to limit, restrict or terminate a provider’s program 
participation. If immediate action is required to protect the health and safety of recipients 
or ensure access to care, the dental director may also act to restrict a provider’s 
participation and/or transfer assigned recipients. 


The grievance process can identify potential systemic issues that warrant further 
investigation. Based on investigation results, we take corrective action to address the 
root causes of grievances. Information from Delta Dental’s grievance and appeals system 
is used to generate periodic reports to the dental director and the appropriate quality 
review committee. The data are also considered during the re-credentialing of existing 
providers. 


Our staff follow a standardized data entry process that identifies a sequential set of 
instructions and fields to be completed. We use reason codes for grievance or appeal 
type, status and resolution – and the use of those codes and other data elements allows 
us to track and report grievance and appeal data quickly and easily. Our system also 
permits the entry of free-text comments, which ensures that we can include a complete 
description of each issue, its investigation and resolution and any communication with 
the recipient or provider. In compliance with RFP requirements, we will use a DHCFP-
approved template for any written communications with recipients related to grievances 
and appeals (e.g., acknowledgment of receipt of grievance letter, status of grievance 
letter and resolution of grievance letter). 


Electronic Documentation System 


Delta Dental’s grievance system categorizes issues as eligibility, financial, customer 
service, peer review, regulatory agency, access, benefits, facility, claims, dental plan 
and/or HIPAA. Within each category, a detailed list of subjects further delineates the 
reason for the grievance. This enables us to perform detailed tracking, monitoring and 
analysis of issues that may require corrective action. 


We track grievances and appeals electronically from the time they are received and date-
stamped to the time they are resolved and closed. Each grievance and appeal is 
assigned a document control number that includes the date of receipt as part of its 
configuration. Opening a new grievance or appeal record prompts the system to 
generate a letter that confirms receipt of the correspondence. 
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Appeal Process 


Recipients and providers may appeal an unfavorable decision regarding either an 
administrative or dental care-related grievance. As with grievances, emergency appeals 
(i.e., those involving serious and imminent threat to the patient’s health) are assigned the 
highest priority and are expedited and resolved within 24 hours or by the close of the 
next business day. Standard resolution of appeals is completed within 45 dates of 
receipt, with an extension of up to 14 days if needed. 


For this program, if a recipient requests administrative review of an appeal’s disposition, 
Delta Dental will communicate that request to the DHCFP. We will provide a clinician (i.e., 
a dentist) to represent us and the DHCFP at all dental administrative hearings. We 
commit to working closely with the DHCFP to complete such reviews and, as 
appropriate, make changes to our services that will help reduce future grievances and 
appeals. 


3.12.2 RECIPIENT GRIEVANCES AND APPEALS 


3.12.2 Recipient Grievances and Appeals 


 


The authority for the following provisions concerning Recipient Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional and 


cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and (d), 


431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 483.23(a) 


(5) (ii), and 438.404(c) (4).  


 


3.12.2.1 The vendor’s recipient grievance and appeal system must be in 


writing and submitted to the DHCFP for review and approval at the time the 


Vendor’s Policies and Procedures are submitted, and at any time thereafter 


when the vendor’s recipient grievances and appeals policies and procedures 


have been revised or updated (not including grammatical or readability 


revisions or updates). The vendor may not implement any policies and 


procedures concerning its recipient grievance and appeal system without first 


obtaining the written approval of the DHCFP. 


 


3.12.2.2 The vendor must allow the recipient, or provider acting on behalf of 


the recipient, to file an appeal within a reasonable State-defined timeframe 


that cannot be less than twenty (20) calendar days or exceed ninety (90) 


calendar days from the date on the entity’s notice of action. 


 


3.12.2.3 The vendor must continue the recipient’s benefits while an appeal is in 


process if all of the following conditions are met: 


 


A.  The appeal is filed on or before the later of the following: a) within ten (10) 


calendar days plus mailing time of the vendor mailing the Notice of Action; or 


b) the intended effective date of the vendor’s proposed action; 
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B.  The appeal involves the termination, suspension, or reduction of a previously 


authorized course of treatment; 


 


C. The services were ordered by an authorized provider; 


 


D.  The authorization period has not expired; and 


 


E.  The recipient requests continuation of benefits. 


 


3.12.2.4 The vendor must continue or reinstate the recipient’s benefits while 


the appeal is pending, and the benefits must be continued until one of the 


following occurs:  


 


A.  The recipient withdraws the appeal; 


 


B.  The recipient does not request a State Fair Hearing with continuation of 


benefits within 10 days from the date the Vendor mails an adverse appeal 


decision; 


 


C. A State Fair Hearing decision adverse to the recipient is made, or 


 


D.  The service authorization expires or authorization limits are met. 


 


3.12.2.5 A recipient or a recipient’s representative (including a provider on 


behalf of a recipient) may file a grievance or submit an appeal directly with the 


DHCFP. However, such grievances and appeals will be referred to the vendor 


for resolution. In the event a provider files an appeal on the recipient’s behalf, 


with the exception of an expedited appeal, the provider must first obtain the 


recipient’s written permission.  


 


3.12.2.6 In the case of appeals, the recipient, if after exhausting the vendor’s 


appeal process, is not satisfied with the outcome, may request a State Fair 


Hearing from the DHCFP. The vendor is required to provide access to and 


information about the State Fair Hearing process in the event a recipient’s 


appeal is not resolved in favor of the recipient. Grievances are not eligible for 


referral to the State Fair Hearing process. 


 


3.12.2.7 A recipient, or a provider acting on behalf of the recipient, may file 


an appeal or grievance either orally or in writing. Unless the recipient has 


requested an expedited resolution, an oral appeal may be followed by a 


written, signed appeal. The vendor may not require a written signed appeal 


following an oral request for an expedited appeal. If a grievance or appeal is 


filed orally, the vendor is required to document the contact for tracking 
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purposes and to establish the earliest date of receipt.  There is no requirement 


to track routine telephone inquiries. 


 


3.12.2.8 For tracking purposes, an oral appeal or grievance is differentiated 


from a routine telephone inquiry by the content of the inquiry. 


Recipients and providers may appeal an unfavorable decision regarding either an 
administrative or dental care-related grievance. As with grievances, emergency appeals 
(i.e., those involving serious and imminent threat to the patient’s health) are assigned the 
highest priority and are expedited and resolved within 24 hours or by the close of the 
next business day. Standard resolution of appeals is completed within 45 dates of 
receipt, with an extension of up to 14 days if needed. 


For this program, if a recipient requests administrative review of an appeal’s disposition, 
Delta Dental will communicate that request to the DHCFP. We will provide a clinician (i.e., 
a dentist) to represent us and the DHCFP at all dental administrative hearings. We 
commit to working closely with the DHCFP to complete such reviews and, as 
appropriate, make changes to our services that will help reduce future grievances and 
appeals. 


Delta Dental has carefully reviewed the grievance and appeal requirements in the RFP 
and in 42 CFR 438 Subpart F. We will make any needed revisions to our current process 
following contract award to ensure compliance with the applicable CFRs and RFP 
requirements and/or specific instructions from the DHCFP. We will submit written copies 
of our grievance and appeal processes at the time our policies and procedures are 
submitted. Once we have received the DHCFP approval of our grievance and appeal 
procedures, we will not modify them without prior written approval. We will give the 
DHCFP a copy of the approved procedures and provide updated and/or replacement 
copies as needed. 


Specifically, we commit to the following: 


 We will allow the recipient, or provider acting on behalf of the recipient, to file an appeal 
within a reasonable State-defined timeframe that cannot be less than 20 calendar days or 
exceed 90 calendar days from the date on the entity’s notice of action. 


 Require that if a provider files an appeal on the recipient’s behalf, with the exception of an 
expedited appeal, the provider will first obtain the recipient’s written permission. 


 We will continue the recipient’s benefits while an appeal is in process if all of the 


following conditions are met: 


 The appeal is filed on or before the later of the following: a) within 10 calendar days 
plus mailing time of our mailing the Notice of Action; or b) the intended effective date 
of our proposed action; 


 The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment; 


 The services were ordered by an authorized provider; 
 The authorization period has not expired and 
 The recipient requests continuation of benefits. 


 Delta Dental will continue or reinstate the recipient’s benefits while the appeal is pending, 
and the benefits will be continued until one of the following occurs:  
 The recipient withdraws the appeal; 
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 The recipient does not request a State Fair Hearing with continuation of benefits 
within 10 days from the date the Vendor mails an adverse appeal decision; 


 A State Fair Hearing decision adverse to the recipient is made, or 
 The service authorization expires or authorization limits are met. 


In the event a recipient’s appeal is not resolved in favor of the recipient, we commit to 
providing access to and information about the State Fair Hearing process to such 
recipient. 


3.12.3 AUTHORIZATION AND NOTICE TIMELINESS REQUIREMENTS 


3.12.3 Authorization and Notice Timeliness Requirements 


 


3.12.3.1 The vendor must provide standard authorization decisions as 


expeditiously as the recipient’s health requires and within the State’s 


established timelines that may not exceed fourteen (14) calendar days 


following receipt of the request for service, with a possible extension of up to 


fourteen (14) additional calendar days if the recipient or provider requests the 


extension; or, the vendor justifies (to the DHCFP upon request) a need for 


additional information and how the extension is in the recipient’s interests. The 


vendor must provide written notice of the reason for the extension and inform 


the recipient of their right to file a grievance. 


 


3.12.3.2 For cases in which a provider indicates or the vendor determines that 


following the standard timeframe could seriously jeopardize the recipient’s life 


or health or ability to attain, maintain, or regain maximum function, the vendor 


must make an expedited authorization decision and provide a Notice of Action 


as expeditiously as the recipient’s health condition warrants and no later than 


seventy-two (72) hours after receipt of the request for service.  The vendor may 


extend the (72) hours’ time period by up to fourteen (14) calendar days if the 


recipient requests an extension or if the vendor justifies (to the DHCFP upon 


request) a need for additional information and how the extension is in the 


recipient’s best interest. The vendor must provide written notice of the reason 


for the extension and inform the recipient of their right to file a grievance. 


Delta Dental maintains a staff of qualified, clinically trained personnel whose primary 
duties are to assist in evaluating medical necessity for dental specialty services. Staff 
dental consultants review preauthorization requests on a case-by-case basis. Our dental 
consultants also possess both the knowledge and the capability to correctly determine 
the need for dental services rendered in a non-dental office setting, taking into account 
the special needs of the patient (i.e., physical, behavioral or cultural), available dental 
resources, urgency of the condition, post-procedure care and other critical factors that 
may influence an authorization decision. All preauthorization requests to be denied or 
modified/limited are individually reviewed by the dental director for a final decision, and 
the dental director is available to consult with the treating dentist regarding requested 
services.  
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Per the requirements in this RFP, we commit to the following regarding pre-
authorizations: 


 We will provide standard authorization decisions as expeditiously as the recipient’s 
health requires and within the State of Nevada’s established timelines that may not 
exceed 14 calendar days following receipt of the request for service, with a possible 
extension of up to 14 additional calendar days if the recipient or provider requests the 
extension; or if we justify (to the DHCFP upon request) a need for additional information 
and how the extension is in the recipient’s interests. We will provide written notice of the 
reason for the extension and inform the recipient of their right to file a grievance. 


 For cases in which a provider indicates or Delta Dental determines that following the 
standard timeframe could seriously jeopardize the recipient’s life or health or ability to 
attain, maintain, or regain maximum function, we will make an expedited authorization 
decision and provide a Notice of Action as expeditiously as the recipient’s health 
condition warrants. This will be no later than 72 hours after receipt of the request for 
service. We may extend the 72 hours’ time period by up to 14 calendar days if the 
recipient requests an extension or if the vendor justifies (to the DHCFP upon request) a 
need for additional information and how the extension is in the recipient’s best interest. 
We will provide written notice of the reason for the extension and inform the recipient of 
their right to file a grievance in this case as well. 


3.12.4 NOTICE OF ACTION 


3.12.4 Notice of Action 


 


3.12.4.1 The vendor must provide a written Notice of Action to the recipient 


when the vendor takes action or makes an adverse determination affecting 


the recipient. If a provider has made a request on a recipient’s behalf and the 


vendor makes an adverse determination, the provider must be notified but this 


notification need not be in writing. 


 


3.12.4.2 The notice must meet all of the following requirements: 


 


A.  Be available in the State-established prevalent non-English languages; 


 


B.  Be available in alternative formats for persons with special needs (visually 


impaired recipients, or recipients with limited reading proficiency); and 


 


C. Use easily understood language and format requirements of 42 CFR 


438.404(c); 42 CFR 438.10(c) and (d).  


 


3.12.4.3 A written Notice of Action to the recipient must meet the following 


requirements and must explain: 


 


A.  The action the vendor or its subcontractor has taken or intends to take; 


 


B.  The reasons for the action; 
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C. The recipient’s or the provider’s right to file an appeal, if he/she disagrees 


with decision; 


 


D.  The recipient’s right to request a State Fair Hearing after the recipient has 


exhausted the vendor’s internal appeal procedures; 


 


E.  The procedures for exercising the recipient’s rights to appeal; 


 


F.  The circumstances under which expedited resolution is available and how to 


request it; 


 


G. The recipient’s rights to have benefits continue if the appeal is filed on or 


before the latter of the following: within ten (10) calendar days of the vendor 


mailing the Notice of Action or the intended effective date or the proposed 


action pending the resolution of the appeal, how to request that benefits be 


continued, and the circumstances under which the recipient may be required 


to pay the costs of these services; 


 


H.  That the recipient may represent himself or use legal counsel, a relative, a 


friend, or other spokesman; 


 


I.  The specific regulations that support, or the change in federal or State law 


that requires the action; and 


 


J.  The recipient’s right to request an evidentiary hearing if one is available or a 


state agency hearing, or in cases of action based on change in law, the 


circumstances under which a hearing will be granted. 


 


3.12.4.4 The vendor must give notice at least ten (10) calendar days before 


the date of action when the action is a termination, suspension, or reduction of 


previously authorized covered services.  This timeframe may be shortened to 


five (5) days if probable recipient fraud has been verified.   


 


3.12.4.5 The vendor must give notice by the date of the action for the 


following circumstances:   


 


A.  In the death of the recipient;  


 


B.  A signed written recipient statement requesting termination or giving 


information requiring termination or reduction of services (where the recipient 


understands that this must be the result of supplying that information); 


 


C.  The recipient’s admission to an institution where he is ineligible for 


Medicaid services; 
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D.  The recipient’s address is unknown and mail directed to him has no 


forwarding address; or 


 


E.  The recipient has been accepted for Medicaid services by another local 


jurisdiction, state, territory, or commonwealth. 


 


3.12.4.6 The vendor must give a Notice of Action on the date of action when 


the action is a denial of payment.  


 


3.12.4.7 The vendor must give notice on the date that the timeframes expire 


when service authorization decisions are not reached within the timeframes for 


either standard or expedited service authorizations. Untimely service 


authorizations constitute a denial and are thus adverse actions. 


 


3.12.4.8 The recipient’s right to receive written resolution notice that includes 


the results of the process and the date it was completed. In addition, 


reasonable efforts shall be made to provide oral resolution notice. 


 


3.12.4.9 For appeals not resolved wholly in favor of the recipients, the notice 


must include:  


 


A.  The right to request a State Fair Hearing, and how to do so; 


 


B.  The right to request to receive benefits while the hearing is pending, and 


how to make the request; and 


 


C. That the recipient may be held liable for the cost of those benefits if the 


hearing decision upholds the vendor's action. 


In the event Delta Dental takes action or makes an adverse determination affecting the 
recipient, or if a provider has made a request on a recipient’s behalf and we make an 
adverse determination, we will provide a written Notice of Action to the recipient. 


This Notice of Action will include the following: 


 Be available in the State-established prevalent non-English languages; 
 Be available in alternative formats for persons with special needs (visually impaired 


recipients, or recipients with limited reading proficiency) and 
 Easily understood language and format requirements of 42 CFR 438.404(c); 42 CFR 


438.10(c) and (d).  


In addition to meeting the above requirements, the Notice of Action will also include the 
following information and explanations: 


 The action Delta Dental or one of its subcontractors has taken or intends to take; 
 The reasons for the action; 
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 The recipient’s or the provider’s right to file an appeal, if there is a disagreement with the 
decision; 


 The recipient’s right to request a State Fair Hearing after the recipient has exhausted the 
Delta Dental’s internal appeal procedures; 


 The procedures for exercising the recipient’s rights to appeal; 
 The circumstances under which expedited resolution is available and how to request it; 
 The recipient’s rights to have benefits continue if the appeal is filed on or before the latter 


of the following: within 10 calendar days of Delta Dental mailing the Notice of Action or 
the intended effective date or the proposed action pending the resolution of the appeal, 
how to request that benefits be continued, and the circumstances under which the 
recipient may be required to pay the costs of these services; 


 That the recipient may represent himself or use legal counsel, a relative, a friend, or other 
spokesman; 


 The specific regulations that support, or the change in federal or State law that requires 
the action and 


 The recipient’s right to request an evidentiary hearing if one is available or a state agency 
hearing, or in cases of action based on change in law, the circumstances under which a 
hearing will be granted. 
 
In the event the action is a termination, suspension, or reduction of previously authorized 
covered services, we will give notice at least 10 calendar days before the date of such 
action. If probable recipient fraud has been verified, Delta Dental may shorten this time to 
five days. 
 
Delta Dental will give notice by the date of the action for the following circumstances: 
 


 In the death of the recipient; 
 A signed written recipient statement requesting termination or giving information 


requiring termination or reduction of services (where the recipient understands that this 
must be the result of supplying that information); 


 The recipient’s admission to an institution where he is ineligible for Medicaid services; 
 The recipient’s address is unknown and mail directed to him has no forwarding address; 


or The recipient has been accepted for Medicaid services by another local jurisdiction, 
state, territory, or commonwealth. 


We will give a Notice of Action on the date of action when the action is a denial of 
payment. 


Delta Dental will give notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or 
expedited service authorizations. 


We will ensure the recipient receives a written resolution notice that includes the results 
of the process and the date it was completed. In addition, we will make reasonable efforts 
to provide oral resolution notice. 


For appeals not resolved wholly in favor of the recipients, the Notice of Action will 
include the following information: 


 The right to request a State Fair Hearing, and how to do so; 
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 The right to request to receive benefits while the hearing is pending, and how to make the 
request and 


 That the recipient may be held liable for the cost of those benefits if the hearing decision 
upholds Delta Dental’s action. 


3.12.5 HANDLING OF GRIEVANCES AND APPEALS 


3.12.5 Handling of Grievances and Appeals  


 


The vendor is required to dispose of each grievance and resolve each appeal 


and to provide notice as expeditiously as the recipient’s health condition 


requires within the State’s established time frames specified as follows: 


 


3.12.5.1 Standard disposition of grievances: The vendor is allowed no more 


than ninety (90) calendar days from the date of receipt of the grievance. 


 


3.12.5.2 Standard resolution of appeals: The vendor is allowed no more than 


thirty (30) calendar days from the date of receipt of the appeal. 


 


3.12.5.3 Expedited resolution of appeals:  The vendor must resolve each 


expedited appeal and provide notice, as expeditiously as the recipient’s health 


condition requires, not to exceed three (3) business days after the vendor 


receives the expedited appeal request. The vendor is required to establish and 


maintain an expedited review process for appeals when the vendor 


determines or the provider indicates that taking the time for a standard 


resolution could seriously jeopardize the recipient’s life or health or ability to 


attain, maintain, or regain maximum function. The vendor must ensure that 


punitive action is not taken against a provider who requests an expedited 


resolution or supports an appeal.  If the vendor denies a request for an 


expedited resolution of an appeal, it must transfer the appeal to the standard 


timeframe of no longer than thirty (30) calendar days from the day the vendor 


receives the appeal (with a possible fourteen (14) calendar day extension) for 


resolution of appeal and give the recipient prompt oral notice of the denial 


and follow up within two (2) calendar days with a written notice. 


 


A.  The vendor must inform the recipient of the limited time available to present 


evidence and allegations of fact or law, in person or in writing, in the case of 


the expedited resolution. 


 


B.  These time frames may be extended up to fourteen (14) calendar days if the 


recipient requests such an extension or the vendor demonstrates to the 


satisfaction of the DHCFP that there is a need for additional information and 


how the extension is in the recipient’s interests. If the State grants the vendor’s 


request for an extension, the vendor must give the recipient written notice of 


the reason for the delay. 
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3.12.5.4 In handling grievances and appeals, the vendor must meet the 


following requirements:  


 


A.  The vendor must provide recipients any reasonable assistance in completing 


forms and taking other procedural steps, including assisting the recipient and/or 


the recipient’s representative to arrange for non-emergency transportation 


services to attend and be available to present evidence at the appeal 


hearing. This also includes, but is not limited to, providing interpreter services 


and toll-free numbers that have adequate teletypewriter (TTY)/ 


Telecommunications device for the deaf (TDD) and interpreter capability; 


 


B.  Acknowledge receipt of each grievance and appeal; 


 


C. Ensure that the individuals, or their subordinates, who make decisions on 


grievances and appeals were not involved in any previous level of review or 


decision-making; and 


 


D.  Ensure that the individuals who make decisions on grievances and appeals 


are health care professionals who have the appropriate clinical expertise in 


treating the recipient’s condition or disease if the grievance or appeal involves 


any of the following: 


 


1. An appeal of a denial that is based on medical necessity; 


 


2. A grievance regarding the denial of an expedited resolution of an appeal; 


or 


 


3. A grievance or appeal that involves clinical issues. 


 


3.12.5.5 The process for appeals also requires: 


 


A.  That oral inquiries seeking to appeal an action are treated as appeals (in 


order to establish the earliest possible filing date for the appeal) and must be 


confirmed in writing unless the recipient requests expedited resolution; 


 


B.  That the recipient is provided a reasonable opportunity to present evidence, 


and allegations of fact or law, in person as well as in writing, and that the 


recipient is informed by the Vendor of the limited time available for this in the 


case of expedited resolution; 


 


C.  That the recipient and his/her representative is provided the 


opportunity, before and during the appeals process, to examine the recipient’s 


case file, including medical records, and any other document and records 


considered during the appeals process; and 
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D.  The vendor to include, as parties to the appeal, the recipient and his/her 


representative or the legal representative of a deceased recipient’s estate. 


 


3.12.5.6 The vendor shall notify the recipient of the disposition of the grievance 


and appeal in written format. The written notice must include the results of the 


resolution process and the date it was completed. For appeals that are not 


wholly resolved in favor of the recipient, the notice must also include:  


 


A.  The right of the recipient to request a State Fair Hearing from the DHCFP and 


how to do so;  


 


B.  The right to request to receive benefits while the hearing is pending and how 


to make this request; and 


 


C.  That the recipient may be held liable for the cost of those benefits if 


the State Fair Hearing’s Officer upholds the vendor’s action. 


 


3.12.5.7 For expedited appeal resolution requests, the vendor is required to 


make a good faith effort to provide an oral notice of the disposition in addition 


to the required written notice. 


 


3.12.5.8 The vendor is required to maintain records of grievances and appeals, 


which the DHCFP will review as part of the Division’s quality strategy. 


 


3.12.5.9 The vendor shall devote a portion of its regularly scheduled Quality 


Management / Quality Improvement committee meetings to the review of 


recipient complaints and appeals that have been received. 


Grievance Dispositions and Appeal Resolutions 


Delta Dental commits to expeditiously dispose of each grievance and resolve each 
appeal and to provide notice as the recipient’s health condition requires, within the 
State’s established time frames. 


For standard (i.e., non-emergency) grievances, it is Delta Dental’s policy to acknowledge 
the grievance, collect pertinent records, resolve the grievance and notify the recipient 
and/or provider of the resolution within 30 calendar days of receipt. Emergency 
grievances involving clinical issues are resolved within 24 hours of receipt or by the 
close of the next business day. Our acknowledgement letter for expedited grievances 
filed by recipients informs them that they are not required to participate in Delta Dental’s 
grievance process prior to applying to a regulatory agency for review of an urgent issue. 
Expedited grievances are reported to regulatory agencies as required. 


Recipients and providers may appeal an unfavorable decision regarding either an 
administrative or dental care-related grievance. As with grievances, emergency appeals 
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(i.e., those involving serious and imminent threat to the patient’s health) are assigned the 
highest priority and are expedited and resolved within 24 hours or by the close of the 
next business day. Standard resolution of appeals is completed within 30 calendar days 
of receipt. 


Expedited Grievances and Appeals 


Delta Dental accepts grievances and appeals by telephone, letter, on a grievance/appeal 
form or on-line through our website. We provide a toll-free number that callers can use 
for filing grievances and appeals. Because our first notice of a potential grievance or 
appeal is usually a call to our Call Center, our CSRs receive special training regarding 
the handling of grievances and appeals. Expedited grievances or appeals are 
immediately forwarded to an analyst or staff dental consultant. 


Delta Dental commits to resolving each expedited appeal and to provide notice, as 
expeditiously as the recipient’s health condition requires, not to exceed three business 
days after we receive the expedited appeal request.  


We will establish and maintain an expedited review process for appeals when we 
determine or the provider indicates that taking the time for a standard resolution could 
seriously jeopardize the recipient’s life or health or ability to attain, maintain, or regain 
maximum function.  


No punitive actions will be taken against a provider who requests an expedited 
resolution or supports an appeal. If we deny a request for an expedited resolution of an 
appeal, it must transfer the appeal to the standard timeframe of no longer than 30 
calendar days from the day the we receive the appeal (with a possible 14 calendar day 
extension) for resolution of appeal and give the recipient prompt oral notice of the denial 
and follow up within two calendar days with a written notice. 


In the case of the expedited resolution, we will inform the recipient of the limited time 
available to present evidence and allegations of fact or law, in person or in writing. 


If the recipient requests an extension of time or Delta Dental demonstrates to the 
satisfaction of the DHCFP that there is a need for additional information and how an 
extension is in the recipient’s interests, these time frames may be extended up to 14 
calendar days. If the State grants our request for an extension, we will give the recipient 
written notice of the reason for the delay. 


Standard Grievances and Appeals 


For this program, if a recipient requests administrative review of an appeal’s disposition, 
Delta Dental will communicate that request to the DHCFP. We will provide a clinician (i.e., 
a dentist) to represent us and the DHCFP at all dental administrative hearings. We 
commit to working closely with the DHCFP to complete such reviews and, as 
appropriate, make changes to our services that will help reduce future grievances and 
appeals. 
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Delta Dental will provide recipients any reasonable assistance in completing forms and 
taking other procedural steps for the appeal hearing. This will include: 


 Assisting the recipient and/or the recipient’s representative to arrange for non-emergency 
transportation services to attend and be available to present evidence at the appeal 
hearing. 


 Providing interpreter services and toll-free numbers that have adequate teletypewriter 
(TTY)/ Telecommunications device for the deaf (TDD) and interpreter capability. 
 


In additions to the above listed recipient assistance we commit to the following: 


 Acknowledge receipt of each grievance and appeal in writing; 
 Ensure that the individuals, or their subordinates, who make decisions on grievances and 


appeals are not involved in any previous level of review or decision-making and 
 Ensure that the individuals who make decisions on grievances and appeals are health 


care professionals who have the appropriate clinical expertise in treating the recipient’s 
condition or disease if the grievance or appeal involves any of the following: 
 An appeal of a denial that is based on medical necessity; 
 A grievance regarding the denial of an expedited resolution of an appeal; or 
 A grievance or appeal that involves clinical issues. 


Our current process for appeals also includes the following: 


 Oral inquiries seeking to appeal an action are treated as appeals (in order to establish the 
earliest possible filing date for the appeal) and must be confirmed in writing unless the 
recipient requests expedited resolution; 


 The recipient is provided a reasonable opportunity to present evidence, and allegations of 
fact or law, in person as well as in writing, and that the recipient is informed of the limited 
time available for this in the case of expedited resolution; 


 The recipient and representative is provided the opportunity, before and during the 
appeals process, to examine the recipient’s case file, including medical records, and any 
other document and records considered during the appeals process and 


 We include as parties to the appeal, the recipient and representative or the legal 
representative of a deceased recipient’s estate. 


Delta Dental will notify the recipient of the disposition of the grievance and appeal in 
written format, which will include the results of the resolution process and the date it was 
completed. We will make a good faith effort to provide an oral notice of the disposition in 
addition to the required written notice. 


For appeals that are not wholly resolved in favor of the recipient, the notice will also 
include:  


 The right of the recipient to request a State Fair Hearing from the DHCFP and how to do 
so;  


 The right to request to receive benefits while the hearing is pending and how to make this 
request and 


 That the recipient may be held liable for the cost of those benefits if the State Fair 
Hearing’s Officer upholds Delta Dental’s action. 
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Quality Review 


If, through reviewing a grievance, Delta Dental identifies deficiencies that may pose an 
immediate risk to other recipients or if there is a probable pattern of substandard care 
evidenced in the grievance, the dental consultant notifies the dental director. The dental 
director may investigate and/or refer the matter to Delta Dental’s Quality Assurance 
Committee. Next steps can include counseling the provider or requiring the provider to 
submit a corrective action plan. For egregious cases or when past corrective action has 
not been successful, we may elect to limit, restrict or terminate a provider’s program 
participation. If immediate action is required to protect the health and safety of recipients 
or ensure access to care, the dental director may also act to restrict a provider’s 
participation and/or transfer assigned recipients. 


The grievance process can identify potential systemic issues that warrant further 
investigation. Based on investigation results, we take corrective action to address the 
root causes of grievances. Information from Delta Dental’s grievance and appeals system 
is used to generate periodic reports to the dental director and the appropriate quality 
review committee. The data are also considered during the re-credentialing of existing 
providers. Our regularly scheduled Quality Management / Quality Improvement 
committee meetings include the review of recipient complaints and appeals that have 
been received.  


We maintain records of grievances and appeals, which the DHCFP will be able to review 
as part of the Division’s quality strategy. 


3.12.6 STATE FAIR HEARING PROCESS 


3.12.6 State Fair Hearing Process 


 


3.12.6.1 The State Fair Hearing process is described in MSM Chapter 3100. A 


recipient, recipient’s representative or the representative of a deceased 


recipient’s estate has the right to request a State Fair Hearing from the DHCFP 


when they have exhausted the vendor’s appeal system without receiving a 


wholly favorable resolution decision. The request for a State Fair Hearing must 


be submitted in writing within ninety (90) calendar days from the date of the 


vendor’s notice of resolution.  


 


3.12.6.2 The vendor is required to inform the recipient of their right to a State 


Fair Hearing, how to obtain such a hearing, and representation rules must be 


explained and provided in writing to the recipient by the vendor pursuant to 42 


CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).  


 


3.12.6.3 The vendor will participate in the State Fair Hearing process, at the 


vendor’s expense, in each circumstance in which a recipient for whom the 


vendor has made an adverse determination requests a State Fair Hearing. The 


vendor is bound by the decision of the Fair Hearing Officer.  (Please refer to the 
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Chapter 3100 of the MSM for timeframes for standard and expedited State Fair 


Hearings.) 


Delta Dental understands and acknowledges that we will inform program recipients of 
their right ot a State Fair Hearing. Information on how to obtain a hearing and 
representations rules will be included in the member handbook, which is included in the 
welcome materials provided upon entering the program. 


Delta Dental will participate in the State Fair Hearing process, at our expense, in each 
circumstance in which a recipient for whom we have made an adverse determination 
requests a State Fair Hearing. 


3.12.7 CONTINUATION OF BENEFITS 


3.12.7 Continuation of Benefits While the Vendor’s Appeal Process and the 


State Fair Hearing are pending. 


 


3.12.7.1 The vendor must continue the recipient’s benefits while the vendor’s 


internal appeals process is pending and while the State Fair Hearing is pending 


if all of the following conditions exist: 


 


A.  The appeal is submitted to the vendor on or before the later of the following:  


within ten (10) days plus mailing time, of the vendor mailing the Notice of 


Action; or, the intended effective date of the vendor’s proposed action; 


 


B.  The appeal involves the termination, suspension, or reduction of a previously 


authorized course of treatment; 


 


C. The services were ordered by an authorized provider; 


 


D.  The original periods covered by the original authorization have not expired; 


and 


 


E.  The recipient requests an extension of benefits. 


 


3.12.7.2 If, at the recipient’s request, the vendor continues the recipient’s 


benefits while the appeal is pending, the benefits must be continued until one 


of the following occurs:  


 


A.  The recipient withdraws the appeal; 


 


B.  Ten (10) days pass after the vendor mails the notice of action, providing the 


resolution of the appeal against the recipient, unless the recipient, within the 


10-day timeframe has requested a State Fair Hearing with continuation of 


benefits until a State Fair Hearing decision is reached; 
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C. A State Fair Hearing Officer issues a hearing decision adverse to the 


recipient; and 


 


D.  The time period of service limits of a previously authorized service has been 


met. 


 


3.12.7.3 If the final resolution of the appeal is adverse to the recipient, the 


vendor may recover the cost of the services furnished to the recipient while the 


appeal was pending, to the extent that they were furnished solely because of 


the requirements of this section and in accordance with policy set forth in 42 


CFR 431.230(b). 


 


3.12.7.4 If the vendor or Fair Hearing Officer reverses an action to deny, limit, 


or delay services that were not furnished while the appeal was pending, the 


vendor must authorize or provide the disputed services promptly and as 


expeditiously as the recipient’s health condition requires.  If the vendor or State 


Fair Hearing Officer reverses a decision to deny authorization of services, and 


the recipient received the disputed services while the appeal was pending, the 


vendor must pay for those services. 


Delta Dental will continue the recipient’s benefits while our internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions 
exist: 


 The appeal is submitted to the vendor on or before the later of the following:  
 Within 10 days plus mailing time, of Delta Dental mailing the Notice of Action or 
 The intended effective date of our proposed action; 
 


 The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment; 


 The services were ordered by an authorized provider; 
 The original periods covered by the original authorization have not expired and 
 The recipient requests an extension of benefits. 


We will continue the recipient’s benefits while the appeal is pending if the recipient 
requests as such. These benefits will be continued until one of the following occurs:  


 The recipient withdraws the appeal;  
 Ten days pass after we mail the Notice of Action, which provides the resolution of the 


appeal against the recipient. This is unless the recipient, within the 10-day timeframe, has 
requested a State Fair Hearing with continuation of benefits until a State Fair Hearing 
decision is reached; 


 A State Fair Hearing Officer issues a hearing decision adverse to the recipient and 
 The time period of service limits of a previously authorized service has been met. 


We may recover the cost of the services furnished to the recipient while the appeal was 
pending, if the final resolution of the appeal is adverse to the recipient. This would be to 
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the extent that they were furnished solely because of the requirements of this section 
and in accordance with policy set forth in 42 CFR 431.230(b). 


If the vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services 
that were not furnished while the appeal was pending, we will authorize or provide the 
disputed services promptly and as expeditiously as the recipient’s health condition 
requires. If Delta Dental or State Fair Hearing Officer reverses a decision to deny 
authorization of services, and the recipient received the disputed services while the 
appeal was pending, we will pay for those services. 


3.12.8 PROVIDER GRIEVANCES AND APPEALS 


3.12.8 Provider Grievances and Appeals  


 


The vendor must establish a process to resolve any provider grievances and 


appeals that are separate from, and not a party to, grievances and appeals 


submitted by providers on behalf of recipients.  Written grievance and appeals 


procedures must be included, for review and approval, at the time the vendor 


policies and procedures are submitted to the DHCFP and at any time 


thereafter when the vendor’s provider grievance and appeals policies and 


procedures have been revised or updated. The vendor may not implement 


any policies and procedures concerning its provider grievance and appeal 


system without first obtaining the written approval of the DHCFP. 


 


The following provisions reflect minimum requirements and are not intended to 


limit the scope of the vendor’s grievance and appeals process for providers. 


 


3.12.8.1 General Requirements 


 


The vendor must accept written or oral grievances and appeals that are 


submitted directly by the provider as well as those that are submitted from 


other sources, including the DHCFP. An oral appeal must be followed by a 


written, signed appeal; however, the oral appeal must count as the initial date 


of appeal. The vendor must keep a written or electronic record of each 


provider grievance and appeal to include a description of the issue, the date 


filed, the dates and nature of actions taken, and the final resolution. The vendor 


must issue a final decision, in writing, no later than: 


 


A.  Ninety (90) calendar days after a grievance is filed; and 


 


B.  Thirty (30) calendar days after an appeal is filed. 


 


Delta Dental’s provider handbook describes the covered benefits package, recipient 
eligibility and provider obligations for compliance with all administrative, legal and 
regulatory requirements. Included in the handbook is a provider grievance process to 
address and resolve provider concerns. The agreement between Delta Dental and each 







  


 


RFP #3290  


Dental Benefits Administrator 3-259 


 


network dentist contains a provision that obligates the provider to comply with all 
handbook provisions and any subsequent updates. The handbook is distributed to 
providers at the conclusion of the contracting process. 


Our provider grievances and appeals process is separate from the process for 
grievances and appeals submitted by providers on behalf of recipients. We will submit 
written grievance and appeals procedures for review and approval at the time our 
policies and procedures are submitted to the DHCFP and at any time thereafter when our 
provider grievance and appeals policies and procedures have been revised or updated. 
We will not implement any policies and procedures concerning our provider grievance 
and appeal system without first obtaining the written approval of the DHCFP. 


As per the requirement in this RFP Delta Dental commits to the following: 


 We will accept written or oral grievances and appeals that are submitted directly by the 
provider as well as those that are submitted from other sources, including the DHCFP.  


 If we do receive an oral appeal, we will require it to be followed by a written, signed 
appeal. If this occurs, the oral appeal will count as the initial date of appeal.  


 We will keep a written or electronic record of each provider grievance and appeal to 
include a description of the issue, the date filed, the dates and nature of actions taken, 
and the final resolution.  


 We will issue a final decision, in writing, no later than: 
 Ninety calendar days after a grievance is filed and 
 Thirty calendar days after an appeal is filed. 


State Fair Hearings 


3.12.8.2 State Fair Hearings 


 


When a provider has exhausted the vendor’s internal appeals process, the 


provider has the right to submit a written request to the DHCFP for a State Fair 


Hearing. It is the vendor’s responsibility to notify the provider of this right at the 


time the provider enters into a contract with the vendor and when the 


outcome of an appeal is not wholly in favor of the provider pursuant to 42 CFR 


431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1). A State 


Fair Hearing decision will be made within ninety (90) calendar days from the 


date of request for direct access to a State Fair Hearing. Disputes eligible for the 


State Fair Hearing process include: 


 


A.  Denial or limited authorization of a requested service; 


 


B.  Reduction, suspension or termination of a previously authorized service; 


 


C. Denial, in whole or in part, of payment for a service; 


 


D.  Demand for recoupment;  
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E.  Failure of the vendor to meet specified timeframes (e.g., authorization, 


claims processing, appeal resolution); and 


 


F.  The denial for disenrollment for good cause. 


Our discussion of State Fair Hearings in included in our response to RFP requirement 
3.12.9, Expedited State Fair Hearing. 


3.12.9 EXPEDITED STATE FAIR HEARING 


3.12.9 Expedited State Fair Hearing 


 


3.12.9.1 The State’s timeframe for reaching an expedited State Fair Hearing 


decision when the appeal was first heard through the Vendors appeal process 


is as expeditiously as the recipient’s health condition requires, but no later than 


three (3) working days from the State’s receipt of a hearing request for a denial 


of service that: 


 


A.  Meets the criteria for an expedited appeal process but was not resolved 


within the vendor’s expedited appeal timeframes, or  


 


B.  Was resolved wholly or partially adversely using the vendor’s expedited 


appeal timeframes. 


 


3.12.9.2 The State’s timeframe for reaching an expedited State Fair Hearing 


decision when the appeal was made directly to the State’s Fair Hearing 


process without accessing the vendor appeal Process is as expeditiously as the 


recipient’s health condition requires, but no later than 3 working days from the 


State’s receipt of a hearing request for a denial of service that meets the 


criteria for an expedited resolution. 


 


The DHCFP will not accept requests for State Fair Hearings that address provider 


enrollment, termination or other contract disputes between the vendor and its 


providers and/or subcontractors. Likewise, grievances are not eligible for State 


Fair Hearings.  


 


3.12.9.3 The vendor is bound by the decision of the Fair Hearing Officer and 


must comply with any decision resulting from the Fair Hearing process. 


As per the Nevada Department of Health and Human Services website: “Nevada Medicaid 
providers are offered a Fair Hearing for any adverse action taken against them by the 
Division of Health Care Financing and Policy (DHCFP), their QIO vender, a Health Care 
Management Organization, or any contractor acting on behalf of the DHCFP.” 


With regards to the State Fair Hearing process we understand and acknowledge the 
following: 
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 If a provider has exhausted our internal appeals process, the provider has the right to 
submit a written request to the DHCFP for a State Fair Hearing.  


 It is our responsibility to notify the provider of this right at the time the provider enters 
into a contract with Delta Dental. 


 It is also our responsibility to notify the provider of this right when the outcome of an 
appeal is not wholly in favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 
431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).  


 A State Fair Hearing decision will be made within 90 calendar days from the date of 
request for direct access to a State Fair Hearing.  


Disputes eligible for the State Fair Hearing process include: 


 Denial or limited authorization of a requested service; 
 Reduction, suspension or termination of a previously authorized service; 
 Denial, in whole or in part, of payment for a service; 
 Demand for recoupment;  
 Failure of Delta Dental to meet specified timeframes (e.g., authorization, claims 


processing, appeal resolution) and 
 The denial for disenrollment for good cause. 


With regards to the expedited State Fair Hearing process we understand and 
acknowledge the following: 


 Grievances will not be eligible for State Fair Hearings.  
 Requests for State Fair Hearings that address provider enrollment, termination or other 


contract disputes between Delta Dental and any of our providers and/or subcontractors 
will not be accepted by the DHCFP. 


 When an appeal is first heard through Delta Dental’s appeal process, the State’s 
timeframe for reaching an expedited State Fair Hearing decision will be as expeditiously 
as the recipient’s health condition requires, but no later than three working days from the 
State’s receipt of a hearing request for a denial of service that: 
 Meets the criteria for an expedited appeal process but was not resolved within our 


expedited appeal timeframes, or 
 Was resolved wholly or partially adversely using Delta Dental’s expedited appeal 


timeframes. 
 If an appeal is made directly to the State’s Fair Hearing process without first accessing 


Delta Dental’s appeal process, the State’s timeframe for reaching an expedited State Fair 
Hearing will be as expeditiously as the recipient’s health condition requires, but no later 
than three working days from the State’s receipt of a hearing request for a denial of 
service that meets the criteria for an expedited resolution. 


 Delta Dental will comply with any decision resulting from the Fair Hearing process. 
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3.13 MANAGEMENT INFORMATION SYSTEM (MIS) 


Delta Dental commits to complying with all Nevada DBA program management 
information system provisions in RFP Subsection 3.13, Management Information System 
(MIS). We describe our approach to meeting the RFP requirements in the sections that 
follow. 


3.13.1 MANAGEMENT INFORMATION SYSTEM (MIS) 


3.13.1 The vendor shall operate an MIS capable of maintaining, providing, 


documenting, and retaining information sufficient to substantiate and report 


vendor’s compliance with the contract requirements. 


Delta Dental has the necessary hardware, software, networks, and communications 
systems in place to ensure a smooth transition and delivery of services for the Nevada 
DBA program. Delta Dental's Management Information System (MIS) is comprised of a 
robust dental payor application, electronic document management solution (EDMS), 
provider management system, customer relationship management (CRM) and workflow 
application, and a data warehouse with business intelligence application in conjunction 
with various network, security, utility and support software.  


Delta Dental’s information technology systems, solutions and tools have been carefully 
selected to work together cohesively to produce an enterprise solution suite that covers 
all tasks needed to provide for contracted functions and reporting. Each system, 
solution, or tool is maintained to stay current as appropriate for its use and integration 
with other systems. Delta Dental’s dedicated IT staff monitor the systems and stay 
abreast of required updates and patches to ensure that the complete solution supports 
the administration and business of dental benefit insurance for our customers and their 
recipients. 


The MIS is depicted conceptually in the exhibit below. 
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EXHIBIT 3.13–1, DELTA DENTAL MANAGEMENT INFORMATION SYSTEM  


NV16_004 


MetaVance 


At its core, the MIS member-centric dental payor application – the MetaVance 
Administration and Finance (MetaVance) system by Hewlett Packard Enterprise (HPE) – 
supports all functions, processes and procedures required for the Nevada DBA program, 
including: 


 Enrollment and eligibility processing; 
 Provider network and compensation data; 
 Claims/encounters processing; 
 Benefit tracking and limitations; 


Macess CRM


Electronic Document
Management Solution


Pega Provider 360
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Warehouse


Delta Dental Management Information System (MIS)
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 Financial functions; 
 Utilization review; 
 Quality assurance activities; 
 Customized and standard operational and statistical reports; 
 Self-service functionality for enrollees and providers through web-based and 


interactive voice response system applications; 
 Telephone call tracking and resolution functionalities and 
 Electronic data transmission/exchange and interface capabilities. 


MetaVance is a scalable, configurable and modular system for managing health care 
payor processes. This full-featured automated system will maintain critical Nevada DBA 
program information in a controlled and structured manner. This ensures consistent 
application of covered benefits, provider fees and benefit rules for every county Delta 
Dental will serve in Nevada. With the MetaVance system, we have a proven solution that 
enables us to receive and adjudicate claims in full compliance with the processing 
performance standards of our Medicaid, CHIP and other government program contracts. 


Macess CRM 


Our customer relationship management (CRM) system, SunGard’s Macess CRM, is a 
multi-functional solution that integrates seamlessly with other tools and technology used 
to support our Call Center, including the Recipient Services Department and Provider 
Services Unit. Macess is designed to ensure that important data is secure and easily 
accessible to those who need it to carry out their job functions. Macess CRM will provide 
the Nevada DBA program business environment with a convenient, efficient and scalable 
way to manage the customer experience. 


Communication with recipients and providers is most often accomplished through our 
Macess CRM system. Macess provides e-mail functionality that allows documents of 
numerous formats, including those created in Microsoft Office, to be attached and e-
mailed. The benefit of using the Macess e-mail functionality is that the communications 
are linked to the provider or recipients automatically, allowing users to compile a 
complete view of the history of interactions with the provider or recipient. Macess e-mail 
is continuously available, even outside normal Call Center operating hours. 


EDMS 


Delta Dental utilizes the SunGard Macess Enterprise Content Management (ECM) system 
and the Alfresco document management system jointly to fulfill EDMS needs. Macess 
combines content management, business process management or workflows and CRM 
into a single application solution that is integrated with the document management 
system.  


The Macess ECM solution maintains documents and records that are received from a 
provider or recipient, allowing these records to be retrieved through multiple inquiry 
points. Users can search for documents by keyword and description. Records can also 
be retrieved as part of a customer service issue or event, or through query using the 
customer service contact number, provider identifier or Medicaid number, type of 
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document or record, and other key data indices. Macess ECM and CRM modules work 
jointly to provide the ability to store, cross-reference and quickly retrieve documents and 
transactions. Customer requests are captured via web-based forms to track customer 
service interactions and create work items based on the document or record type 
received. 


A significant portion of documents and records received from providers are claims and 
encounters. Claims can be received via paper or electronically. Paper claims can be sent 
through mail or fax. Electronic claims and encounters can come through one of Delta 
Dental’s clearinghouse vendors, directly from the provider office’s Provider Practice 
Management System, or through Delta Dental’s proprietary real-time electronic data 
interchange (EDI) system.  


Regardless of the mode of receipt, all claims are validated to be stored in HIPAA-
compliant 837 format and imaged for processing and archival purposes. (Paper 
documents are not retained because the scanned image becomes the system of record.) 
Delta has licensed from SunGard a scanning and optical character recognition (OCR) 
system called FormWorks, which employs a Rules Based System to ensure claim 
accuracy prior to processing. FormWorks allows for many of the rules to be automated. 
In the case of illegible print or incomplete data, a FormWorks keyer may be used to 
perform a member look-up process and verify the information. The overall process 
ensures that all claims are clean, complete, and accurate before being submitted to our 
core claims processing system, MetaVance. These clean claim records are submitted 
immediately to MetaVance throughout the day for adjudication. Claim images are stored 
in the Macess solution which is integrated with MetaVance and the CRM system to allow 
automated retrieval of claim images. 


Scanned claims and attachments are organized into provider and recipient folders and 
stored in the document management functionality provided by Macess. Macess allows 
for search and retrieval of the documents using key values and file names.  


Documents other than claims and claim attachments are also scanned and stored 
electronically in provider and recipient folders in Macess. Call Center Customer Service 
Representatives (CSRs) document their interactions in a Macess service form that is also 
stored in the provider or recipient’s folder. CSRs can retrieve the provider’s or recipient’s 
folder and view any of the electronic documents and interactions received. 


In addition to Macess, the Alfresco document management system manages all outgoing 
transactional documents such as Explanation of Benefits (EOBs) or Provider checks and 
letters. Outgoing documents for providers and recipients are generated in an automated 
fashion. These documents are associated with metadata describing the document type 
and recipient or provider information, and managed through the document management 
solution (Alfresco). This allows for versioning, securing/controlling access, searching 
and reporting on these documents. Communication to recipients and providers is 
managed through the correspondence module in Alfresco. Correspondence (letters or 
documents) can be generated using letter templates and standard text. The 
correspondence is stored in the document management system and cross-referenced to 
various data, such as a Medicaid number or Provider identifier, claim control number, 
date of receipt and so forth, for retrieval. 







  


 


 RFP #3290 


3–266 Dental Benefits Administrator 


 


Pega Provider 360 


Our provider management system, Pega Provider 360, is used to record actions and 
contacts related to provider information (office locations, hours, languages spoken, and 
so forth), contracts, credentialing, and to track and monitor provider visits to ensure 
providers are meeting their contractual requirements and that any identified deficiencies 
are rectified or appropriate action is taken. Credentialing activity is documented in Delta 
Dental’s Pega Provider 360 credentialing database, along with credentialing files and the 
Credentialing Committee’s minutes. These records preserve a history of the 
credentialing documents and our verifications and credentialing decisions. 


Enterprise Data Warehouse 


All claims and encounter data are stored in a single, normalized Enterprise Data 
Warehouse (EDW) that allows various types of tracking and utilization reports to be 
designed and executed. Delta Dental’s EDW leverages integrated data analytics tools to 
collect, compile, analyze, and generate both electronic and hard copy reports in an Excel 
format. 


Delta Dental’s EDW and analytical tools, Business Objects and Crystal Reports, will be 
used to provide the DHCFP with both regularly scheduled and ad hoc reports. The EDW 
allows data to be extracted and analyzed from multiple sources with parity – that is, 
users can be assured that data carried in a data field means the same thing regardless of 
the source system from which it was obtained. 


3.13.2 HIPAA PRIVACY AND CONFIDENTIALITY 


3.13.2 The vendor shall have an MIS capable of documenting administrative 


and clinical procedures while maintaining the privacy and confidentiality 


requirements pursuant to HIPAA. The vendor shall provide the DHCFP with 


aggregate performance and outcome data, as well as its policies for 


transmission of data from network providers as outlined in this RFP, Reporting 


Guide and Attachments. The vendor shall have internal procedures to ensure 


that data reported to the DHCFP are valid and to test validity and consistency 


on a regular basis. 


Delta Dental’s MIS is capable of documenting the administrative and clinical procedures 
rendered to recipients, and maintains all HIPAA privacy and confidentiality requirements. 
Our MIS currently produces many of the types of reports identified in the RFP and 
Attachment T – Forms and Reporting Guide. Where a required report is not already 
produced, Delta Dental’s Information Technology (IT) department will design and develop 
the report during the contract start-up period. 
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HIPAA Compliance 


Delta Dental is committed to maintaining the highest possible level of security and 
confidentiality for our customers. Even before the implementation of the Health 
Insurance Portability and Accountability Act (HIPAA) of 1996, Delta Dental was vigilant in 
protecting the privacy and security of the health information placed in our custody. Our 
corporate commitment to safeguarding protected information and ensuring enterprise 
security is demonstrated by the experience and qualifications of our Office of 
Compliance and Information Technology (IT)/Applications Development staff and the 
knowledge instilled in all Delta Dental employees during their new employee orientation 
and required annual refresher training.  


Delta Dental’s systems and processes comply fully with all current applicable HIPAA 
provisions. We will continue to implement applicable upgrades as the regulations are 
revised over time or new regulations are introduced. HIPAA compliance efforts include, 
but are not limited to, the following measures that are designed to ensure current and 
future compliance with HIPAA: 


 Implementing comprehensive policies and procedures regarding privacy and security that 
address: 
 Confidentiality of protected health information (PHI) through all work processes; 
 Administrative, technical and physical safeguards; 
 Requests for PHI by various individuals or agencies (e.g., procedures for 


authentication, verification, authorization, access, amendment, restrictions and 
accounting of disclosure of PHI); 


 Recipients’ right to request and receive a copy of their medical records, and to 
request that they be amended or corrected; 


 Use of PHI by business associates and 
 Initial and ongoing training. 


 Using industry-standard software to encrypt and decrypt all e-mail communications 
containing PHI leaving Delta Dental’s network, as well as a system that returns or 
bounces the e-mail back to the sender if the system determines that the e-mail may 
contain PHI; 


 Maintaining security measures that include controlled building access, systems access, 
unique computer passwords and signed confidentiality statements by employees upon 
hire; 


 Conducting mandated HIPAA training of all new employees and periodic ongoing 
refresher training for all current employees; 


 Analyzing all newly enacted legislation and regulations for applicability and content to 
ensure that all applicable requirements are implemented in a timely manner and achieve 
full compliance; 


 Distributing Business Associate Agreements to all of our business partners (signed 
agreements are tracked through our internally developed compliance database); 


 Issuing Notice of Privacy Practices for enrollees (a copy of our Notice of Privacy Practice 
is distributed to all new enrollees and is available on our website at 
www.deltadentalins.com/about/privacy/hipaa-privacy.html); 


 Installing secure servers, website and telephone security prompts, entity authentication 
capabilities and data encryption technology; 


 Using standardized transactions and code sets and 
 Tracking non-routine disclosures of PHI through our HIPAA database.  
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Delta Dental’s Office of Compliance (OOC) provides support for privacy and security 
inquiries, incident investigation and response, changes to laws and regulations and 
modifications to policies and procedures. OOC reports to our executive vice president 
and chief legal officer, who also serves as our corporate privacy officer.  


Delta Dental’s policies and procedures also meet the confidentiality requirements of all 
applicable state and federal laws. All data are classified as Public Information, Internal 
Use Only Information or Confidential Information (which includes Protected Health 
Information, Personal Information, Trade Secrets or Privileged Information). These 
policies and procedures include: 


 Maintaining security measures that include controlled building access, system access, 
unique individual logons and passwords and signed confidentiality agreements by 
employees upon hire; 


 Thorough training of new employees and ongoing training of all employees; 
 Department of Risk, Ethics and Compliance review and implementation of newly enacted 


laws and regulations to ensure enterprise-wide compliance and 
 Appropriate administrative, technical and physical safeguards including secure servers, 


website and data encryption technology. 


Enrollee information is provided to our employees and network dentists for the sole 
purpose of eligibility verification and reimbursement. All employees are required to sign 
a confidentiality agreement that states they will not use, maintain or disclose without 
authorization any confidential information contained in company records, plans, 
proposals, reports or correspondence. Confidentiality agreements and non-disclosure 
agreements are in place with third-party vendors where applicable. Access to records is 
subject to applicable regulations and other regulatory provisions. 


Data Transmission Policies 


Accurate and correct submission of encounter data is accomplished through a 
combination of Delta Dental’s strong data security practices and regular testing and 
validation. End-to-end testing of all electronic data interchange (EDI) transmissions, 
including encounter data, is part of our overall test plan. Data validation includes 
successful transmissions to a designated secured location as well as confirmation and 
accuracy of encounter data contained within the 837 record. 


Delta Dental’s data transmission policies and procedures ensure that data is submitted: 


 Completely – all required data elements are included and  
 Correctly – the proper record and file format is presented. 


Our data transmission policies and procedures serve as the collective embodiment of 
data transmission strategies, policies and procedures, and will be provided to the DHCFP 
prior to implementation.  


Delta Dental relies on our Secure File Transfer Protocol (SFTP) process to support 
HIPAA-compliant encounter data submission and processing. This is a well-tested and 
stable protocol used by many organizations who use EDI. It allows Delta Dental to plan a 
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low-risk implementation for file transfer of the dental encounter data between the 
provider, our claims processing system, and the DHCFP and its fiscal agent. Our 
proposed solution uses MoveIT DMZ SFTP software for secure transactions. We use 
MoveIT DMZ to safely and securely collect, store, manage and distribute sensitive 
information between Delta Dental and external entities, such as providers and other 
authorized trading partners. We quickly and securely exchange files using MoveIT DMZ 
over encrypted connections using any of the following methods: 


 Hypertext Transfer Protocol (HTTP) over Secure Sockets Layer (SSL) (HTTPS); 
 FTP over SSL (FTPS); or 
 FTP over Secure Shell (SSH) (SFTP) protocols. 


Ensure Data Validity 


Based on our systematic testing, validation and reconciliation practices, Delta Dental is 
prepared to fully certify that data submitted is accurate, complete, and consistent and 
represents the actual covered services provided. Delta Dental’s thorough and methodical 
approach to establishing the data submission protocols ensure that encounter data is 
collected in standardized formats to the maximum extent possible. 


Delta Dental uses the Edifecs compliance tool to ensure that EDI records are valid and 
complete, that is, that the data represents valid values and all data elements are present. 
Edifecs software streamlines the exchange of information between health plans and 
other healthcare organizations by performing automated checks of the data being 
transmitted. 


Our business-to-business (B2B) team conducts internal reconciliations on all outbound 
encounter files. This includes all HIPAA validations as well as claim counts. Inbound 
837s are also reconciled against trading partner claim counts and HIPAA compliance is 
validated. 


3.13.3 ELIGIBILITY DATA 


3.13.3 Eligibility Data 


Delta Dental has extensive experience receiving and processing eligibility files 
electronically. We have successfully established and maintained electronic data 
interchange (EDI) capability with customers, vendors and contractors for more than 30 
years, dating back to the establishment of widely accepted EDI standards in the early to 
mid-1980s. We process electronic eligibility data on a daily basis for a large number of 
customers with technologies that include Secure File Transfer Protocol (SFTP), secure 
web interfaces, Connect:Direct and Oracle Streaming. We accept and process standard 
eligibility 270 and 271 transactions, and standard enrollment 834 transaction files for 
virtually every one of our government and commercial customers. 


Delta Dental will use our support system, the Enterprise System for Processing (ESP), to 
receive, process and maintain eligibility data. ESP accepts daily update files and full 
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replacement files. Files are transmitted by authorized trading partners/customers and are 
securely loaded into the designated location upon successful account authentication.  


The file intake process begins by moving inbound eligibility enrollment files to a 
dedicated drop zone for the Enrollment Eligibility Processing job. The Batch Member 
Interface (BMI) then processes and loads the information into the MetaVance system for 
eligibility verification, claims processing, and other functions that rely on the data. The 
Enrollment Eligibility Processing and BMI processes run automatically at scheduled 
intervals daily.  


The ESP sends automated e-mails to the appropriate e-mail distribution list at the time of 
file receipt, acknowledging the receipt of the daily eligibility file. The ESP also sends 
alerts and e-mails to appropriate e-mail distribution lists, including the DHCFP and 
trading partner e-mail addresses, when there are issues of retrieving or loading daily 
eligibility data files. Standard information communicated to internal and external parties 
includes statistics of successful loads, including numbers of add, reinstatement, and 
rejected records. 


Enrollment data is loaded from the daily 834 transaction files into the MetaVance system, 
which uses the recipient enrollment information for dental claims adjudication and 
authorization purposes. In this manner, Delta Dental always has the most current 
enrollment and eligibility information available. Delta Dental’s MetaVance system 
successfully manages the large eligibility database required for our contracts. Each 
client is assigned a unique Delta Dental group number and all eligible primary members’ 
identifiers are linked to that group number. Eligibility information is automatically verified 
when a dental claim is received for processing.  


During the start-up period, we will work cooperatively with the DHCFP technical staff 
and/or designated representatives to define specific parameters, establish connectivity 
and clarify protocols for accepting and loading eligibility file updates.  


Recipient Linking 


3.13.3.1 The vendor enrollment system shall be capable of linking records for 


the same enrolled recipient that are associated with different Medicaid and/or 


Nevada Check Up identification numbers; e.g., recipients who are re-enrolled 


and assigned new numbers. 


The MetaVance system uniquely identifies each recipient across populations and 
systems with the Persons table in the Oracle relational database. This database table is 
designed with a unique Persons ID that can be “linked”, or chained, to other systems’ 
IDs (e.g., Medicaid number). This feature allows details for the same person to be 
captured in other systems and chained back to MetaVance, while ensuring uniqueness 
and traceability back to the same individual. 
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Recipient Changes 


3.13.3.2 The vendor shall update its eligibility database whenever enrolled 


recipients change names, phone numbers, and/or addresses, and shall notify 


DHCFP of such changes. 


As an organization committed to outstanding service to customers and members, Delta 
Dental accepts requests through our Recipient Services Department from recipients who 
wish to change their name, phone number and/or address. These requests will be 
forwarded to the DHCFP for disposition. 


It is imperative that recipient data is maintained by a designated data owner in a single 
system of record to ensure that all parties acquiring and using recipient data obtain the 
same information. Delta Dental does not consider itself to be the owner of recipient data. 
Accordingly, Delta Dental’s processing standards prescribe no manual updating of 
recipient identifiers, eligibility categories, names, phone numbers and/or addresses, or 
other recipient data elements. Updates are made via file transactions received from the 
data owner; for the Nevada DBA program this would be the DHCFP and DWSS. Recipient 
data records are edited through the ESP process and records that contain invalid or 
unprocessable data (such as special characters in numeric format fields) are rejected 
before being loaded into the MetaVance system. 


The ESP process generates reports that identify changes made to recipient data, number 
of rejected records, and number of accepted records. Through these reports, Delta 
Dental will notify the DHCFP of any changes to recipient name, phone number, and/or 
address. 


Recipient Addresses 


3.13.3.3 The vendor shall notify the DHCFP if the addresses of recipients are not 


accurate. 


The MetaVance system contains many fields, or data elements, for a recipient. Because 
MetaVance uses a database to store recipient data, many data elements include the 
ability to store multiple instances of that data qualified by dates or other parameters. 
This allows better service to recipients and providers by recognizing that an individual’s 
life is not static and changes over time. Recipient records include several address fields, 
including  


 Permanent Residence Address and 
 Mailing Address – the MetaVance system is capable of storing multiple mailing addresses 


along with effective dates for the address. 


As noted above, the Recipient Services Department will accept and forward to the 
DHCFP requests to change recipient address information. Another means by which Delta 
Dental is made aware that a recipient address is not accurate is through returned mail. 
Mailings to recipients are returned to Delta Dental by the United States Postal Service 
(USPS) when a recipient has moved or otherwise no longer receives mail at a given 
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address. When this occurs, an incident is created in Delta Dental’s CRM system, Macess, 
that not only documents that the mailing was undelivered, but initiates an automated 
workflow to Recipient Services Department representatives to attempt to resolve the 
issue. This automated workflow will be modified to include notification to the DHCFP that 
a recipient’s address is inaccurate. 


Additionally, Delta Dental utilizes Coding Accuracy Support System (CASS) certified 
software product to validate, correct, and standardize mailing addresses. CASS certified 
software products are required to be renewed with the USPS annually to meet current 
USPS conventions and standards. This product is integrated with the MetaVance system 
to ensure that addresses are entered, or corrected during entry, in the system using 
current USPS conventions. CASS certified software products generate reports indicating 
those addresses considered to be inaccurate according to USPS conventions. These 
reports will be presented to the DHCFP to allow correction of recipients address(es) in 
the system of record. 


3.13.4 ENCOUNTER AND CLAIMS RECORDS 


3.13.4 Encounter and Claims Records  


 


3.13.4.1 The encounter data reporting system must be designed to assure 


aggregated, unduplicated service counts provided across service categories, 


provider types, and treatment facilities. The vendor shall use a standardized 


methodology capable of supporting CMS reporting categories for collecting 


service event data and costs associated with each category of service.  


 


3.13.4.2 The vendor shall collect and submit service specific encounter data in 


the appropriate   American Dental Association (ADA) Claims Form format or an 


alternative format if prior approved by the DHCFP. The data submitted to the 


actuary must balance with the data submitted to the DHCFP. The data shall be 


submitted in accordance with the requirements set forth in the contract. The 


data shall include all services reimbursed by Medicaid. 


Encounter data are records of the dental care services provided to recipients and 
adjudicated by Delta Dental. Delta Dental’s claims processing system has the capability 
to receive and transmit American Dental Association (ADA) and HIPAA-compliant Dental 
Health Care Claims/Encounters transactions, and we do so for numerous commercial 
and government customers. We understand the importance of submitting timely and 
properly formatted paid claims/encounters files to the DHCFP to ensure that they can 
draw down the maximum allowable amount of federal financial participation (FFP), 
update data warehouses, and use dental encounter data to form a complete history of 
services provided under the Medicaid and Nevada Check Up programs for Nevada’s 
Medicaid and CHIP recipients.  


The Delta Dental claims processing system, MetaVance, is a commercial solution used 
for our dental benefits management business. We have configured it for state Medicaid 
programs, to handle Medicaid-specific requirements such as dental encounter data 
reporting in standard HIPAA compliant formats. 
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Encounter data includes all data captured during the course of an encounter to track 
each recipient’s dental screening, diagnosis, and treatment history. Encounter data is 
stored as part of our permanent claim record within MetaVance. Key data elements such 
as billing provider, recipient information, claims, rendering provider, adjustments, paid 
amounts, services rendered, tooth codes and treatment dates are just some of the data 
that can be accessed and mapped to an 837 encounter extract. Our 837 processing 
includes all adjudicated, voided and adjusted claims and will fully meet the requirements 
specified by the DHCFP for encounter processing. 


3.13.5 DATA REQUIREMENTS AND CERTIFICATION 


3.13.5 Data Requirements and Certification 


 


3.13.5.1 All encounter data must be submitted to the DHCFP or designated 


contractor per EDI standards and federal regulations.  


The MetaVance system produces encounter data in standard EDI formats tailored for 
state Medicaid programs. The encounter data is fully compliant with all CMS and HIPAA 
federal regulation requirements. 


Delta Dental follows a series of procedures to ensure accuracy of the data being 
submitted, including reconciliation of encounter data to the source claims data. Delta 
Dental’s reconciliation process helps ensure the accuracy of encounter data 
submissions. Accurate and correct submission of encounter data is accomplished 
through a combination of Delta Dental’s strong data security practices and regular 
testing and validation. For encounter reporting, validation includes successful 
transmissions to a designated secured location as well as confirmation and accuracy of 
encounter data contained within the 837 record. 


Delta Dental will ensure that encounter data is submitted: 


 Accurately – the data reported reflects the same data present in the MetaVance claims 
history tables; 


 Completely – all required data elements are included and  
 Correctly – the proper record and file format is presented. 


During implementation, Delta Dental will conduct encounter data file testing with the 
DHCFP’ or designated contractor to ensure that the files meet EDI standards and federal 
regulations. 
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Adjustments and Voids 


3.13.5.2 All encounter data must reflect all adjustments and voids. 


Finalized encounters include those encounters for covered benefits that have reached a 
final adjudication status (paid, adjusted, and denied). Encounter data that is still in 
process is not included until it reaches a final state. Delta Dental follows a series of 
procedures to ensure accuracy of the data being submitted, including reconciliation of 
encounter data to the source claims data. Delta Dental’s reconciliation process helps 
ensure the accuracy of encounter data submissions. 


Improper Payments 


3.13.5.3 Regardless of collection status, all improper payments must be 


adjusted or voided from the encounter data within timeframes specified by the 


DHCFP.  


Delta Dental’s encounter data processing includes all adjudicated (paid and denied), 
voided and adjusted claims. Adjusted and voided claims are included in encounter data 
files and reporting at the time of final determination; collection of monies owed is a 
function of the financial processes and is handled outside of the claims and encounter 
processes. In this manner, Delta Dental ensures the DHCFP that improper payments are 
adjusted and voided from encounter data within the timeframes specified. 


Certification 


3.13.5.4 The contract requires the vendor to certify enrollment information, 


encounter data, payment data, and other information submitted to the State 


for purposes of developing vendor payment. Data must comply with the 


applicable certification requirements for data and documents specified by 


DHCFP pursuant to 42 C.F.R. § 438.604, 438.606 and 457.950.  A certification, 


which attests, based on best knowledge, information, and belief that the data 


are accurate, complete and truthful as required by the State for participation 


in the Medicaid program and constrained in contracts, proposals and related 


documents. 


 


3.13.5.5 The data submitted to the state by the vendor for purposes of 


determining vendor payments must be certified by one of the following: 


 


A.  The vendor’s Chief Executive Officer; 


 


B.  The vendor’s Chief Financial Officer; or 


 


C.  An individual who has delegated authority to sign for, and who 


reports directly to the vendor’s Chief Executive Officer or the Chief Financial 


Officer. 
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3.13.5.6 Compliance with the requirement of data certification in this 


agreement is a condition for payment by the government. The vendor must 


agree that he/she has read and understands the data certification 


requirement and agree to comply with all applicable laws and regulations. 


As Delta Dental’s experience in serving government health programs has grown and 
matured, our processes for delivering our vendor payment requests (invoices) have been 
modified and enhanced accordingly. Delta Dental currently uses QuickBooks™, an Intuit 
product, for invoicing and accounts receivable tracking. In each of the past two years, 
our invoices to the California Medicaid (Medi-Cal) program have had an accuracy rate of 
100%.  


Invoices are prepared by the Delta Dental Finance department and approved by the Delta 
Dental Finance director and the Nevada Administrator. Each invoice will: 


 Identify the billing and/or performance period covered; 
 Itemize allowable costs for the billing period; 
 Include or make reference to any necessary supporting data and information submitted to 


the State; 
 Contain a certification signed by the Executive Vice President and Chief Financial Officer 


(CFO) attesting that: 
 Based on best knowledge, information, and belief that the data and information 


submitted to the State for purposes of developing vendor payment are accurate, 
complete and truthful as required by the State for participation in the Medicaid 
program and constrained in contracts, proposals and related documents, and 


 All requisite deliverables and/or performance requirements for the period have been 
met and 


 Be signed by the Vice President/Administrator certifying that the expenditures 
claimed are for the service(s) performed under this Contract. 


Delta Dental understands that compliance with the requirement of data certification in 
this agreement is a condition for payment by the government. Delta Dental agrees that 
we have read and understand the data certification requirement and agree to comply with 
all applicable laws and regulations. 
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3.13.6 EPSDT TRACKING SYSTEM 


3.13.6 EPSDT Tracking System 


 


The vendor shall operate a system that tracks EPSDT activities for each enrolled 


Medicaid eligible child by name and Medicaid identification number. The 


system shall allow the vendor to report annually on the CMS reporting form.  This 


system shall be enhanced, if needed, to meet any other reporting requirements 


instituted by CMS or the DHCFP. 


Delta Dental’s MIS MetaVance and EDW applications provide EPSDT tracking that allows 
Delta Dental to complete the CMS Form CMS-416: Annual Early and Periodic Screening, 
Diagnostic, and Treatment (EPSDT) Participation Report. Delta Dental has experience 
tracking and providing the data for, and completing, the CMS-416 reports; notably for our 
Utah and California Medicaid contracts. 


Claims for all dental services, including those services considered to be EPSDT rendered 
to Medicaid eligible children, are processed through the MetaVance claims processing 
function. The MetaVance reference data tables for dental services contain an indicator 
that, when set appropriately, identifies services considered to be EPSDT services. When 
claims are processed for Medicaid eligible children receiving EPSDT services, the claim 
information is tracked as EPSDT data. These claims are stored in the MetaVance claim 
history tables, and are also included in the EDW.  


Delta Dental produces the CMS-416 by querying the claim history tables and reporting 
EPSDT participation in the format required by CMS. MetaVance reporting capabilities are 
robust and can support other reporting requirements that may be instituted. The EDW is 
also capable of extracting EPSDT data in a variety of formats and periodicity, to meet 
other reporting requirements instituted by CMS or the DHCFP.  
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3.14 OPERATIONAL REQUIREMENTS 


Delta Dental commits to complying with all Nevada DBA program operational 
requirements provisions in RFP Subsection 3.14, Operational Requirements. We describe 
our approach to meeting the RFP requirements in the sections that follow. 


3.14.1 DENTAL DIRECTOR’S OFFICE 


3.14.1 Dental Director's Office 


 


The vendor must designate a Dental Director to be responsible for the oversight 


of development, implementation and review of the vendor's Internal Quality 


Assurance Program, including implementation of and adherence to any Plan 


of Correction. The Dental Director need not serve full time or be a salaried 


employee of the vendor, but the vendor must be prepared to demonstrate it is 


capable of meeting all requirements using a part-time or contracted non-


employee director. The vendor may also use assistant or associate Dental 


Directors to help perform the functions of this office. The Dental Director and 


the vendor's Utilization Management and Internal Quality Assurance Plan 


Committee are accountable to the vendor's governing body.  The Dental 


Director must be licensed to practice dentistry in the State of Nevada. 


Delta Dental will designate a full-time, salaried employee as dental director for the 
Nevada DBA Program. The dental director oversees the development, implementation 
and review of our Internal Quality Assurance Program (IQAP), including implementation 
of and adherence to any corrective action plans. The dental director serves as co-chair of 
the Quality Assurance (QA) Committee. Other committee members include 
representatives from the grievance, utilization management, credentialing and network 
development functional areas. QA committee members or their designees meet at least 
annually with representatives from the provider community to obtain their input 
regarding the development of and revisions to guidelines for quality of care. 


The dental director also serves on the Quality Review Committee (QRC), which is 
responsible for monitoring the operational status of quality improvement policy and 
processes. The committee acts in concert with the dental director and other oversight 
committees to ensure that criteria are supported by evidence-based dentistry and 
accepted guidelines or accepted dental literature. In addition to the dental director, QRC 
members include staff dental consultants and the managers of the Claims Processing, 
Network Development, and Quality Assurance and Improvement units. 


Additional information on our dental director’s role in our quality assurance and quality 
review activities can be found in Proposal Section 3.9, Standards for Internal Quality 
Assurance Programs. 


Delta Dental is currently recruiting and interviewing qualified candidates in Nevada for 
the dental director position, a position we will fill following contract award. We will hire 
an individual for this position who is licensed to practice dentistry in the State of Nevada 
and is focused on improving utilization and access to oral health care for program 
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recipients. We are dedicated to the DHCFP’s goals for the Nevada DBA Program, and will 
select a dental director who is committed to emphasizing preventive care, early 
intervention, appropriate utilization and quality care, and to enhancing continuity of care 
through integrated dental, medical, behavioral and social care. 


3.14.2 DENTAL DIRECTOR RESPONSIBILITIES 


3.14.2 The responsibilities of the Dental Director include the following: 


 


3.14.2.1 Serves as co-chairman of the vendor's Utilization Management and 


Quality Assurance Plan committee; 


 


3.14.2.2 Directs the development and implementation of the vendor's Internal 


Quality Assurance Plan (IQAP) and utilization management activities and 


monitoring the quality of care that vendor’ recipients receive; 


 


3.14.2.3 Oversees the development and revision of the vendor's clinical care 


standards and practice guidelines and protocols; 


 


3.14.2.4 Reviews all potential quality of care problems, and oversees the 


development, and implementation of, as well as the adherence to, Plans of 


Correction; 


 


3.14.2.5 Oversees the vendor's referral process for specialty and out-of-


network services.  All services prescribed by a PDP or requested by a recipient 


which are denied by the vendor must be reviewed by a dentist with the reason 


for the denial being documented and logged; 


 


3.14.2.6 Oversees the vendor's provider recruitment and credentialing 


activities; 


 


3.14.2.7 Serves as a liaison between the vendor and its providers, 


communicating regularly with the vendor's providers, including oversight of 


provider education, in-service training and orientation; 


 


3.14.2.8 Serves as the vendor’s consultant to dental staff with regard to 


referrals, denials, grievances and problems; 


 


3.14.2.9 Ensures coordination of out-of-network services; and 


 


3.14.2.10 The vendor must also identify a liaison, which can be the Dental 


Director, to work with DHCFP regarding utilization review and quality assurance 


issues. 
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Delta Dental’s Dental Director’s responsibilities for the Nevada DBA Program include, but 
are not limited to: 


 Serving as co-chairman of Delta Dental’s Utilization Management and Quality Assurance 
Plan committee; 


 Directing the development and implementation of Delta Dental’s IQAP plan, utilization 
management activities and monitoring the quality of care that Nevada DBA Program 
recipients receive; 


 Overseeing the development and revision of Delta Dental's clinical care standards and 
practice guidelines and protocols; 


 Reviewing all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, plans of correction; 


 Overseeing Delta Dental's referral process for specialty and out-of-network services. All 
services prescribed by a PDP or requested by a recipient which are denied by Delta 
Dental must be reviewed by a dentist with the reason for the denial being documented 
and logged; 


 Overseeing Delta Dental's provider recruitment and credentialing activities; 
 Serving as a liaison between Delta Dental and its providers, communicating regularly with 


Delta Dental's providers, including oversight of provider education, in-service training 
and orientation; 


 Serving as Delta Dental’s consultant to dental staff with regard to referrals, denials, 
grievances and problems; 


 Ensuring coordination of out-of-network services; 
 Working with DHCFP regarding utilization review and quality assurance issues and 
 Working with DHCFP on outreach initiatives and utilization improvement. 


3.14.3 VENDOR OPERATING STRUCTURE AND STAFFING 


3.14.3 Vendor Operating Structure and Staffing 


 


The vendor must assure the DHCFP that the organization is adequately staffed 


with experienced, qualified personnel. The vendor shall provide such 


assurances as follows: 


 


3.14.3.1 Provide the DHCFP with an updated organizational chart, every six (6) 


months or whenever a significant change in the organization occurs.  The 


organizational chart must depict each functional unit of the organization, 


numbers and types of staff for each function identified, lines of authority 


governing the interaction of staff, and relationships with major subcontractors. 


The organizational chart must also identify key personnel and senior-level 


management staff and clearly delineate lines of authority over all functions of 


the Contract.  The names of key personnel must be shown on the 


organizational chart. The State must approve all awarded vendor key staff. The 


State reserves the right to require the removal of any member of the awarded 


vendor's staff from the project. 
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3.14.3.2 The vendor must have in place the organizational, management and 


administrative systems capable of fulfilling all contract requirements. At a 


minimum, the vendor must have qualified staff in the following areas: 


 


A.  Executive management; 


 


B.  Operations Manager; 


 


C.  Accounting and budgeting; 


 


D.  Dental Director's office; 


 


E.  Dental Management, including quality assurance/utilization review; 


 


F.  Recipient services; 


 


G.  Provider services; 


 


H.  Grievances, appeals, and fair hearings; 


 


I.  Claims processing;  


 


J.  Management information systems (MIS); and 


 


K.  Program Integrity. 


 


3.14.3.3 With the exception of the Nevada Medicaid/CHIP Operations 


Manager, who may not be assigned to any other responsibility and must be 


housed in the vendor’s Nevada administrative offices, key personnel may be 


responsible for more than one area. The vendor shall ensure that all staff has 


appropriate training, education, and experience to fulfill the requirements of 


their positions, including the Nevada Medicaid/CHIP Operations Manager.  The 


vendor shall inform DHCFP in writing within seven (7) calendar days of any 


changes in the following key positions: 


 


A.  Administrator; 


 


B.  Chief Financial Officer; 


 


C.  Dental Director; 


 


D.  Recipient Services Manager; 


 


E.  Provider Services Manager; 
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F.  Grievance and Appeals Coordinator; 


 


G.  Claims Administrator; and 


 


H.  Nevada Operations Manager. 


Delta Dental assures the DHCFP that the organization we are proposing for the Nevada 
DBA contract will be adequately staffed with experienced, qualified personnel who can 
meet all RFP requirements. 


Nevada DBA Organization Charts 


In this section, we present our organization charts for the Nevada DBA program – the 
first chart depicting our entire Nevada DBA Program organizational structure, and the 
remaining three charts illustrating the three major organizational business areas 
identified in the first chart in more detail. 


Exhibit 3.14-1, Delta Dental Nevada Organization Chart, presents an overview of our 
entire organization for the Nevada DBA Program, as well as each management team 
member’s individual level of authority, span of control and division of responsibility. 
Delta Dental will provide the DHCFP with an updated organizational chart, every six 
months or whenever a significant change in the organization occurs. 


The chart in Exhibit 3.14-1 depicts each functional unit of our organization, numbers and 
types of staff for each function identified, and lines of authority governing the interaction 
of staff. Since we are not proposing subcontractors, such relationships are not depicted. 
This exhibit also identifies key personnel and senior-level management staff and clearly 
delineates lines of authority over all functions of the contract. The names of key 
personnel are shown on the organizational chart, except for those positions that will be 
filled with new hires. Delta Dental understands and acknowledges that the State of 
Nevada: 


 Must approve all Delta Dental key staff and 
 Reserves the right to require the removal of any member of Delta Dental’s staff from the 


project. 
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EXHIBIT 3.14-1, DELTA DENTAL NEVADA ORGANIZATION CHART 
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Delta Dental’s organizational structure, with its division of responsibility and delegation 
of individual authority, creates a cohesive management team, with the entire senior 
management team accountable to a single point of authority: Mr. Joseph Ruiz, Group 
Vice President, Government Programs. Mr. Ruiz is responsible for our entire line of 
government business and places a high priority on the Nevada DBA contract. He will 
have the authority to make all contract administrative decisions and bind the company to 
these decisions. All staff resources for the Nevada DBA contract will be located in our 
Government Programs organization. Directly reporting to Mr. Ruiz will be the key 
management team members responsible for the day-to-day administration and operation 
of the program. 


Our organizational approach, under which the entire management team reports to a 
single authority, ensures that all directors responsible for major contract functions share 
a unified management strategy and a common mission across all departments and all 
areas of responsibility. This single focus facilitates the delivery of well-coordinated and 
high-quality services to the DHCFP, recipients and providers. We have established a 
clear span of control for each management team member – with the right level of 
individual authority, primary responsibility and resources – so management team 
members can take responsibility and be fully accountable for their Nevada DBA Program 
functional areas to meet all performance and contract goals. 


All levels of management meet frequently to set goals, provide progress status reports, 
discuss issues and recommend improvements in our approach to managing resources 
and providing high-quality services. Our structure ensures that all decisions are made at 
the appropriate level and all affected areas of operations are included. Decisions 
affecting other departments or Nevada DBA functional areas will be discussed among 
the affected management team members and referred to the appropriate manager – or to 
Mr. Ruiz if necessary – for resolution. As group vice president, Mr. Ruiz is empowered to 
make final decisions on all matters relating to the contract. 


Exhibit 3.14-2, Delta Dental Nevada Operations, provides a more detailed view of our 
Nevada DBA Operations organization. As this organization chart illustrates, we have 
designed an organizational structure that ensures the availability of the right individuals 
and teams to carry out all required contract tasks. Mr. Ruiz’s Nevada DBA Operations 
organization will provide the necessary management and staff resources to perform all 
required activities under the contract. 
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EXHIBIT 3.14-2, DELTA DENTAL NEVADA OPERATIONS 


NV16_008 


Ms. Catherine Lackey, National Operations Director, will serve in the key position of 
administrator of the Nevada DBA Program contract. In this position, she will oversee the 
following program functions: 


 Operations; 
 Recipient and provider services; 
 Claims processing; 
 Grievances, appeals and fair hearings; 
 Management information systems and 
 Member enrollment. 
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Exhibit 3.14-3, Delta Dental Nevada Dental Management, highlights our Nevada DBA 
dental management organization. 


EXHIBIT 3.14-3, DELTA DENTAL NEVADA DENTAL MANAGEMENT 


NV16_009 


Delta Dental’s Nevada Dental Director will oversee the following program functions: 


 Dental Director’s office; 
 Quality assurance and improvement; 
 Authorization and utilization management; 
 Network development; 
 Program integrity; 
 Outreach and case management and 
 Provider enrollment. 
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Exhibit 3.14-4, Delta Dental Nevada Accounting and Budgeting, provides a detailed view 
of the business area that will be responsible for financial operations for the Nevada DBA 
program. 


EXHIBIT 3.14-4, DELTA DENTAL NEVADA ACCOUNTING AND BUDGETING 


NV16_010 


Ms. Diane Silva, Chief Financial Officer, will serve in the key position of chief financial 
officer of the Nevada DBA Program contract. In this position, she will oversee the 
following program functions: 


 Accounting and 
 Budgeting. 


Staffing Approach 


The scope of work to be performed under the Nevada DBA Program RFP includes a 
broad set of responsibilities. It requires subject matter expertise in many diverse 
disciplines and, most importantly, knowledge of how to apply that expertise within the 
context of the Nevada program.Delta Dental can ensure the DHCFP that we will have in 
place organizational, management and administrative systems capable of fulfilling all 
contract requirements. 
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At a minimum, we will have qualified staff in the following areas, as described in detail 
below: 


 Executive management; 
 Operations Manager; 
 Accounting and budgeting; 
 Dental Director's office; 
 Dental Management, including quality assurance/utilization review; 
 Recipient services; 
 Provider services; 
 Grievances, appeals, and fair hearings; 
 Claims processing; 
 Management information systems (MIS) and 
 Program Integrity. 


Delta Dental is confident that our proposed organizational and staffing approach and the 
key staff members proposed for specific roles and responsibilities will result in our 
successful implementation and operation of the Nevada DBA contract. Following are 
descriptions of our executive management team for the contract, as well as the three 
major organizational business areas that will support the contract. We have provided 
brief biographical sketches for staff already selected for the Nevada DBA contract – 
including several key personnel – on either a permanent or interim basis, including their 
titles and major responsibilities under this contract. 


Executive Management 


The executive management team is responsible for senior level executive leadership, 
project management of the Nevada DBA Program, including implementation activities, 
contract management, deliverables oversight and quality control of deliverables.  


 Joseph F. Ruiz, Group Vice President, Government Programs – Mr. Ruiz is responsible for 
the general management of government programs for Delta Dental. He will serve as the 
account executive for the Nevada DBA contract. This position is a key position for the 
Nevada DBA contract. He has more than 25 years of health insurance experience, 
including numerous executive-level positions, as well as serving as president of his own 
consulting firm. Prior to joining Delta Dental, Mr. Ruiz served as vice president and 
general manager of group business for Anthem Blue Cross. He received his 
undergraduate degree in business and an MBA degree in finance from California Lutheran 
University. 


 Doug Konovaloff, Vice President, Operations – Mr. Konovaloff has more than 34 years of 
Delta Dental operations experience, and currently provides executive leadership to all of 
our state government program operations, including Denti-Cal, Utah Medicaid and our 
Healthy Families programs. He also provides executive leadership for all of our federal 
government accounts. He will provide general oversight of the Nevada DBA contract and 
will report directly to Mr. Ruiz. This position is a key position for the Nevada DBA 
contract. 


 Diane Silva, Chief Financial Officer – Ms. Silva will serve as our chief financial officer, with 
a direct reporting relationship to Mr. Ruiz. Ms. Silva holds a BS degree in Finance and 
Risk Management from Sacramento State University and has more than 23 years of 
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experience in finance, contract and business analysis. She is a results-oriented leader 
with a record of success in fast-paced state agency, nonprofit, Fortune 100 and 
international organizations. Her skills include partnering finance with core operations to 
develop highly productive cross-enterprise alliances. 


Nevada Operations 


The Operations business area is responsible for Contract Operations and Administration, 
Recipient and Provider Services and Claims Processing functions.  


Nevada DBA Administrator 


Catherine Lackey, Director, National Operations and Nevada DBA Administrator – Ms. 
Lackey will serve as our contract manager/liaison to the DHCFP and will directly interact 
with Mr. Ruiz. Ms. Lackey has a tenured health care management experience, including 
extensive experience in the claims operations, claims processing, customer service and 
call center departments within Blue Cross and Blue Shield of Alabama before joining 
Delta Dental. Ms. Lackey, who holds an MBA degree from the University of Alabama at 
Birmingham, serves as the Director, National Operations, Government Programs where 
she directs day-to-day operations in our claims department, call center and customer 
support areas. She will report directly to Mr. Konovaloff. This position is a key position 
for the Nevada DBA contract. 


Operations Manager – Contract Administration 


Catherine Lackey, Interim Nevada Operations Manager – Ms. Lackey will serve as our 
interim Nevada Operations Manager. Following contract award, we will recruit a highly 
qualified individual to serve in this position on a permanent basis. The Nevada 
Operations Manager will be responsible for all contract administration activities. This 
individual will oversee all operational functions, including providing program oversight, 
program implementation and direct assistance to accounts. This position is a key 
position for the Nevada DBA contract. 


Recipient and Provider Services 


Recipient and Provider Services are handled by the Call Center which includes operation 
of a recipient call center, outbound calls to recipients, written notices, handling of email 
inquiries, enrollee materials, language services and member satisfaction. The Call Center 
also provides first level provider contact (inbound and outbound calls, email inquiries, 
written inquiries) resolution. 


Marti White, Recipient and Provider Services Manager – As Call Center Manager, Ms. 
White currently manages a $9 million operating budget. She has created a process 
improvement for leadership and representatives for call center productivity and has 
provided and implemented corrective action plans for performance guarantee groups. 
She also has facilitated and assisted in conducting audits for purposes of ensuring state 
compliance with regulations. For the Nevada DBA contract, Ms. White will oversee our 
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recipient and provider services activities, including our Call Center, all provider and 
recipient inquiries, recipient education and orientation and interpretation services. She 
maintains control in a manner that meets stringent performance guarantee requirements 
and ensures superior customer service that meets or exceeds quality goals. This 
position is a key position for the Nevada DBA contract. 


Claims Processing 


The Claims Processing area receives and adjudicates claims for the dental services 
provided to Nevada DBA Program enrollees. 


Clay Shomaker, Claims Processing Manager – Clay Shomaker has more than 20 years of 
experience managing sales, service and claims teams in auto and dental insurance 
environments. He possesses both a bachelor’s and a master’s degree in business 
administration. Under the Nevada DBA contract, he will be responsible for claims 
processing, which includes coordination of benefits with other health insurance. In this 
capacity, Mr. Shomaker will manage all daily claims processing activities, including 
adjudication, data entry and correction. He will establish internal quality and production 
standards, monitor and evaluate staff performance, develop plans and methods to 
improve efficiency and service levels. He will advise Delta Dental executive management 
on recommended enhancements to the claim functions. This position is a key position 
for the Nevada DBA contract. 


Grievances, Appeals and Fair Hearings 


The Grievance and Appeals area ensures compliance with regulatory requirements, 
participates in required audits and Fair Hearings and coordinates quality reviews. 


Grievances, Appeals and Fair Hearings (GAF) Coordinator – This individual will be hired 
following contract award. This position is a key position for the Nevada DBA contract. 
The GAF Coordinator will oversee all GAF activities, including grievance and appeals 
reporting, ensuring compliance with regulatory requirements, participating in required 
audits, fair hearings and coordination of quality reviews. GAF specialists as well as a 
dental consultant will report to this coordinator. 


Management Information Systems 


The Information Technology (IT) business area plans and organizes the management 
information systems (MIS) supporting Delta Dental’s customers, members and providers. 
The IT organization performs programming and system development, problem analysis, 
receives and processes eligibility files, creates and submits claims and encounter files, 
maintains web interfaces and provides change management, technical support, help 
desk functions and incident management. 


Ginger Carpenter, Information Technology Director – Ms. Carpenter has nearly 35 years 
of management experience in dental health care administration. During her long career 
with Delta Dental, she has participated in a wide range of technology projects, from 
systems design and development to management of large and complex enterprise 
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implementations. Ms. Carpenter has held critical business and IT management positions 
central to the operation of a large-scale health care payor and brings this knowledge and 
experience to her role as director of information technology. 


Member Enrollment 


The Member Enrollment business area conducts in-field outreach activities, manages 
inventory of materials, and prints and mails member and provider materials, including 
identification (ID) cards. 


Patrick Healy, Enrollment Director – Mr. Healy has over 10 years of experience with Delta 
Dental and more than 30 years of management experience. Mr. Healy joined Delta Dental 
in January 2002 as a client services manager in our San Francisco office. In this role, he 
managed all aspects of the group experience, including overall group set-up, enrollment 
loading and maintenance, group billing and day-to-day management of various teams to 
maintain outstanding relationships with each group. Later, as the Enrollment manager, 
Mr. Healy was assigned responsibility for all enrollment functions for Delta Dental of 
California, including electronic, web and manual set-up of enrollment. Since his 
promotion to Director, Enrollment, he oversees all aspects of enrollment for Delta Dental 
in four locations nationwide. He is responsible for all facets of the day-to-day 
management of group enrollment, including processing of electronic files, managing 
online EMA applications and ensuring timely, accurate processing of all manually 
submitted enrollments. For the Nevada DBA contract, he will supervise the manager of 
the Enrollment department and will oversee manual enrollment, new member mailings 
and third-party recovery invoicing. 


Dental Management 


The Nevada Dental Director will be responsible for dental management for the Nevada 
DBA Program. The director’s scope of responsibility will encompass all areas of dental 
policy, including quality assurance and improvement, authorization and utilization 
management, provider network development and management, network development, 
program integrity, outreach and case management, and provider enrollment. These 
responsibilities include the following: 


 Dental Director’s Office – As noted above, this director will be responsible oversight of 
the entire dental management business area. Delta Dental will designate a full-time, 
salaried employee as dental director for the Nevada DBA Program. This position is a key 
position for the Nevada DBA contract. We are currently recruiting and interviewing 
qualified candidates in Nevada for the dental director position, a position we will fill 
following contract award. 


 Quality Assurance and Improvement – The Quality Assurance and Improvement business 
area conducts quality management reviews. 


 Authorization and Utilization Management – The Authorization and Utilization 
Management business area conducts utilization reviews and dentist peer reviews. 


 Network Development – The Network Development business area develops and maintains 
Delta Dental’s provider networks. The Network Development team ensures network 
adequacy, monitors debarred status, provider sanctions and credentialing, conducts 







  


 


 RFP #3290 


3–292 Dental Benefits Administrator 
 


provider surveys and office/site visits, addresses provider inquiries and provides 
assistance and performs provider education and outreach. 


 
Darlene Gillespie, Network Development Director – Ms. Gillespie will serve as director of 
network development and will lead our provider services team for this program. Ms. 
Gillespie has a substantial background in the administration of state government 
programs, as well as with dental provider relations and currently serves as Director of 
Network Development for Government Programs. In her role as the network development 
director for the Nevada DBA Program, she will have primary responsibility for developing 
and implementing Delta Dental’s ongoing strategies to increase provider participation, 
recruiting and maintaining the provider network and performing all other required 
provider relations activities. This position is a key position for the Nevada DBA contract. 


 Program Integrity – The Program Integrity business area establishes our audit plan, 
performs audits, reviews dental and billing records, evaluates quality of care and 
identifies and recovers overpayments. 


 Outreach and Case Management – The Outreach and Case Management business area is 
responsible for recipient and provider outreach services as well as for care coordination 
services. 


 Provider Enrollment – The Provider Enrollment business area, which will be overseen by 
Delta Dental’s Director of Dental Affairs, is responsible for ensuring network adequacy, 
monitoring debarred status, monitoring provider sanctions, conducting credentialing 
activities and handling provider inquiries and assistance. 


Accounting and Budgeting 


The Accounting and Budgeting business area performs budgeting, financial reporting, 
forecasting, cost benefit analyses and cost proposals. 


Diane Silva, Chief Financial Officer – Ms. Silva holds a BS degree in Finance and Risk 
Management from Sacramento State University and has more than 23 years of 
experience in finance, contract and business analysis. She is a results-oriented leader 
with a record of success in fast-paced state agency, non-profit, Fortune 100 and 
international organizations. Her skills include partnering finance with core operations to 
develop highly productive cross-enterprise alliances. Ms. Silva currently oversees, 
coordinates, analyzes and implements department annual operating and capital budgets. 
She also prepares forecasts for short and long-term operating results and directs 
financial planning and analysis functions to ensure timely and accurate reporting of all 
transactions. For the Nevada DBA contract, Ms. Silva will oversee the Accounting and 
Financial Reporting Manager, who will provide oversight of day-to-day financial 
operations for the contract. 


Hiring Methodology 


Our approach to ensuring that the individuals we hire are fully qualified to serve in their 
positions is outlined in this section on Delta Dental’s hiring methodology. Following this 
discussion, we present our approach to staff training, which ensures that our highly 
qualified employees are fully capable of performing their Nevada DBA Program 
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responsibilities in a manner that meets and exceeds both contract requirements and 
DHCFP expectations. 


Delta Dental has decades of experience in recruiting leadership, management, clinical, 
administrative, customer service and clerical personnel from the local areas in which our 
programs operate. We understand the competitive nature of recruiting and hiring 
qualified candidates, and we offer salaries and benefit packages designed to attract 
individuals with the right match of skills, talents, attributes and experience. Over the 
years, we have refined and updated our hiring policies and procedures to reflect changes 
in the work force and the marketplace. 


Delta Dental’s Human Resources team provides constant professional support to our 
operations team, helping us to meet contract requirements as well as our own 
productivity and business goals. Human Resources is a key strategic player within Delta 
Dental, supporting the goals of our enterprise as well as anticipating, developing and 
fulfilling the needs of our most important resource – our employees. Our Human 
Resources management team has created a Human Resources organization that 
continuously expands its expertise, functions as a cohesive unit and is characterized by 
mutual respect, empathy, trust, integrity, accountability and open communication. 


Delta Dental understands what is needed to fulfill each job requirement, and we recruit 
and select the most qualified individual who best fits each position. 


Recruiting from within the Delta Dental Enterprise 


Delta Dental will recruit from throughout our enterprise to meet the staffing needs of the 
Nevada DBA contract. To expedite the process during implementation, the management 
team will complete and submit the necessary personnel action forms to Human 
Resources within five business days of contract award. 


The larger Delta Dental organization encompasses not only State Government Programs 
but other business units as well, including our Federal Services and commercial 
business divisions. These additional personnel pools give us a rich source of employees 
who are already trained in and knowledgeable about the dental benefits industry, 
including customer service. To ensure these staff members receive appropriate 
incentives and promotional opportunities, Delta Dental has developed an effective 
process for recruiting and hiring qualified internal candidates. 


Our Human Resources policy encourages those employees who wish to change jobs 
while remaining within the Delta Dental organization to apply for vacant positions, and 
we will use this approach in our internal recruitment efforts. We will post available 
positions on internal bulletin boards and through our Human Resources iRecruitment 
intranet site where employees can search for internal job openings. Job openings are 
posted internally for three working days, depending upon the type of position, and 
potential applicants are informed of the application process. Each position posting 
announces the: 


 Job title; 
 Posting date and date to be removed; 
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 Location, department and division; 
 Whether the position is full- or part-time; 
 Position summary; 
 Duties and responsibilities and 
 Experience and minimum qualifications requirements. 


Whenever possible, it is Delta Dental’s policy to fill vacancies in our management team 
internally by promoting qualified, experienced supervisors and mid-level managers into 
management roles. We recruit management staff from external sources only if qualified 
personnel are not available within our own enterprise. Delta Dental offers our employees 
assistance in pursuing opportunities for advancement. We also offer management 
development training to ensure that our best-qualified personnel are given the 
opportunity to hone their skills. In addition, our Employee Educational Assistance 
Program, which provides reimbursement for attending accredited schools outside of 
work, is available to all permanent employees. 


We look for candidates with the potential to succeed and grow. Because of the wide 
variety of positions available in operations throughout our enterprise, we can offer job 
opportunities appropriate to our employees’ skills and abilities at different stages in their 
careers. This range of opportunities, combined with the careful selection of employees 
with the right qualifications, experience and aptitude, promotes mentoring and team 
work. We are exceptionally proud that many of our employees who began their careers in 
entry-level positions are now members of our professional and management team. 


Recruiting from External Sources 


Delta Dental proposes to staff the Nevada DBA contract primarily with well-trained, 
knowledgeable and qualified staff members who are interested in transferring from 
elsewhere within our enterprise. However, should we encounter a situation where we 
cannot identify a qualified internal candidate to fill a vacancy, our Human Resources 
department will activate its external recruiting procedures. As with any large corporation, 
Human Resources uses a variety of recruitment practices that ensure we hire individuals 
who are among the very best in the industry. Potential job candidates, aware of Delta 
Dental’s reputation as the nation’s leading dental carrier, aspire to work for us. This 
affords us the opportunity to attract and hire the best, brightest and most experienced 
from this external pool of candidates. 


When external recruiting is required, we use the following sources to identify and recruit 
additional staff: 


 Review of previously received resumes and applications in our applicant database; 
 Employee referrals; 
 Employment agencies and search firms; 
 Local employment offices; 
 Local educational institutions, with a focus on recent college graduates; 
 Internet resume sites (e.g., monster.com, Careerbuilder, Linked In); 
 Skill centers and other local training institutions, including technical schools for dental 


training and computer training; 
 Job fairs and 
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 Delta Dental’s Internet site: deltadentalins.com. 


We also offer Employee Referral Bonuses for “difficult to fill” positions that require 
external recruiting. The bonus amount ranges from $100 to $2,500 based on market 
availability and the level of the position. The amount of the bonus is specified on the job 
posting. 


If personnel are not available locally, we will recruit from other geographic areas or 
retrain internal recruits to fill the appropriate positions. During any concentrated external 
recruiting effort, Human Resources staff will maintain flexible schedules to 
accommodate all interested applicants. 


Screening, Interviewing and Hiring 


Delta Dental’s Human Resources policies and procedures, as documented in our Human 
Resources Practices Manual, spell out our screening, interview and hiring policies and 
associated step-by-step procedures, which are available to the DHCFP upon request. 


Once we complete our interviews, we select individuals for employment based upon their 
general and specific levels of experience, knowledge of the responsibilities of the 
positions applied for and familiarity with specific contract requirements. In selecting and 
hiring staff, Delta Dental complies with all applicable laws and regulations prohibiting 
discrimination against any applicant or employee in all personnel actions. 


In interviewing the applicants and making our selection, we consider both the technical 
skills and personal qualifications of each individual. For the Nevada DBA contract, our 
goal will be to fill positions with the most technically qualified applicants who are also 
ethical, honest, customer service-oriented and committed to continuous quality 
improvement. We will select a candidate within two weeks of completing the interviews. If 
the interview panelists disagree, the appropriate hiring manager from the organizational 
unit in which the position is located will make the final hiring decision. 


Once a hiring decision has been made, Human Resources staff will offer the position to 
the selected applicant and will address all salary and benefits issues and questions. In 
addition, the Human Resources department will verify appropriate licensure or 
certification and conduct any required background checks at this time. If the position is a 
key personnel position, the offer will be contingent upon receipt of DHCFP approval. 
When the individual accepts the offer, the Human Resources department will complete 
the hiring process. Delta Dental will notify the DHCFP of all individuals selected to fill key 
personnel positions and will request DHCFP approval to hire these individuals prior to 
making a final offer. 


Staff Training 


Delta Dental understands and acknowledges that with the exception of the Nevada 
Medicaid/CHIP Operations Manager, who may not be assigned to any other responsibility 
and must be housed in the vendor’s Nevada administrative offices, key personnel may be 
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responsible for more than one area. Delta Dental will ensure that all staff have 
appropriate training, education and experience to fulfill the requirements of their 
positions, including the Nevada Medicaid/CHIP Operations Manager. 


Delta Dental’s will provide training both during implementation and following the service 
start date. The scope of work for the Nevada DBA contract spans a wide array of front-
line customer services that require our staff to perform duties in a manner that 
represents the DHCFP and the Nevada DBA Program well. Our staff training program 
emphasizes service that is: 


 Accurate; 
 Consistent; 
 Uniform; 
 Knowledgeable; 
 Professional; 
 Respectful and 
 Responsive/Timely. 


Training will be provided in multiple modalities to facilitate optimum learning 
effectiveness, scheduling convenience and access for the varied participant groups. 
During implementation and throughout the contract term, Delta Dental will provide 
comprehensive training to its Nevada DBA staff and to the Department and its designees 
that includes, but is not limited to, the specific requirements of the RFP. 


Training sessions will be scheduled during normal business hours for all participants. 
Our training solution for all participants is effective and efficient, minimizing disruption 
to schedules while achieving training objectives. 


Delta Dental has an extensive array of well-qualified professionals and subject matter 
experts to meet and surpass training requirements and objectives throughout the term of 
the contract. All trainers will have extensive training and subject-matter experience. 
These experts will ensure our Nevada DBA workforce is fully prepared to deliver 
excellent service from the start of implementation through the contract term. 


Staffing of Key Positions 


Delta Dental understands and acknowledges that with the exception of the Nevada 
Medicaid/CHIP Operations Manager, who may not be assigned to any other responsibility 
and must be housed in Delta Dental’s Nevada administrative offices, key personnel may 
be responsible for more than one area. 


As described above in our approach to project staffing, Delta Dental will ensure that all 
staff has appropriate training, education, and experience to fulfill the requirements of 
their positions, including the Nevada Medicaid/CHIP Operations Manager. Also as 
discussed above, we have well-established programs in place to recruit and hire the best 
individuals for each available key position, and we offer extensive training that ensures 
our key staff will be able to perform their duties at optimum levels. 
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Delta Dental will inform DHCFP in writing within seven calendar days of any changes in 
the following key positions: 


 Nevada Administrator; 
 Chief Financial Officer; 
 Nevada Dental Director; 
 Recipient and Provider Services Manager; 
 Grievance, Appeals & Fair Hearings Coordinator; 
 Claims Administrator; 
 Network Development Director and 
 Nevada Operations Manager. 


3.14.4 SUBCONTRACTORS 


3.14.4 Subcontractors 


 


The vendor must comply with the requirements in 42 CFR 438.214 regarding 


contracts with health care professionals. 


 


The vendor shall comply with the following: 


 


3.14.4.1 All subcontracts must fulfill the requirements of 42 CFR 438 that are 


appropriate to the service or activity delegated under the subcontract; 


 


3.14.4.2 The vendor is responsible for oversight of all network subcontracts and 


is accountable for any responsibilities it delegates to any subcontracted 


provider (AKA, subcontractor).  The vendor must evaluate the prospective 


subcontractor’s ability to perform the activities to be delegated; 


 


3.14.4.3 All subcontracts for administrative services provided pursuant to this 


RFP, including, but not limited to, utilization review, quality assurance, recipient 


services, and claims processing, shall be prior- approved by DHCFP.  Prior to the 


award of any subcontract or execution of an agreement with a delegated 


entity, the vendor must provide written information to the DHCFP disclosing the 


vendor’s ownership interest of five percent (5%) or more in the subcontractor or 


delegated entity, if applicable.  All subcontracts shall be submitted to DHCFP 


for approval prior to their effective date.  Failure to obtain advance written 


approval of a subcontract from DHCFP will result in the application of a penalty 


of $25,000 for each incident; 


 


3.14.4.4 By the service start date and whenever a change occurs, submit to 


DHCFP for review and approval the names of any material subcontractors the 


vendor has hired to perform any of the requirements of the Contract and the 


names of their principals; 
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3.14.4.5 Maintain all agreements and subcontracts relating to the contract in 


writing.  Provide copies of all agreements and subcontracts to DHCFP within 


five (5) days of receiving such request.  All such agreements and subcontracts 


shall contain relevant provisions of the contract appropriate to the 


subcontracted service or activity, specifically including but not limited to the 


provisions related to confidentiality, HIPAA requirements, insurance 


requirements and record retention.  The vendor has the responsibility to assure 


that subcontractors are adequately insured to current insurance industry 


standards; 


 


3.14.4.6 Remain fully responsible for meeting all of the requirements of the 


Contract regardless of any subcontracts for the performance of any Contract 


responsibility.  No subcontract will operate to relieve the vendor of its legal 


responsibility under the Contract; 


 


3.14.4.7 Must have a written agreement with the subcontractor that specifies 


the activities and report responsibilities delegated to the subcontractor and 


provides for revoking delegation or imposing sanctions if the subcontractor’s 


performance is inadequate or substandard; 


 


3.14.4.8 Must monitor the subcontractor’s performance on an on-going basis 


and subject the subcontractor to formal review according to periodic 


schedules established by the State, consistent with industry standards and/or 


State laws and regulations.  If the vendor identifies deficiencies or areas for 


improvement, the vendor and the subcontractor must take corrective action; 


 


3.14.4.9 Notify DHCFP, in writing, immediately upon notifying any material 


subcontractor of the vendor’s intention to terminate any such subcontract; 


 


3.14.4.10 Within thirty-five (35) calendar days of the date of request, the vendor 


must provide full and complete information about the ownership of any 


subcontractor with whom the vendor has had business transactions totaling 


more than twenty-five thousand dollars ($25,000.00) during the twelve-month 


(12-month) period ending on the date of request as required by 42 CFR 455.105.  


Failure to timely comply with the request will result in withholding of payment by 


the State to the vendor.  Payment for services will cease on the day following 


the date the information is due and begin again on the day after the date on 


which the information is received; 


 


3.14.4.11 DHCFP retains the right to review contracts between the vendor and 


providers.  DHCFP agrees to protect the terms of Vendor-Provider contracts, if 


the vendor clearly label individual documents as a "trade secret" or 


"confidential"” as per Section 25 of Attachment D, Contract Form; and 
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3.14.4.12 In the event any network provider or subcontractor is determined not 


to meet federal requirements and results in a federal disallowance of federal 


funds, the vendor will be financially responsible to refund the amount of the 


federal disallowance and the corresponding state share to DHCFP.  If such 


disallowance is treated as a default or breach, or otherwise subject the vendor 


to sanctions under Section 13 of Attachment D Contract Form, any such 


liquidated damages are not exclusive and are in addition to any other 


remedies available under this contract.  All existing subcontracts, requiring 


amendments to meet the requirements of this contract, shall be amended.  All 


future subcontracts must meet the requirements of this contract and any 


amendments thereto. 


Delta Dental acknowledges and agrees to the requirements of Section 3.14.4 
Subcontractors. However, Delta Dental does not intend to use any administrative or 
material subcontractors in the fulfillment of Nevada DBA Program contract requirements. 
Should Delta Dental engage any administrative or material subcontractors during the 
course of the contract, we will provide such subcontracts to the DHCFP for prior 
approval. 


3.14.5 IMPLEMENTATION 


3.14.5 Implementation 


 


3.14.5.1 Vendor Plan 


 


The vendor shall: 


 


A.  Develop and submit to DHCFP for approval, no later than one (1) 


month after notification that DHCFP has selected it for Contract negotiations, a 


detailed work plan and timeline for performing the obligations set forth in the 


Contract for the first contract year. 


 


B.  Provide DHCFP with updates to the initial work plan and timeline, 


identifying adjustments that have been made to either, and describing the 


vendor’s current state of readiness to perform all Contract obligations.  Until the 


service start date, the vendor shall provide biweekly written updates to the 


work plan and timeline, and thereafter as often as DHCFP determines 


necessary. 


 


C.  Unless otherwise agreed to by the DHCFP, submit to the DHCFP no less 


than ten (10) business days prior to the service start date, all deliverables to 


allow for timely DHCFP identified modifications. 


 


D.  Beginning no later than sixty (60) calendar days prior to the service 


start date, the vendor shall implement procedures necessary to obtain 







  


 


 RFP #3290 


3–300 Dental Benefits Administrator 
 


executed subcontracts and Medicaid provider agreements with a sufficient 


number of providers to ensure satisfactory coverage of initial enrollments.  The 


DHCFP reserves the right to require an access report at any time after the 


service start date when barriers to access or network inadequacies are 


identified or are questionable. 


 


E.  Ensure that all workplace requirements the DHCFP deems necessary, 


including but not limited to office space, post office boxes, telephones and 


equipment, are in place and operative as of the service start date. 


 


F.  Ensure that there is no interruption of covered services to enrolled 


recipients and work cooperatively with the DHCFP to meet these requirements. 


 


G.  Ensure that a toll-free telephone number is in operation at the 


vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open 


enrollment period for recipient access and remains in operation for the duration 


of the contract, unless otherwise directed or agreed to by the DHCFP.  A single 


telephone number may be utilized as long as there is a menu option to channel 


different caller categories, e.g. recipients, providers, etc. 


 


H.  Establish and implement enrollment procedures and maintain 


applicable enrolled recipient data. 


 


I.  Establish its Provider Network and maintain existing Provider 


Agreements with such Providers. 


 


3.14.5.2 Pre-Implementation Readiness Review 


 


DHCFP may conduct Operational and Financial Readiness Reviews on all 


awarded vendors and will, subject to the availability of the DHCFP resources, 


provide technical assistance as appropriate.  The purpose of the readiness 


reviews is to assess the vendor’s readiness and ability to provide services to 


enrolled recipients.  The areas that may be reviewed include, but are not 


limited to: financial operations; administration and organization; recipient 


services; provider network; quality improvement; and, management 


information systems, including claims processing and reporting systems.  The 


vendor shall provide necessary documentation specified by the DHCFP and 


cooperate with the DHCFP or its designees in conducting the review.  The 


DHCFP shall determine when the vendor may begin marketing and providing 


program services.  Provision of services as set forth in the contract is also subject 


to review and prior approval of CMS. 


A successful project implementation is contingent on a full understanding of the tasks to 
be performed, skilled and knowledgeable resources to perform the tasks and effective 
project management. Delta Dental will use a well-defined set of project management 
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methods aligned with PMBOK principles to systematically execute our blueprint for 
successfully completing all implementation tasks. These tasks – and the resource 
allocations – will be delineated in a detailed work plan and timeline, as described below. 
As we work toward implementation of the Nevada DBA Program, we will ensure that 
there is no interruption of covered services to enrolled recipients and we will work 
cooperatively with the DHCFP to meet these requirements. 


Coupled with this clear understanding of the work to be done and the resource 
requirements necessary to accomplish this work is the strength of our proposed 
management team, which will be led by Mr. Joseph Ruiz, Group Vice President, 
Government Programs. Our team will be composed of proven professionals who are 
familiar with Nevada DBA functions and possess a thorough understanding of Medicaid 
and CHIP program policy. 


Vendor Work Plan 


Work Plan Approach 


Delta Dental will develop and submit to DHCFP for approval, no later than one month 
after notification that DHCFP has selected us for contract negotiations, a detailed work 
plan and timeline for performing the obligations set forth in the contract for the first 
contract year. 


Developing the work plan is an iterative process that ultimately defines the tasks by 
name, duration, start and finish dates, dependencies and resources necessary to 
manage and deliver the tasks. The work plan development process involves “subdividing 
the major project deliverables and project work into smaller, more manageable 
components” (PMBOK®). 


Delta Dental uses Microsoft Project Server Professional to develop our project work 
plans. We will use this tool to develop and maintain the work plan during implementation 
and operations for the first contract year. Our plan will include every step-by-step action, 
as well as assigned resources and estimated hours that we will execute to accomplish 
implementation. All deliverables and milestones will be clearly identified for ease of 
tracking progress. 


Delta Dental’s work plans are constructed using a five-day work week and an eight-hour 
workday. Known State holidays are excluded as workdays. Most work packages take less 
than 80 hours to complete over a two-week period as required in the RFP. Exceptions 
include tasks that are ongoing throughout implementation – such as personnel hiring, 
staff training and project status reporting. Additionally, our work plans are constructed 
so that, where practical, each and every deliverable is reviewed by internal quality 
management staff prior to submission to the DHCFP. Our Nevada DBA work plan will 
initially be developed based on our combined experience. Work packages listed in the 
work plan will be grouped into manageable cohesive units and include duration and 
target completion dates. 
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The work plan structure uses a multi-part format. We employ an alpha-numeric 
numbering structure to assist users in quickly locating tasks. Components of each task 
include a task description, major subtask description, subtask description, the 
start/finish dates and the overall duration (in days) needed to complete the work 
package. The work plan is constructed using work plan task categories. 


The work plan will take into account several factors as we develop activity duration 
estimates. Two key factors that will be used to create the work plan are effort and 
duration. Effort is the number of hours it will take a person with specific skills to 
complete a given task. Duration is the number of days needed to complete an effort of a 
given task. The resource classifications we will use in developing the work plan will be 
based on the position titles and job descriptions presented in this technical proposal. To 
compute estimates, we will create profiles for assigned resources to determine 
productivity influencing factors. 


We will assign resources based on the skill level required for each activity and the 
experience we have gained from performing similar activities in other implementation 
environments. Similarly, the estimates and durations will aid us in the calculated tasks 
durations and hours and also incorporated our experience in the implementation of 
similar projects in other state programs. The work plan time frames and due dates will 
reflect our expectation that Delta Dental and the DHCFP will complete their respective 
tasks and carry out their responsibilities in a timely and accurate manner. 


Work Plan Updates and Maintenance 


Roles and Responsibilities 


Delta Dental will provide DHCFP with regular updates to our initial work plan and 
timeline, identifying adjustments that have been made to either, and describing our 
current state of readiness to perform all Contract obligations. Until the service start date, 
Delta Dental will provide biweekly written updates to the work plan and timeline, and 
thereafter as often as DHCFP determines necessary. 


Management of the work plan is not an isolated activity, but rather a project management 
discipline that integrates Risk, Issue, Scope and Change Management. Risks and issues 
are identified early and reviewed often to mitigate potential problems and eliminate or 
reduce the negative impact to the project schedule. Schedule management can initiate 
corrective action to maintain the project schedule. When corrective action requires a 
change to the baseline work plan, requests go through the formal change control 
management process. This integrated, proactive strategy reduces risk and helps control 
schedule changes. Controlling schedule change is critical to delivering implementation 
on time. Our effective schedule management process has an integrated view of WBS 
milestones and deliverables. Delta Dental consolidates the work of staff members in all 
functional areas to promote an integrated team, consistent with the goals of partnership, 
collaboration and transparency. Overall responsibility for this plan lies with our Interim 
Nevada Operations Manager, Catherine Lackey. 
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Monitoring, Maintenance and Update Processes 


Delta Dental uses two time management tools to support schedule management of work 
packages and deliverables during implementation: 


 MSPS – this tool captures all activities required to successfully complete the Takeover 
Phase. Task elements include, but are not limited to, task name, duration, start and finish 
dates, dependencies and resources. Each of these elements is required in the WBS to 
ensure our success with planning, controlling and monitoring progress and managing the 
schedule. MSPS has the capability of generating the WBS in various views (e.g., Task 
Usage Chart and Gantt Chart.) It also generates reports that illustrate schedule variances, 
allowing Delta Dental to react to potential schedule changes via trend analysis. 


 Dashboards – this tool provides a quick, comprehensive look at the Takeover’s overall 
health. Once the comprehensive project plan is baseline, the Takeover Project Manager 
will define the baseline metrics. We will use those metrics to report progress. The 
dashboards show progress reporting and represent logical units of work that are 
understood by both the individuals performing the work and those managing the work. 
Dashboards are driven by information in MSPS and SharePoint, which include status 
reporting, issue management and risk management. We will use this information to 
provide mandatory status updates. 


Other Work Plan Requirements 


In accordance with RFP requirements, deadlines for meeting the following requirements 
will be incorporated into the initial vendor work plan that we will submit to DHCFP no 
later than one month after notification that DHCFP has selected us for contract 
negotiations: 


 Deliverables – Unless otherwise agreed to by the DHCFP, Delta Dental will submit to the 
DHCFP, no less than 10 business days prior to the service start date, all deliverables to 
allow for timely DHCFP-identified modifications. 


 Provider Agreements and Subcontracts – Beginning no later than 60 calendar days prior 
to the service start date, Delta Dental will implement all necessary procedures to obtain 
executed subcontracts and Medicaid provider agreements with a sufficient number of 
providers to ensure satisfactory coverage of initial enrollments. It should be noted that 
Delta Dental does not intend to use administrative or material subcontractors for this 
project. Should we engage any such subcontractors during the course of the contract, we 
will provide those subcontracts to the DHCFP for prior approval. We understand and 
acknowledge that the DHCFP reserves the right to require an access report at any time 
after the service start date when barriers to access or network inadequacies are identified 
or are questionable. 


 Workplace Requirements – Delta Dental will ensure that all workplace requirements the 
DHCFP deems necessary, including but not limited to office space, post office boxes, 
telephones and equipment, are in place and operative as of the service start date. 


 Toll-Free Telephone Number – Delta Dental will ensure that our toll-free telephone number 
for the Nevada DBA Program is in operation at our Alpharetta, Georgia, office as of 8:00 
a.m. (Pacific Time) on the first day of the open enrollment period for recipient access. 
This toll-free telephone number will remain in operation for the duration of the Nevada 
DBA contract, unless otherwise directed or agreed to by the DHCFP. We will utilize a 
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single telephone number, which will include a menu option to channel different caller 
categories, including recipients, providers and other appropriate categories. 


 Enrollment Procedures – Delta Dental will establish and implement enrollment procedures 
and maintain applicable enrolled recipient data. 


 Provider Network – Delta Dental will establish our provider network and maintain existing 
provider agreements with such providers. 


Pre-Implementation Readiness Review 


Delta Dental understands and acknowledges that DHCFP may conduct Operational and 
Financial Readiness Reviews following contract award and will, subject to the availability 
of the DHCFP resources, provide us with technical assistance as appropriate. We 
understand that the purpose of these readiness reviews is to assess our readiness and 
ability to provide services to enrolled recipients. We also understand that the areas that 
may be reviewed include, but are not limited to: financial operations; administration and 
organization; recipient services; provider network; quality improvement and 
management information systems, including claims processing and reporting systems. 
Delta Dental will provide any necessary documentation specified by the DHCFP and 
cooperate with the DHCFP or its designees in conducting the review. We understand and 
acknowledge that the DHCFP will determine when Delta Dental may begin marketing and 
providing program services. We also understand that provision of services as set forth in 
the contract is also subject to review and prior approval of CMS. 


3.14.6 PRESENTATION OF FINDINGS 


3.14.6 Presentation of Findings 


 


The vendor must obtain the DHCFP’s approval prior to publishing or making 


formal public presentations of statistical or analytical material that includes 


information about enrolled recipients.  This material must protect specific 


individual recipient privacy and confidentiality to the extent required by both 


federal and state law and regulation. 


Delta Dental regards its obligation to protect specific individual recipient privacy and 
confidentiality seriously, and has extensive training and compliance programs for the 
handling of protected health information (PHI) and personally identifying information 
(PII). Delta Dental will obtain the DHCFP’s approval prior to publishing or making formal 
presentations of statistical or analytical material that includes information about enrolled 
recipients. We fully understand and acknowledge that this material must protect recipient 
privacy and confidentiality to the extent required by both federal and State law and 
regulation. 
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3.14.7 VENDOR MARKETING MATERIALS 


Marketing Materials 


3.14.7 Vendor Marketing Materials 


 


3.14.7.1 The vendor may develop marketing materials for distribution during 


any open enrollment period.  The vendor must request and obtain permission 


from the DHCFP to distribute materials during an open enrollment period as well 


as in other locations or to implement an advertising campaign.  Marketing 


materials must be submitted to the DHCFP for review and approval a minimum 


of sixty (60) days prior to the scheduled Medical Care Advisory Committee 


(MCAC) meeting for approval.  The MCAC Schedule is subject to change.  


Please refer to the DHCFP website, http://dhcfp.nv.gov for revisions.  


Notwithstanding the requirement that the MCAC must review all vendor 


marketing materials, the DHCFP has the sole authority to approve or disapprove 


materials (including updates to existing materials), distribution and advertising 


campaigns.  The vendor, or any provider, organization, or agency that 


contracts with the vendor, is not permitted to market directly to potential 


recipients.  Vendors are also prohibited from providing materials that contain 


false or misleading information, and from initiating cold calls to potential 


recipients. 


 


3.14.7.2 The vendor may not distribute, in any manner, marketing materials 


related to the managed care program without the prior written approval of the 


DHCFP.  This includes any updates to previously approved materials.  Although 


federal regulations require the MCAC to review vendor marketing materials 


pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP 


has the sole authority to approve the vendor’s marketing materials.  If DHCFP 


approval is granted, the vendor must distribute the materials to its entire service 


area to ensure that, before enrolling, the potential recipient receives the 


accurate oral and written information that he/she needs to make an informed 


decision regarding whether to enroll with the vendor.  The vendor may not seek 


use of approved marketing materials to influence enrollment in conjunction 


with the sale or offering of any private insurance.  The vendor may not, directly 


or indirectly, engage in door-to-door, telephone, or other cold-call marketing 


activities. 


Delta Dental understands and acknowledges that we may develop marketing materials 
for distribution during any open enrollment period. We will request and obtain 
permission from the DHCFP to distribute materials during an open enrollment period as 
well as in other locations or to implement an advertising campaign. We will submit all 
marketing materials to the DHCFP for review and approval a minimum of 60 days prior to 
the scheduled Medical Care Advisory Committee (MCAC) meeting for approval. We 
understand and acknowledge that the MCAC Schedule is subject to change and that we 
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must refer to the DHCFP website, http://dhcfp.nv.gov for revisions. Notwithstanding the 
requirement that the MCAC must review all vendor marketing materials, we understand 
and acknowledge that the DHCFP has the sole authority to approve or disapprove 
materials (including updates to existing materials), distribution and advertising 
campaigns. We also understand and acknowledge that neither Delta Dental, nor any 
provider, organization, nor any agency that contracts with Delta Dental, is permitted to 
market directly to potential recipients. We also are prohibited from, and will never engage 
in, providing materials that contain false or misleading information, or initiating cold 
calls to potential recipients. 


Delta Dental understands and acknowledges that we may not distribute, in any manner, 
marketing materials related to the managed care program without the prior written 
approval of the DHCFP. We understand that this includes any updates to previously 
approved materials. Although federal regulations require the MCAC to review vendor 
marketing materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, we 
understand and acknowledge that the DHCFP has the sole authority to approve Delta 
Dental’s marketing materials. If DHCFP approval is granted, we will distribute the 
materials to our entire service area to ensure that, before enrolling, the potential recipient 
receives the accurate oral and written information that he or she needs to make an 
informed decision regarding whether to enroll with Delta Dental. Per RFP requirements, 
we will never seek use of approved marketing materials to influence enrollment in 
conjunction with the sale or offering of any private insurance. In addition, we will never, 
directly or indirectly, engage in door-to-door, telephone, or other cold-call marketing 
activities, in accordance with RFP requirements. 


Assure Marketing Materials Are Accurate 


3.14.7.3 The vendor must provide the methods by which it intends to assure 


the DHCFP that marketing, including plans and materials, is accurate and does 


not mislead, confuse, or defraud recipients or potential recipients or the DHCFP.  


Statements that will be considered inaccurate, false, or misleading include but 


are not limited to any assertion or statement that: 


 


A.  The recipient must enroll with the vendor in order to obtain benefits or 


in order not to lose benefits; or 


 


B.  The vendor is endorsed by CMS, the federal or state government, or 


similar entity. 


Delta Dental ensures that marketing plans and materials are accurate, and do not 
mislead, confuse, or defraud recipients or potential recipient or the DHCFP through our 
external communications management approach. This approach outlines the following 
major steps in creating and updating any communication to recipients or potential 
recipients: 


1. The Delta Dental department that owns, or is responsible for, the type of 
communication and/or content initiates the process and assigns an analyst to the 
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task. In the case of marketing plans and materials for the Nevada DBA contract, the 
responsible department will be Contract Administration. 


2. The responsible department assigned analyst researches the applicable policies, 
regulations and contract requirements that inform and constrain the subject matter(s) 
to be communicated, and drafts the communication(s). 


3. Delta Dental’s Department of Risk, Ethics and Compliance, Quality Management, and 
the Dental Director review the draft communications. The assigned analyst makes the 
necessary corrections and updates. 


4. Delta Dental’s Contract Administration department submits the communication(s) to 
the DHCFP for review, comment and, in most cases, approval. 


5. The DHCFP reviews the communication(s) and provides comments, questions and 
approvals to Delta Dental’s Contract Administration department. 


6. Delta Dental’s Contract Administration department coordinates with the assigned 
analyst to make any necessary changes and finalize the communication for 
distribution. 


Using this approach, Delta Dental’s internal review process validates that our 
communication(s) do not state or assert that: 


 The recipient must enroll with Delta Dental in order to obtain benefits or in order not to 
lose benefits or 


 Delta Dental is endorsed by CMS, the federal or State government, or similar entity. 


The internal and DHCFP review process steps not only ensure that our communications 
are never misleading, confusing, inaccurate, false or fraudulent, but provide assurance 
that Delta Dental’s communications are straightforward and easily understood. 







  


 


 RFP #3290 


3–308 Dental Benefits Administrator 
 


3.15 PROGRAM INTEGRITY 


At Delta Dental, we have found that quality assurance and program integrity activities 
and outcomes are inextricably related. Program integrity – while focused on fraud, waste 
and abuse – often reveals companion quality of care issues. Similarly, while the focus of 
quality assurance is the delivery and continuous improvement of quality care; it often 
uncovers patterns of fraud, waste, and abuse (FWA). Although it is necessary to describe 
our program integrity activities in a compartmentalized fashion in order to address RFP 
requirements; in truth, quality assurance and program integrity activities are intertwined 
with all aspects of our business – beginning with provider credentialing, heavily 
informed by our claims and encounter processing and provider relations (PR) units, and 
supplemented through our Call Center and fraud hotline.  


Exhibit 3.15-1 below is a high-level depiction of the interrelationships, contributions and 
influences between our Quality Assurance and Program Integrity programs and Delta 
Dental’s other business units. 


EXHIBIT 3.15-1, PROGRAM INTEGRITY AND QUALITY ASSURANCE INTERRELATIONSHIPS 
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We screen potential employees, and conduct annual compliance training for all staff. 
Quality assurance and program integrity is a core tenet of Delta Dental’s culture, and 
built into every department’s processes and procedures. 


Program integrity activities will play a major role in the Nevada DBA program as in all 
publicly and privately funded health care programs. Support for analytical, quality of 
care, and reporting activities has evolved and taken many forms. This has resulted in a 
greater emphasis on a knowledge driven program that relies on a team of clinicians and 
analysts, their understanding of dental care dynamics, and their ability to employ the 
right data and tools to produce accurate and relevant information efficiently. 


Delta Dental is uniquely qualified to provide program integrity services for the Nevada 
DBA program. For our California Medicaid dental (Denti-Cal) customer, we don’t just 
report to the state Surveillance and Utilization Review (SUR) unit; we perform all the 
dental SUR functions. We are the largest Medicaid SUR unit dedicated solely to dental 
FWA in the nation – providing SUR functions for a dental program paying out over $900 
million in program dollars. Our Denti-Cal SUR team participates at the annual National 
Association for Medicaid Program Integrity (NAMPI) conference, which ensures that our 
knowledge is always as current as possible. We will leverage the knowledge and 
experience of our California SUR team to craft a superior program integrity solution for 
the Nevada DBA program. 


Delta Dental’s solution equips our PIU team with the technical capabilities to maintain 
vigilant oversight of the quality and cost of dental care. It combines proven expertise, 
processes that have prevailed in legal challenges from affected providers, with Delta 
Dental’s enterprise data warehouse (EDW) and MetaVance claims processing systems. 
Together, these will provide a complete monitoring package that meets all RFP 
requirements and delivers exceptional value. Applying our dental knowledge and proven 
investigative techniques to an ever-changing dental FWA landscape, our Delta Dental 
team will provide exceptional value to the DHCFP and its stakeholders. 


For Delta Dental’s Program Integrity Unit (PIU) and Provider Credentialing teams, the 
dental landscape is always changing. Team members’ familiarity with dental procedures 
and dental office practices provides the background necessary to notice and examine 
what may otherwise be seen as normal variations in data or practice patterns. Their 
ongoing connections to the dental community also provide information about trends that 
may not be consistent with optimum patient care. 


Year after year, our program integrity efforts have provided our customers with empirical 
evidence that the vast majority of dental providers are delivering services to recipients 
consistent with community standards of care in the dental profession. Nevertheless, we 
share the DHCFP’s concern that the potential for fraud, waste, abuse and quality of care 
issues – whether intentional or inadvertent – is real. We confront this issue daily through 
profiling analyses, audit and recovery recommendations, and preventative activities such 
as provider credentialing. 


Delta Dental offers the DHCFP a fully functional PIU team on day one of operations – our 
program integrity and provider credentialing tools are established and in use in our 
government and commercial dental programs today. Delta Dental attributes much of our 
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success in providing dental health care benefits to our experienced PIU management 
team and staff – individuals who have come to thoroughly understand both the practice 
of dental care and the federal and state regulations related to Program Integrity. That 
understanding, coupled with our collaborative relationships with our state customer 
staff, has enabled us to consistently meet the needs of our customers, providers and 
members. 


Delta Dental commits to complying with all Nevada DBA program integrity provisions in 
RFP Subsection 3.15, Program Integrity. We describe our approach to meeting the RFP 
requirements in the sections that follow. 


3.15.1 GENERAL REQUIREMENTS AND AUTHORITIES 


3.15.1 General Requirements and Authorities 


 


3.15.1.1 The vendor shall have internal controls for Program Integrity including 


a Program Integrity Unit (PIU) designed to identify, review, recover and report 


improper payments, including fraud, waste and abuse (FWA) activities, on an 


ongoing basis. 


 


3.15.1.2 The vendor must be familiar with and compliant with all federal and 


state regulations related to Program Integrity, as well as all Nevada Medicaid 


policies. The Vendor must also require compliance from subcontractors and 


providers for the same. Medicaid payments to vendors are government funds, 


funded by federal and state money. These payments made by State Medicaid 


to vendor entities, including but not limited to pre-paid plans, subcontractors to 


PAHP, and any sub-subcontractors, and providers of medical services, supplies 


or drugs, for the benefit of Medicaid recipients may be recovered if obtained 


by fraud. Any act of health care fraud involving such government funds will be 


subject to prosecution by the State Attorney General's Office under the State 


False Claims Act ("FCA''), as well as any other applicable laws. Relevant 


citations for Program Integrity compliance include, but are not limited to, the 


citations below. 


 


A.  Sections 1128, 1156, and 1902(a)(68) of the Social Security Act; 


 


B.  42 C.F.R.§ 438, Subpart H; 


 


C.  42 C.F.R. § 455 Subpart A, B and E; 


 


D.  42 C.F.R. § 1000 through 1008; 


 


E.  42 C.F.R. § 456.3, 456.4. 456.23; 


 


F.  42 C.F.R. § 457.950(a)(2); 
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G.  Section 6032 of the Federal Deficit Reduction Act of 2005; 


 


H.  Nevada Revised Statutes, Chapter 422; 


 


I.  Nevada DHCFP Medicaid Services Manual; and 


 


J.  Nevada DHCFP Medicaid Billing Guides 


Delta Dental is pleased to offer the DHCFP a proven combination of skilled staff, well-
established processes and unparalleled experience to meet RFP requirements for 
Program Integrity. Delta Dental utilizes a suite of internal controls and compliance 
programs to identify, prevent and recover fraud, waste and abuse (FWA) of dental 
program benefits.  


Delta Dental’s internal controls include: 


 Program integrity unit (PIU) and supporting functions: 
 Post-payment reviews of isolated patient records and/or full scope provider audits, 
 Provider profiling, and 
 Data mining, 


 Provider credentialing and enrollment, 
 Claims processing system edits and audits,  
 Utilization management activities, 
 Internal communication loops, including a systematic internal referral process, and 
 Enterprise compliance plan, training and a dedicated compliance department. 


Of these internal controls, the most efficient methods are those that occur pre-payment. 
Strong pre-payment controls are far superior, and provide better return on investment, 
than post-payment models. While there will always be a need for post-payment controls, 
good pre-payment controls can help to reduce the degree to which program integrity 
efforts focus on post-payment recovery. Delta Dental’s provider credentialing and 
enrollment policies and procedures contribute to program integrity through assurance 
that our provider network is qualified, agrees to quality provisions of the contract, and 
does not have a history of FWA. Claim submission requirements also have a significant 
impact on our ability to review quality and FWA before payment is made.  


Delta Dental’s claims processing system, MetaVance, allows the PIU to place providers 
and recipients on specific prior authorization requirements and/or on special claims 
reviews based on their exhibited patterns of FWA. This tactic allows focused review of 
claims prior to payment. The level of edits and audits applied to claims also improves 
detection of FWA pre-payment. Our claim auditing process includes our advanced fraud 
detection tool, P & R Dental Strategies Pronto™ application. Pronto is an analytics 
engine that evaluates daily claims volume using profiling of provider practice patterns, 
denial rates, and fraud and abuse gaming patterns to identify claims of concern. These 
claims are routed for staff review and verification to determine if fraud may have 
occurred and provide an opportunity to either completely cost-avoid the claim, or to refer 
the provider and/or claim to the PIU for further review on a post-payment basis.  
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Another major factor in detecting waste, fraud and abuse is the training we provide to all 
staff throughout the Delta Dental organization – such as customer service 
representatives (CSRs), claim/encounter examiners, PR representatives and dental 
consultants. Each of these groups interacts with providers, recipients and/or claim and 
encounter documents that can provide vital clues of irregularities that require further 
review. Training to identify potential indicators of FWA related to each group’s area of 
responsibility, together with an established enterprise-wide compliance policy and 
reporting process, provide an effective first line of defense against waste, fraud and 
abuse in Delta Dental’s dental plans. 


Even with our robust pre-payment internal controls, the need for post-payment FWA 
controls remains. Post-payment controls are used to detect patterns of FWA that may not 
otherwise be revealed, and to investigate allegations received from external sources 
such as recipients. Monies paid for claims found to be fraudulent are recovered; patterns 
of fraud, waste and abuse result in progressive action ranging from education to 
suspension from the program and possible prosecution by the State Attorney General’s 
office. 


As the PIU reveals new patterns of FWA and leverages their continuing education and 
knowledge of program integrity methods, recommendations for revised staff and/or 
provider education and training, new system edits and audits, and/or revised policies are 
presented to the Compliance Officer and Compliance Committee for presentation and 
adoption by our customers and internal departments. 


3.15.2 PROVIDER CREDENTIALING, ENROLLMENT AND CONTRACTS 


3.15.2 Provider Credentialing  


 


3.15.2.1 The vendor must: 


 


A.  Have written credentialing and re-credentialing policies and procedures for 


determining and assuring that all providers under contract to the vendor, 


including PDP and specialists and other health care professionals are licensed 


by the State of Nevada and qualified to perform the services.  The vendor may 


not employ or contract with providers excluded from participation in the 


federal health care programs under Section 1128 of the Social Security Act. 


 


B.  Provide credentialing criteria for review and approval by DHCFP’s Provider 


Enrollment unit ninety (90) calendar days prior to the start of the contract and 


ensure that all network providers meet the criteria. Changes to the 


credentialing process will need to be provided in writing to the DHCFP’s 


Provider Enrollment unit thirty (30) calendar days prior to the change.  If the 


change is unanticipated, the vendor will notify the DHCFP’s Provider Enrollment 


unit within five (5) calendar days of the change.  
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C.  Provide Credentials for network providers, subcontractors, or 


subcontractor’s providers to the DHCFP and/or MFCU upon request, at no cost. 


Delta Dental’s Credentialing Policies and Procedures manual outlines in detail the 
processes for ensuring dental service providers are appropriately credentialed to provide 
the highest level of care to patients and meet the requirements of DHCFP. The 
credentialing criteria will be provided to DHCFP’s Provider Enrollment unit for review and 
approval 90 calendar days prior to the start of contract operations. As part of our Quality 
Assurance Plan, we conduct an annual formal evaluation of our credentialing and re-
credentialing program and update it as required. Any resulting updates to our 
credentialing process will be provided in writing to the DHCFP’s Provider Enrollment unit 
30 days prior to the change. If the change is unanticipated, we will notify the DHCFP 
Provider Enrollment unit within five calendar days of the change. 


CMS emphasizes that provider credentialing and enrollment are key to program integrity 
and Delta Dental couldn’t agree more. Delta Dental credentials all dental providers who 
apply to become network providers. Our credentialing protocol ensures that each 
provider is licensed to render dental services in accordance with applicable Nevada laws 
and regulations. All credentialing is performed by Delta Dental’s qualified team of 
professionals rather than being outsourced. We provide ongoing and remedial training to 
credentialing professionals to ensure they remain qualified to perform this task, and we 
take the additional step of credentialing all in-house professionals participating in the 
review process, which includes our dental director, dental consultants and dentists 
serving on the Credentialing Committee. Although dental provider credentialing is not 
subject to National Committee for Quality Assurance (NCQA) certification, our 
procedures follow NCQA criteria as applicable to dentists.  


Delta Dental’s credentialing procedures promptly process enrollment applications while 
simultaneously performing due diligence to ensure patient safety. The mandatory 
information we require for initial credentialing includes: 


1. A valid state license to practice; 
2. A valid Drug Enforcement Agency (DEA) certificate; 
3. Graduation from dental school (if not verified by the state dental licensing board); 
4. Work history covering the past five years; 
5. History of professional liability claims resulting in settlements or judgments paid on 


behalf of the provider covering the past five years; 
6. Current and adequate malpractice/professional liability insurance; 
7. History of DEA certificate revocation, suspension or probation; 
8. History of limitations and sanctions imposed by the state licensing board or agency for 


dentistry; 
9. Good standing of hospital privileges; 
10. Status of clinical privileges at the provider’s designated primary admitting facility; 
11. Any Medicare and/or Medicaid sanctions imposed by the Office of Inspector General 


(OIG), as documented by National Practitioner Data Bank (NPDB) reports; 
12. Sanction history from the NPDB; 
13. History of an applicant being previously excluded or restricted by Delta Dental from 


participating in a provider network; 
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14. Information from the NPDB, the Nevada State Board of Dental Examiners, any equivalent 
licensing boards for out- of-state providers, and any other applicable licensing entities for 
all other practitioners in the plan 


15. Attestation that includes, but is not limited to, statements regarding any practice 
limitations or impairments owing to chemical and/or substance abuse; 


16. History of felonies or other exclusions listed in Section 1128 of the Social Security Act; 
17. Verification of specialty training; 
18. A current valid x-ray certificate; 
19. Results of facility and/or process-of-care audits, if any, and 
20. Valid general anesthesia permit, as applicable. 


PR representatives conduct an initial visit to each potential primary dental care 
practitioner’s office, that includes a structured review of the site and dental record 
keeping practices to ensure conformance with Delta Dental’s standards. The PR 
representative documents the methodology used to conduct the reviews and documents 
the results. 


In the interest of patient safeguards and customer reassurance, Delta Dental has 
established a policy of recredentialing providers participating in our dental networks 
every three years, or more frequently if a situation arises that warrants an out-of-cycle 
review. This policy is fully compliant with 42 Code of Federal Regulations (CFR), Section 
455.414 that require the State Medicaid Agency to review and update enrollment data for 
all Medicaid providers, including collecting disclosures, at least every five years. 


For current providers, credentialing elements that have been previously verified and that 
are not subject to change are not re-verified during recredentialing. For example, after 
determining during initial credentialing that the dentist graduated from an approved 
dental school, this element would not subsequently be re-verified. Instead, the 
recredentialing process focuses on original credentialing elements that are subject to 
change in status or professional actions or sanctions and new elements assessing the 
dentist’s performance as contracted during the previous 12 months, including:  


1. Member satisfaction and grievance history; 
2. Information on quality improvement activities; 
3. Utilization reports and 
4. Results of dental record audits. 


Delta Dental uses a systematic process to verify, review and evaluate professional 
credentials and qualifications. PR representatives receive provider applications, which 
include credentialing documents and attachments, for each practice. After verification 
that an application is complete, it is logged in the database and a credentialing file is 
created for each dentist. Staff review each file for accuracy and completeness and 
contact the dentist to amend, correct or supply any items in question. 


The credentialing file includes an attestation form that is signed and dated by the dentist 
confirming the correctness and completeness of the information supplied and giving 
Delta Dental permission to verify and research the data. The attestation also addresses 
any physical and/or mental health limitations that may affect the dentist’s current ability 
to provide dental care with or without accommodations. It confirms the provider’s 
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accuracy of records relating to any history of chemical dependency or substance abuse, 
loss of license, felony convictions, disciplinary activity or other professional sanctions 
and malpractice actions or the loss of malpractice coverage. 


Delta Dental verifies many of its credentialing criteria by reviewing primary source 
documentation. A complete list of verification sources is included in our Credentialing 
Policies and Procedures; examples include the dentist’s license from the State dental 
board; Board certification via the specific specialty board; and malpractice claims history 
via the National Practitioner Data Bank. Delta Dental also periodically reviews listings 
and reports from state licensing boards, enabling the identification of any adverse dental 
license actions between a provider’s routine re-credentialing cycles. 


Once complete, the credentialing file is forwarded to the dental director for review. By 
policy, the Credentialing Committee has authorized the dental director to accept the 
credentials of dentists whose elements are clear. The dental director may also accept the 
credentials of dentists with only one malpractice judgment within the last five years if the 
rest of the elements are clear. 


If the dental director does not accept an applicant’s credentials, the matter is referred to 
the Credentialing Committee. The dental director will defer to the committee when the file 
shows: 


 Two or more malpractice actions or settlements within the preceding five years; 
 Past or current adverse actions by any state or federal regulatory agency; 
 Past or current limitation, reduction, suspension or termination of any dental license or 


hospital privileges; 
 Past or current criminal conviction; 
 Past or current sanctions by a Medicare or Medicaid regulatory agency; 
 Lack of a current valid general anesthesia permit (applies to oral surgeons and 


anesthesiologists only); 
 Lack of a current valid DEA certification (does not apply to orthodontists) and 
 Past or current mental illness, chemical dependency or medical condition that would 


impair or interfere with the dentist’s ability to deliver care effectively. 


After discussion, the Credentialing Committee may decide to accept, reject or defer a 
decision pending the receipt of additional information. After a decision is made, the 
applicant is promptly notified of the committee’s decision. All applicants have the right to 
request corrections of erroneous credentialing information. Requests for corrections 
must be submitted by an applicant in writing and be received by Delta Dental within thirty 
calendar days of receipt of the decision. 


Only those applicants whose credentials are accepted by either the dental director or 
Credentialing Committee are approved to be contracted. 
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Credentialing activity is documented in Delta Dental’s Pega Provider 360 credentialing 
database, credentialing files and the Credentialing Committee’s minutes. These records 
preserve a history of the credentialing documents and our verifications and credentialing 
decisions. The database and supporting documentation will be available to DHCFP. 
Additionally, Delta Dental will provide credentials for network providers, subcontractors 
or subcontractor’s providers to the DHCFP and/or MCFU upon request at no cost. 


3.15.3 PROVIDER ENROLLMENT 


Provider Enrollment 


3.15.3 Provider Enrollment 


 


3.15.3.1 The vendor must comply with federal requirements including the 


Patient Protection and Affordable Care Act (PPACA) of 2010 for Medicaid 


enrollments. 


Delta Dental’s provider enrollment process complies with the Patient Protection and 
Affordable Care Act (PPACA) of 2010 for Medicaid enrollments. Delta Dental’s enrollment 
and contracting policies are based on the premise that to fully serve the needs of our 
dental plan members, we must provide a stable, comprehensive network of qualified 
dentists with broad geographic access, specialty services, and reserve capacity. We also 
take into account the unique characteristics of each plan’s member population. Because 
of our long history focused solely on dental care and the many dental professionals we 
employ, we understand how dental practices function and what dentists require to be 
active partners in a given program. Delta Dental holds fully executed provider 
agreements with each of our network providers. 


New Providers Enrolled by Fiscal Agent 


 


3.15.3.2 The vendor may enroll new providers.  A provider who is a non-


Medicaid provider that has been enrolled by the vendor must be referred to 


Nevada Medicaid’s fiscal agent for enrollment. Although the vendor may enroll 


a provider prior to the provider enrolling as a Medicaid provider, the provider is 


not permitted to provide services to the Medicaid DBA recipients until the 


provider is enrolled with Nevada Medicaid’s fiscal agent.   


Dental providers who have successfully passed the credentialing review are added to 
Delta Dental’s provider database. If the provider is not already a Nevada Medicaid 
provider, Delta Dental will enter the provider in a “pending” status and refer the provider 
to Nevada Medicaid’s fiscal agent for enrollment. Once the provider has been enrolled by 
the fiscal agent, Delta Dental will update the provider’s status accordingly and the 
provider may begin to provide services to Medicaid DBA recipients. 
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Delta Dental is sensitive to placing undue administrative burden on participating 
providers. To minimize this burden and to reduce avoidable delays in the process, Delta 
Dental is willing to work with the DHCFP and the fiscal agent to determine the feasibility 
of a process whereby Delta Dental submits the necessary enrollment information 
(application data, credentialing results, et al) to the fiscal agent on behalf of the provider. 
Delta Dental performs a similar role on our California Medicaid contract, as well as during 
prior Medicaid contracts with other states, and finds that this service helps to ensure that 
the new Medicaid provider completes the enrollment process, which ultimately maintains 
and improves network adequacy. 


License in Good Standing 


3.15.3.3 All providers, both within the state of Nevada and outside the state of 


Nevada, are required to maintain a license in good standing in the state where 


services are provided.  


Delta Dental performs a primary source verification of the provider’s license as part of 
the credentialing process. License information is maintained in Delta Dental’s provider 
management system, including any expiration or review date. When the expiration date 
approaches, the system sends an “alert” to the Network Development team, who follow 
up with the provider to validate current license information. Delta Dental also receives 
license information (e.g., revocations) from state license boards and uses this 
information to terminate the provider or take other appropriate actions based on the 
change in license standing. 


In addition to periodic recredentialing, Delta Dental may also perform monthly interim 
verifications of a valid and active dental license or applicable sedation/anesthesia 
permits. The process allows Delta Dental to verify that any expiring licenses and permits 
of providers have been renewed. It also facilitates identification of any adverse Board 
actions prior to a provider’s next scheduled recredentialing.  


Any time Delta Dental becomes aware of an event or action that calls into question the 
credentials of an applicant or contracted dentist, the dental director and Credentialing 
unit investigate the matter. Based on that investigation, the dental director is authorized 
to take actions as needed to safeguard recipients and ensure their access to benefits. If 
such actions are required prior to a committee meeting, those actions are reported to the 
committee and presented with the dentist’s credentialing file. Delta Dental proactively 
seeks information and updates key credentialing elements, such as a valid license to 
practice and licensing board actions and sanctions. 







  


 


 RFP #3290 


3–318 Dental Benefits Administrator 
 


Single Case Agreements 


3.15.3.4 The vendor may need to enter into single case agreements with non-


Medicaid providers as needed. These single case agreements must be 


reported to the DHCFP.   


In the exceptional cases where services from a non-Medicaid provider are needed, Delta 
may enter into a single case agreement with a provider. Delta will report these 
circumstances to the DHCFP. 


Delta Dental is a nationally-known dental benefits administrator; in most cases the non-
Medicaid provider will already have a contract with Delta Dental’s other lines of business 
(for example, employer dental plans) which assures the DHCFP and the recipient that the 
provider meets Delta’s high quality standards. 


Provider Terminations 


3.15.3.5 Provider Terminations.  If a provider is disenrolled, de-credentialed, 


terminated or removed from the active Provider List, the vendor at a minimum 


must provide the DHCFP the basis, reasons or causes for such action and any 


and all documentation, data, or records obtained, reviewed, or relied on by 


the vendor including, but not limited to: provider/patient files; audit reports and 


findings; and medical necessity reviews. 


A provider may be terminated following occurrences such as: 


 Revocation of the provider’s dental license; 
 Conviction of a crime involving moral turpitude; 
 Provider’s behavior unchanged after QA Committee sanctions and corrective actions 


attempts; 
 Verified pattern of poor quality of care that does not meet accepted professional 


standards; 
 Pattern of unacceptable care remains uncorrected after attempts by the QA committee to 


notify the provider of the issues and/or 
 An incident so egregious that it is deemed necessary to immediately terminate the 


dentist’s contract. 


When Delta Dental terminates (disenrolls, de-credentials, terminates or removes) a 
provider from the active Provider List, the basis, reasons or causes for the action – 
including the related documentation, data, or records used to make the determination – 
will be provided to the DHCFP within five business days of the decision to terminate. 
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Provider Network Changes Report 


3.15.3.6 On a monthly basis, no later than the tenth (10) calendar day of the 


month, the vendor will submit to the DHCFP a list of all providers who have been 


enrolled and a list of all providers who have disenrolled, deactivated, 


terminated, de-credentialed or been removed from the active provider 


enrollment. If the provider has been terminated, de-credentialed or disenrolled, 


the cause and all required documentation of the termination will be supplied to 


the DHCFP within five (5) business days of the decision to terminate. 


We will submit a Provider Network Changes report listing all providers who, in the 
previous month, have: 


 Newly enrolled; 
 Disenrolled; 
 Deactivated; 
 Terminated; 
 Decredentialed; or 
 Been removed from the active provider enrollment list. 


The Provider Network Changes report is generated from Delta Dental’s provider 
management system, and will be delivered by the tenth calendar day of the month. When 
Delta Dental terminates (disenrolls, de-credentials, terminates or removes) a provider 
from the active Provider List, the basis, reasons or causes for the action – including the 
related documentation, data, or records used to make the determination – will be 
provided to the DHCFP within five business days of the decision to terminate. 


3.15.4 PROVIDER CONTRACTS 


3.15.4 Provider Contracts 


Delta Dental’s contracting policies are based on the premise that to fully serve the needs 
of our dental plan recipients, we must provide a stable, comprehensive network of 
qualified dentists with broad geographic access, specialty services, and reserve 
capacity. We also take into account the unique characteristics of each plan’s recipient 
population. Because of our long history focused solely on dental care and the many 
dental professionals we employ, we understand how dental practices function and what 
dentists require to be active partners in a given program. Delta Dental holds fully 
executed provider agreements with each of our network providers. We do not 
subcontract for network providers or network management services. 


Our agreements with primary care dentists reinforce a dental home approach, 
streamlining administrative burdens and enabling the primary care dentist, specialty 
dentists and recipients and their families to work directly together as a team on behalf of 
each patient. 
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Written Provider Agreements 


3.15.4.1 The Vendor must execute and maintain, for the term of the contract, 


written provider agreements with a sufficient number of appropriately 


credentialed, licensed or otherwise qualified providers to provide enrolled 


recipients with all medically necessary covered services. 


Unlike many other dental insurers who subcontract other payer networks to wrap around 
or supplement a network, Delta Dental offers our clients an indemnity network consisting 
of independent dentists which have entered into an agreement with us. All dentists on 
any Delta Dental network are directly contracted with Delta Dental and are not 
subcontracted from another source. Delta Dental does not operate these network office 
locations, as all Delta Dental dentists are in private practice and sign a non-exclusive 
agreement to become one of our contracting dentists. Delta Dental networks are 
proprietary and not available for lease by any other entity. 


Delta Dental is currently in the process of recruiting and contracting a network that 
meets all the requirements described. All providers will sign a government programs 
contract. The size of the network is determined and contracted based on the number of 
members in any geographic area and is consistent with ratio and geographic 
requirements.  


Delta Dental will implement and maintain a dental network that not only has sufficient 
numbers and types of dental providers but also providers in the optimum locations, 
thereby giving recipients convenient access to general and specialty dental care. Should 
a recipient require dental care prior to assignment or selection of a PDP, the individual 
may obtain services from any network provider. Our toll-free Call Center staff can assist 
in locating an appropriate provider, if needed. The completion of Delta Dental’s initial 
network development campaign will culminate with the end of the contract start-up 
period. As of the Go-Live date, recipients will have access to a comprehensive network 
that fully satisfies all geographic, time, ratio and other standards. 


DHCFP Review of Provider Contracts 


3.15.4.2 The Vendor must provide, for the DHCFP review, a copy of its base 


provider contract prior to execution.  In addition, prior to distributing or 


executing any substantive changes or amendments to the base contract, the 


Vendor shall submit drafts of standard language for any such contract to the 


DHCFP for review.  Provider contracts must meet all state and federal 


requirements.  The Vendor shall submit any of its provider contracts to the 


DHCFP within 5 business days upon request.  


Delta Dental’s provider contracts meet all state and federal requirements and include 
relevant flow-down requirements from this RFP. Delta Dental will provide a copy of our 
base provider contract for the DHCFP review prior to execution. Throughout the contract, 
we will submit drafts of substantive changes or amendments to the base contract 
standard language to the DHCFP for review prior to distribution or execution.  
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We will submit any of our provider contracts to the DHCFP within five business days of a 
request. 


Provider Recruitment 


3.15.4.3 The timing and other events associated with provider recruitment 


must occur in a manner that will ensure meeting the objectives noted within this 


RFP.  The effort must include outreach to providers who are not currently 


participating in the DHCFP's dental program or have a signed agreement but 


do not actively accept eligible recipients.  


Delta Dental’s first Nevada provider network was contracted in 1974. We have 
continuously maintained one or more provider networks in Nevada, and many providers 
in the Clark and Washoe counties are already members of our networks.  


Delta Dental is proposing a custom network designed specifically for the Nevada DBA 
program using a multiple-phase approach. This approach is consistent with our past 
successful network implementations for state and national programs. We do not use an 
“opt-out” approach in which providers participating in an insurer’s or administrator’s 
network for one customer or program are notified of the intent to include them in another 
network unless a written declination is received by a specific deadline. Our experience 
has been that this tactic results in dissatisfied providers, low retention rates, and low 
commitment to potential program-specific contracts. 


Delta Dental’s hands-on network development approach requires a significant 
investment of time and resources; however, we and our customers have found the initial 
efforts involved in engaging in first-hand discussions with providers are well worth it in 
the long run. In these conversations, many providers have openly shared concerns about 
their recent experiences with a program, but have agreed to offer their services to 
recipients through Delta Dental’s proposed network. Many providers have expressed 
satisfaction with their experience with Delta Dental in the commercial space and are 
therefore willing to participate in our other programs.  


Going the extra mile to reach out to providers and build lasting and productive 
relationships with them is what sets Delta Dental apart in the industry. It also provides 
the foundation for what is needed most for the improved oral health of recipients – a 
stable network of qualified providers who deliver continuity of care over the long term to 
set recipients on a course of good oral hygiene and health for life.  


Delta Dental is currently in the process of recruiting and contracting a network that 
meets all the requirements described. All providers will sign a government programs 
contract. The size of the network is determined and contracted based on the number of 
members in any geographic area and is consistent with ratio and geographic 
requirements. Delta Dental’s recruitment team uses a systematic approach to network 
development that features advance planning, DHCFP-approved materials, iterative 
follow-up with providers and continuous tracking of progress against plan. Throughout 
the network development phases, Delta Dental’s management team will evaluate 
recruitment progress and resources assigned to complete the network on schedule. 
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Should additional resources be needed, Delta Dental will augment the development team 
with experienced recruiters and support staff to ensure delivery of a comprehensive 
network for the Go-Live date. 


During the start-up period and throughout the duration of the contract, our provider 
relations team will work collaboratively with dental professionals and network specialists 
to meet network performance goals. We will use multiple tools to gauge optimum access 
for recipients and pinpoint recruitment needs for dentists by specific specialty. 
GeoAccess–GeoNetworks® analytical tools are used to assess network performance 
geographically, including measuring recipient access by varied time and distance 
parameters. For each provider type, we can look at county metrics and drill down to 
identify particular ZIP codes that do not meet our expectations. 


Delta Dental will implement and maintain a dental network that not only has sufficient 
numbers and types of dental providers but also providers in the optimum locations, 
thereby giving recipients convenient access to general and specialty dental care. Should 
a recipient require dental care prior to assignment or selection of a PDP, the individual 
may obtain services from any network provider. Our toll-free Call Center staff can assist 
in locating an appropriate provider, if needed. The completion of Delta Dental’s initial 
network development campaign will culminate with the end of the contract start-up 
period. As of the Go-Live date, recipients will have access to a comprehensive network 
that fully satisfies all geographic, time, ratio and other standards. 


Delta Dental’s recruitment plan includes outreach to providers who are not currently 
participating in the DHCFP’s medical assistance programs or have a signed agreement 
but do not actively accept eligible recipients. If the provider is not already a Nevada 
Medicaid provider, Delta Dental will refer the provider to Nevada Medicaid’s fiscal agent 
for enrollment. Once the provider has been enrolled by the fiscal agent, Delta Dental will 
complete the provider’s application and credentialing process and the provider may 
begin to provide services to Medicaid DBA recipients. Once the provider has been 
enrolled by the fiscal agent, Delta Dental will update the provider’s status accordingly 
and the provider may begin to provide services to Medicaid DBA recipients. 


Delta Dental is sensitive to placing undue administrative burden on participating 
providers. To minimize this burden and to reduce avoidable delays in the process, Delta 
Dental is willing to work with the DHCFP and the fiscal agent to determine the feasibility 
of a process whereby Delta Dental submits the necessary enrollment information 
(application data, credentialing results, et al) to the fiscal agent on behalf of the provider. 
Delta Dental performs a similar role on our California Medicaid contract, as well as during 
prior Medicaid contracts with other states, and finds that this service helps to ensure that 
the new Medicaid provider completes the enrollment process, which ultimately maintains 
and improves network adequacy. 


In the exceptional cases where services from a non-Medicaid provider are needed, Delta 
may enter into a single case agreement with a provider. Delta will report these 
circumstances to the DHCFP. For any provider that is out-of-state, Delta Dental validates 
that the provider’s license is in good standing as part of the single case agreement 
process. 
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Delta Dental is a nationally-known dental benefits administrator; in most cases the non-
Medicaid provider will already have a contract with Delta Dental’s other lines of business 
(for example, employer dental plans) which assures the DHCFP and the recipient that the 
provider meets Delta’s high quality standards. 


Compliance Monitoring 


3.15.4.4 The vendor must also have written policies and procedures for 


monitoring its providers, and for disciplining providers who are found to be out 


of compliance with the vendor’s dental management standards. The vendor 


must submit these policies and procedures to the DHCFP within 5 business days 


upon change of policies and procedures or upon request.  


Provider compliance begins with our provider contracting policies and agreements. Delta 
Dental’s provider agreement addresses clinical, financial, administrative and legal 
provisions to safeguard recipient health and maintain compliance with Delta Dental 
standards and Nevada DBA program requirements. These are set forth in contract terms 
that, among others, include: 


 Provision of services; 
 Standards of care; 
 Dentist and employee qualifications/credentialing; 
 Facility and equipment standards; 
 Availability and accessibility standards; 
 Dentist/patient relationship; 
 Recipient acceptance/transfers; 
 Referrals; 
 Claim/encounter submission; 
 Disclosures/notifications of adverse events; 
 Compliance with the provider handbook; 
 Recipient grievance resolution; 
 Prohibition against recipient billings and collections; 
 QM and UM standards/programs; 
 Records maintenance and access; 
 Confidentiality/security of patient information; 
 Applicable state and federal regulations/statutes and 
 Insurance coverage and continuity of care for recipients. 
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Denying, Reducing, or Limiting Medically Necessary Services 


3.15.4.5 Provider contracts must not be structured to provide financial or other 


incentives to providers and subcontractors for denying, reducing or limiting 


medically necessary services. 


Delta Dental’s provider contracts require providers to provide covered medically 
necessary dental services following standard practice guidelines and protocols. No 
financial or other incentives for denying, reducing or limiting medically necessary 
services are included or encouraged. 


Gag Clauses 


3.15.4.6 The use of “gag” clauses in Provider contracts is prohibited. 


Delta Dental does not use “gag” clauses in our provider contracts. 


DHCFP Access to Provider Contracts 


3.15.4.7 All provider contracts must be made available to the DHCFP and / or 


MFCU within five (5) business days upon request. 


We will submit any of our provider contracts to the DHCFP and/or MFCU within five 
business days of a request. 


Network Maintenance 


3.15.4.8 Maintenance of the network includes, but is not limited to: 


 


A.  Initial and ongoing credentialing; 


B.  Adding, deleting, and periodic contract renewal; 


C.  Provider education; and 


D.  Discipline/termination, etc. 


 


3.15.4.9 The vendor must have written policies and procedures for monitoring 


its network providers, and for disciplining those who are found to be out of 


compliance with the vendor’s dental management standards. 


 


3.15.4.10 The vendor must take appropriate action related to dual FFS and DBA 


network providers and provide all documentation related to any disciplinary 


action, sanction, de-credentialing, removal from the provider panel to DHCFP 


in a time and manner as determined by the DHCFP as follows: 


  


A.  Upon the vendor’s awareness through public sources of any 


disciplinary action, or any sanction taken against a network provider, or any 
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suspected provider fraud or abuse, the vendor shall immediately inform the 


DHCFP’s Provider Enrollment Unit;  


 


B.  The vendor is required to check the Office of the Inspector General 


(OIG) website and DHCFP's excluded Provider list at least monthly to confirm its 


network providers have not been sanctioned by the OIG or by the DHCFP; and 


 


C.  If the vendor is notified or discovers that the OIG, DHCFP or another 


state Medicaid agency or certification/licensing entity has taken an action or 


imposed a sanction against a network provider, the vendor shall review the 


provider’s performance related to this RFP and take any action or impose any 


sanction, including disenrollment from the vendor’s provider network. 


Delta Dental actively manages each of our dental networks – including the network 
proposed for the Nevada DBA program – to create, monitor and maintain an environment 
in which recipients have convenient access to dental services by qualified dentists. In 
developing our proposal, our experienced Network Development team has prepared a 
comprehensive plan for configuring a network that addresses the dental needs of the 
full, statewide enrollment of the Nevada DBA program and ensures access for recipients 
in all counties. As Delta Dental’s proven track record has demonstrated to other Medicaid 
and state Children’s Health Insurance Programs (CHIPs), we have the corporate 
commitment, dental expertise and recognition in the dental community to complete all of 
the work necessary to have a dental network in place and trained for the start of contract 
operations.  


Delta Dental’s network recruiting, management and provider relations functions 
supporting the Nevada DBA program will be led by Darlene Gillespie, Director of Network 
Development, State Government Programs. Ms. Gillespie holds an MBA degree and has 
21 years of program administration with state government programs, including five years 
of experience with network development and management. Ms. Gillespie directs a team 
of Network Development and Provider Relations staff. 


Delta Dental is a nationwide leader in dental service delivery and is in a unique position 
to furnish the DHCFP with an expansive, well-qualified provider network for the Nevada 
DBA program. Delta Dental has been serving as the dental benefits administrator to 
public and commercial clients for more than 40 years. Our proven expertise developing 
custom networks for Medicaid and CHIPs provides DHCFP with empirical evidence of 
Delta Dental’s ability to satisfy the requirements in the RFP. 


In the dental community across the country, Delta Dental has earned a respected 
reputation as a dental plan administrator. This has been achieved by providing the 
resources and support that dental providers need to successfully participate in our 
networks, which in turn benefits our customers and their members. 


We will establish a Contract and Credentialing Task Force to facilitate the contracting 
and credentialing process of network providers, both new providers and those 
continuing in the program. The Task Force will be composed of representatives from 
Delta Dental’s internal contracting and credentialing team, as well as the Director of 
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Network Development and members of the Provider Relations team. During the startup 
period there may be issues that prevent the contracting and credentialing process from 
proceeding smoothly, and this Task Force will be responsible for ensuring a process as 
free from obstruction as possible. The group will meet weekly to address any issues that 
arise and to ensure that all submitted documentation is accurate and complete. 


While the initial recruitment of network dentists is a critical component of an effective 
program, maintaining and growing a stable, comprehensive network over the course of 
the contract is what allows recipients and families to build productive relationships with 
their dentists. Network stability helps instill a sense of security, trust and familiarity 
among the families served by the network’s dentists. Our Provider Relations and 
Education Program is designed to meet the dual goals of high-quality patient care and 
provider compliance. To accomplish this, we offer a full complement of support services, 
enabling providers and their office staff to render services appropriately, efficiently and 
respectfully. 


3.15.5 DEBARRED OR SUSPENDED PERSONS 


3.15.5 Affiliations with Debarred or Suspended Persons 


 


3.15.5.1 Monitoring for Prohibited Affiliations 


 


A.  The vendor may not employ or contract with providers excluded from 


participation in federal healthcare programs.  


 


B.  The vendor may not be controlled by a sanctioned individual. 


 


C.  The vendor may not have a contractual relationship that provides for 


the administration and management or provision of medical services, or the 


establishment of policies, or the provision of operational support for the 


administration, management or provision of medical services, either directly 


and indirectly, with an individual convicted of certain crimes as described in 


section 1128(b)(8)(B) of the Act.  


 


D.  The vendor may not employ or contract, directly or indirectly, for the 


furnishing of health care, utilization review, medical social work, or 


administrative services, with one of the following: 


 


1. Any individual or entity excluded from participation in federal 


healthcare programs; or 


 


2. Any entity that would provide those services through an excluded 


individual or entity. 


 


E.  The vendor’s must have policies and procedures for ensuring that, 


pursuant to 42 CFR 438.610, the vendor will not knowingly have a director, 
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officer or partner who is or is affiliated with a person/entity that is debarred, 


suspended or excluded from participation in federal healthcare programs.  


 


F.  The vendor is prohibited from knowingly having a person with 


ownership of more than 5% of the vendor’s equity who is (or is affiliated with a 


person/entity that is) debarred, suspended, or excluded from participation in 


federal healthcare programs. 


 


G.  The vendor is prohibited from knowingly having an employment, 


consulting, or other agreement with an individual or entity for the provision of 


vendor contract items or services who is (or is affiliated with a person/entity that 


is) debarred, suspended, or excluded from participation in federal healthcare 


programs. 


 


H.  If the DHCFP learns that the vendor has a prohibited relationship with 


a person or entity who is disbarred, suspended, or excluded from participation, 


the DHCFP will notify the Secretary of noncompliance. The State may continue 


the existing agreement with the vendor unless the Secretary directs otherwise. 


The DHCFP may not renew or extend the existing agreement with the vendor 


unless the Secretary provides to the DHCFP and to Congress a written 


statement describing compelling reasons that exist for renewing or extending 


the agreement. 


Delta Dental commits to meeting this RFP requirement. Delta Dental understands that we 
are responsible for ensuring that all individuals acting for or on behalf of our 
organization are legally authorized to render services under applicable laws and/or 
regulations. Further, we will not have an employment, consulting or any other agreement 
with a person who has been debarred or suspended by any federal or state agency for 
the provision of items or services related to the entity’s contractual obligation. 


To ensure compliance, we conduct pre-employment background checks before hiring 
employees, require directors and officers to complete annual disclosure forms and 
conduct initial credentialing and re- credentialing of dental network providers. We also 
perform ongoing reviews of the Office of Inspector General U.S. Dept. of Health and 
Human Service’s website for disqualifications from Medicaid/Medicare participation. 
Delta Dental utilizes a strict credentialing process that prevents us from contracting with 
a provider who is debarred, suspended or excluded from participating in a federal 
program.  


If for some reason we unknowingly have a prohibited relationship with a person or entity 
who is disbarred, suspended, or excluded from participation, we understand the DHCFP 
will notify the Secretary of noncompliance. 
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3.15.6 COMPLIANCE PLAN 


3.15.6 Compliance Plan 


 


3.15.6.1 Vendors must have a program that includes administrative and 


management arrangements or procedures, including a mandatory 


compliance plan to guard against fraud and abuse. 


 


3.15.6.2 Vendors will have written policies, procedures, and standards of 


conduct that articulate the organizations commitment to comply with all 


applicable Federal and State program integrity standards. 


Delta Dental’s Enterprise Compliance Program describes our commitment to business 
integrity, ethical behavior and high levels of business standards. The program 
implements federal and state laws and regulations that govern company business, 
establishes boundaries and personal obligations, and guides day-to-day performance 
and how the business operates. The Compliance Program establishes Delta Dental’s 
Department of Risk, Ethics and Compliance and includes code of conduct, conflict of 
interest and business ethics policies. 


Within the umbrella of our Enterprise Compliance Program, we will include our Nevada 
DBA Fraud and Abuse Compliance plan. The purpose of the Fraud and Abuse 
Compliance plan is to document and inform all parties of the policies, practices and 
procedures that Delta Dental employs to prevent, detect and investigate fraud and abuse 
in the administration of government dental services programs. The plan is used by Delta 
Dental staff members and Delta Dental material subcontractors, and addresses fraud and 
abuse on the part of both providers and members. 


3.15.7 COMPLIANCE PLAN GENERAL REQUIREMENTS 


3.15.7 General Requirements 


 


A.  The vendor must have a comprehensive compliance plan which 


encompasses the elements necessary to monitor and enforce compliance with 


all applicable laws, policies, and contract requirements.  


 


B.  The compliance plan must be reviewed and approved annually by 


the DHCFP. 


 


C.  The compliance plan must include the following elements, and any 


others as directed by the DHCFP: 


 


1. Written policies and procedures for the functions in this section; 


 


2. Standards for effective communication between the Compliance 


Officer, Program Integrity staff, management, vendor staff, and the DHCFP; 
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3. Mandatory on-going training and education of the Compliance 


officer, Program Integrity staff, management and staff, and subcontractors on 


the prevention and detection of fraud, waste, abuse, and improper payments; 


 


4. Delineation of the staff and division of responsibilities within the 


vendor’s Program Integrity Unit; 


 


5. Specific objectives and goals for Program Integrity operations in the 


coming year;  


 


6. The process that the vendor will use to enforce program integrity standards 


through well publicized disciplinary guidelines; 


 


7. The process that the vendor will use to complete internal program integrity 


monitoring and auditing; 


 


8. How the vendor will promptly respond to detected program integrity 


offenses and develop corrective action initiatives; and 


 


9. A report on the success of the objectives and goals from the previous year. 


Delta Dental will develop a Nevada DBA Fraud and Abuse Compliance Plan, modeled 
after our Enterprise Compliance Plan, to encompass the specific laws, policies, and 
contract requirements applicable to the Nevada DBA program. The Nevada DBA Fraud 
and Abuse Compliance Plan will describe the elements necessary to monitor and enforce 
compliance. 


Our Nevada DBA Fraud and Abuse Compliance Plan will meet the requirements of the 
RFP and include the following: 


 Written policies and procedures for program integrity functions as described in the RFP; 
 Standards for effective communication between the Compliance Officer, Program 


Integrity staff, management, Delta Dental staff, and the DHCFP; 
 Mandatory on-going training and education of the Compliance officer, Program Integrity 


staff, management and staff, and subcontractors on the prevention and detection of 
fraud, waste, abuse, and improper payments; 


 Delineation of the staff and division of responsibilities within Delta Dental’s PIU; 
 The process that Delta Dental will use to enforce program integrity standards through 


well publicized disciplinary guidelines; 
 The process that Delta Dental will use to complete internal program integrity monitoring 


and auditing and 
 How Delta Dental will promptly respond to detected program integrity offenses and 


develop corrective action initiatives. 


The Nevada DBA Fraud and Abuse Compliance Plan will be updated annually and 
submitted to the DHCFP for review and approval. As part of the annual update, Delta 
Dental will include: 
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 Specific objectives and goals for Program Integrity operations in the coming year and 
 A report on the success of the objectives and goals from the previous year. 


3.15.8 DEFICIT REDUCTION ACT 


3.15.8 Deficit Reduction Act  


 


3.15.8.1 In order to comply with Section 6032 of the Deficit Reduction Act of 


2005, the vendor must, as a condition of receiving Medicaid payment, do the 


following: 


 


A.  Establish and make readily available written policies for all employees 


of the vendor, including management, and of any subcontractor or provider, 


that provide detailed information about the False Claims Act established under 


sections 3729 through 3733 of Title 31, United States Code, administrative 


remedies for false claims and statements established under chapter 38 of title 


31,  United States Code, any State laws pertaining to civil or criminal penalties 


for false claims and statements, and whistleblower protections under such laws, 


with respect to the role of such laws in preventing and detecting fraud, waste, 


and abuse in Federal health care programs (as defined in section 1128B(f) of 


the Social Security Act of 1932); 


 


B.  Include as part of such written policies, detailed provisions regarding 


the vendor's policies and procedures for detecting and preventing fraud, 


waste, and abuse; and 


 


C.  Include in any employee handbook for the vendor, a specific 


discussion of the laws described above, the rights of employees to be 


protected as whistleblowers, and the vendor's policies and procedures for 


detecting and preventing fraud, waste, and abuse. 


To comply with Section 6032 of the federal Deficit Reduction Act of 2005 requirements, 
we will update our Nevada DBA Fraud and Abuse Compliance Plan to establish written 
policies that detail information about the False Claims Act, administrative remedies and 
civil or criminal penalties for false claims, and whistleblower protections. These written 
policies will also include our policies and procedures for detecting and preventing fraud, 
waste and abuse. These policies and procedures will be included in our employee 
handbook and will be binding on all employees, managers, officers, contractors, 
subcontractors and agents of Delta Dental. 
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3.15.9 UNDER-UTILIZATION OF SERVICES 


3.15.9 Under-utilization of Services 


 


3.15.9.1 Vendors must monitor for the potential under-utilization of services by 


their recipients in order to assure that all Medicaid-covered services are being 


provided, as required. If any under-utilized services are identified, the vendor 


must immediately investigate and, if indicated, correct the problem(s) which 


resulted in such under-utilization of services. The vendor’s monitoring efforts 


must, at a minimum, include the following activities:  


 


A.  An annual review of their prior authorization procedures to determine 


that they do not unreasonably limit a recipient’s access to Medicaid-covered 


services; 


 


B.  An annual review of the procedures providers are to follow in 


appealing the vendor’s denial of a prior authorization request to determine 


that the process does not unreasonably limit a recipient’s access to Medicaid-


covered services; and 


 


C.  Ongoing monitoring of vendor service denials and utilization in order 


to identify services which may be underutilized. 


Delta Dental has a well-developed utilization management (UM) program that monitors 
over- and under-utilization, processes prior authorization requests, identifies suspected 
cases of fraud and abuse and conducts related activities to support cost-effective, high-
quality access to care.  


Delta Dental regularly reviews provider claims data to identify both over- and under-
utilization of all services. Provider claims are reviewed for over- and under-utilization of 
services through routine UM reports. These reviews include claims data, with results 
presented as the number of claims per 1,000 recipients, stratified by specialty care, 
primary care and geographic area. This ongoing monitoring of utilization identifies 
services which may be under- or over-utilized. 


Our UM program employs a variety of proven methods to correct problems of under-
utilization, including but not limited to provider education, reviews of prior authorization 
procedures, and dental paraprofessional and professional reviews for medical necessity 
and adherence to clinical guidelines. Delta Dental will ensure that our monitoring efforts 
include, at a minimum, an annual review of prior authorization procedures to determine 
that the procedures do not unreasonably limit access to Medicaid-covered services. 
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3.15.10 EMBEZZLEMENT AND THEFT 


3.15.10 Embezzlement and Theft  


 


Vendors must monitor activities on an ongoing basis to prevent and detect 


embezzlement or theft by employees, providers, and subcontractors. Any 


evidence of criminal activity must be reported to the appropriate authority and 


the DHCFP SUR unit within five (5) business days. 


Delta Dental’s Internal Audit department, monitors activities for potential embezzlement 
or theft. Auditing activities and reports are used to identify potential criminal activity – 
regardless whether it could be from an employee, provider or subcontractor. The activity 
is then investigated. When evidence of criminal activity is determined, Delta Dental will 
report the activity to the appropriate authority and the DHCFP SUR unit within five 
business days. 


3.15.11 VERIFICATION OF SERVICES 


3.15.11 Verification of Services 


 


3.15.11.1 The vendor must verify that services billed by providers were actually 


provided to recipients. 


 


3.15.11.2 The vendor may use Explanations of Benefits (EOBs) or Verification of 


Services (VOS) letters for such verification. 


 


3.15.11.3 VOS letters, if used instead of EOBs, must be sent to at least 500 


recipients each month. 


Delta Dental generates an Explanation of Benefit (EOB) statement and a Notice of 
Payment (NOP) for each claim processed. Claims processed during the weekly payment 
cycle are included on an EOB that is sent to the recipient, and on the NOP sent to 
providers for the Nevada DBA program. 


Each EOB contains language informing the recipient on the action to be taken if they did 
not receive the stated dental services on the date indicated. This information is 
customized for each of our contracts, but most often directs the recipient to call or email 
Delta Dental’s Call Center, where the Recipient Services Department will forward the 
inquiry to our PIU for disposition. 
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3.15.12 HOTLINE FOR REPORTING SUSPECTED FRAUD, WASTE, ABUSE OR IMPROPER 


PAYMENTS 


3.15.12 Hotline for Reporting Suspected Fraud, Waste, Abuse or Improper 


Payments 


 


3.15.12.1 The vendor must acquire, maintain and monitor a hotline telephone 


number for the public, recipients and providers to report allegations of fraud, 


waste, abuse, or improper payments.  


 


3.15.12.2 The hotline number must be prominently displayed in a stand-alone 


frame placed on the vendor’s front page of their Nevada Medicaid website. 


 


3.15.12.3 The telephone line may be augmented by a web page used 


specifically for collecting and reporting to the vendor's Program Integrity Unit 


complaint information entered by a fraud, waste and abuse complainant.  


 


3.15.12.4 If the vendor also uses a web page for receiving program integrity 


complaints, it must: 


 


A.  Be accessible and simple to use by the public, recipients and 


providers; 


 


B.  Have a stand-alone highlighted button or link on the vendor's front 


page of their Nevada Medicaid website; and 


 


C.  Be identified with language which states clearly the button or link is for 


use in reporting Medicaid fraud, waste or abuse. 


A major strength of Delta Dental’s Call Center is the employment of well-qualified, fully 
trained and culturally diverse staff who genuinely care about the members and providers 
they serve. Our Call Center Member and Provider Hotlines are a key means for members 
and providers to obtain the information and assistance they need to effectively 
participate in the Nevada DBA program.  


The Member and Provider Hotlines use Interactive Voice Response (IVR) and Automated 
Call Distribution (ACD) systems to route calls to the most appropriate Call Center 
department or unit. The IVR will be modified to include an option for reporting fraud, 
waste, abuse, or improper payments. If desired, the caller (the public, recipient, or 
provider) may report the allegation anonymously, although self-identification will be 
encouraged to permit Delta Dental’s PIU to follow up with the reporter as needed for 
clarification or details. During Call Center operating hours, the reporter will be routed to 
the first available representative; after hours, the reporter will be routed to a voice mail 
box to report the allegation. 


Delta Dental also maintains a dedicated hotline number that may be used by members, 
providers, employees or anyone else to report suspicious activity. The Nevada fraud 
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hotline number will be added to Delta Dental’s Nevada Medicaid website home page; in a 
stand-alone frame prominently displayed.  


3.15.13 PROGRAM INTEGRITY UNIT 


3.15.13 Vendor’s Program Integrity Unit 


Delta Dental offers the DHCFP a fully functional PIU team on day one of operations – our 
program integrity and provider credentialing tools are established and in use in our 
government and commercial dental programs today. Delta Dental attributes much of our 
success in providing dental health care benefits to our experienced PIU management 
team and staff – individuals who have come to thoroughly understand both the practice 
of dental care and the federal and state regulations related to Program Integrity. That 
understanding, coupled with our collaborative relationships with our state customer 
staff, has enabled us to consistently meet the needs of our customers, providers and 
members. 


Unit Composition 


3.15.13.1 Unit Composition 


 


A.  The vendor must establish and maintain a distinct Program Integrity 


Unit (PIU) whose responsibilities include the identification, review, recovery, and 


reporting of improper Medicaid and Nevada Checkup payments, including 


fraud, waste, and abuse (FWA) activities. 


Delta Dental’s emphasis on fraud detection has increased in recent years, and in our PIU 
team we will have a team of experienced FWA investigation staff members dedicated to 
these activities. The PIU will be responsible for supporting program integrity activities, 
including detection of provider and recipient fraud and abuse and identification of 
substandard quality of care delivered under the Nevada DBA program. Given the length 
of time and investment of State resources required to identify and resolve administrative 
or criminal cases, maintaining the integrity and pace of each case is critical to its 
successful pursuit. Our seasoned team of program integrity professionals will support 
the State’s SUR Unit’s ongoing efforts. 


We have organized our PIU to be efficient, effective and responsive to our customers. 
The PIU is a customer service-oriented department with a highly specialized purpose that 
requires familiarity with and strict adherence to established procedural protocols and 
processes based on legal and policy regulations, while developing and applying 
innovative approaches to organizing and analyzing data in response to ever-changing 
dental and policy environment.  


The Delta Dental program integrity experts are experienced, trained professionals who 
will be fully productive on day one of operations. Our proposed staffing level is 
consistent with the RFP’s service and cost requirements. Based upon our real-world 
experience with publicly and privately funded dental health care programs over the past 
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years, we are confident that our expert team can and will successfully perform the 
program integrity activities required under the RFP. The senior members of the PIU bring 
to their positions a high level of education, depth and breadth of clinical skills, a 
comprehensive working knowledge of federal and state regulations and extensive 
program integrity experience. They possess strong communication and relationship 
skills and a proven aptitude for delivering high quality products and services. 


Our PIU falls organizationally within the Dental Policy department. The PIU Supervisor 
reports directly to Delta Dental’s Nevada Dental Director. The PIU team consists of PIU 
analysts, who conduct the initial investigation of allegations and perform data mining, 
provider profiles and documentation reviews; dental consultants, who evaluate cases for 
medical necessity, quality of care and other professional aspects of investigation; a 
compliance officer accountable to our Vice President of Operations, Doug Konovaloff; 
and a Compliance Committee that will be comprised of representatives from the 
Department of Risk, Ethics and Compliance, Network Development/Provider Relations, 
and Quality Assurance departments. 


The exhibit below depicts the organization of the PIU. 


EXHIBIT 3.15-2, PROGRAM INTEGRITY UNIT (PIU) ORGANIZATION 


 







  


 


 RFP #3290 


3–336 Dental Benefits Administrator 
 


Compliance Office and Committee 


B.  The PIU must include a compliance officer and a compliance 


committee accountable to senior management.  The compliance officer shall 


be available to communicate with the DHCFP Program Integrity and SUR staff 


by telephone, email, text message, or other communication methods during 


State business hours. 


 


The PIU will include a Compliance Officer and Compliance Committee accountable to our 
Vice President of Operations, Doug Konovaloff.  


The Compliance Officer will be available to the DHCFP Program Integrity and SUR staff 
through a variety of communication methods including telephone, email, and text 
message, and other communication methods that are mutually supported by Delta Dental 
and the DHCFP (e.g., Skype, WebEx, et al). 


The Compliance Committee will be comprised of representatives from the Department of 
Risk, Ethics and Compliance, Network Development/Provider Relations, and Quality 
Assurance departments. The Compliance Committee will review and evaluate the 
findings from compliance reviews and make recommendations to conduct audits and 
impose sanctions or other corrective actions when appropriate and/or to forward to the 
DHCFP SUR Unit.  


PIU Resources 


C.  The PIU shall have adequate resources and qualified staffing 


available to conduct reviews, recovery and reporting of improper payments, 


including FWA activities, as specified in the vendor contract.  


 


D.  The PIU will have adequate resources to meet either in person or via 


telephone on a monthly basis to provide information and updates on cases. 


 


E.  Qualified staff shall have experience in health care claims review, 


data analysis, professional medical coding or law enforcement. 


 


F.  The number of full-time equivalents (FTEs) dedicated to the PIU must 


be at least one per 50,000 Medicaid recipients. 


 


G.  The PIU staff must receive on-going training in conducting compliance 


reviews, and must travel to the DHCFP for periodic meetings and trainings with 


SUR Unit staff. 


The PIU will have adequate resources and qualified staff available to fulfill PIU functions 
as specified in the contract. At a minimum, the PIU will have one full-time dedicated 
analyst supported by additional PIU analysts and dental consultants whose allocation to 
the Nevada DBA program PIU will vary based on the number of Medicaid recipients and 







  


 


RFP #3290  


Dental Benefits Administrator 3–337 
 


the volume of cases to be investigated and recovered. Delta Dental commits to staffing 
the PIU with full-time equivalents (FTEs) of at least one per 50,000 Medicaid recipients.  


Although we anticipate that much of the formal communication between the DHCFP and 
Delta Dental regarding FWA cases and concerns will occur through regularly scheduled 
(e.g., monthly) case review/status meetings, our PIU team will be actively engaged with 
the DHCFP Program Integrity and SUR units on a daily basis. Our experienced PIU team 
is naturally desirous to assist in seeing cases through to resolution; they can often 
anticipate the DHCFP’s needs and provide information as situations and cases develop. 
The team will also respond promptly to the DHCFP on inquiries it receives from 
providers, recipients or third parties, such as legislators or other State officials. We 
expect that the Compliance Officer and PIU analysts will have frequent interactions with 
the DHCFP Program Integrity and SUR staff and other approved contacts (e.g., OIG) via 
e-mail, telephone or in person on a variety of program integrity related matters such as: 


 Cases currently in review, including questions or updates, referral packages and contacts 
with external entities; 


 Questions on PIU procedures and 
 Consultation on investigations performed by the DHCFP and/or other agencies. 


Delta Dental recognizes that PIU staff must possess specialized skills and experience in 
health care claims review, data analysis, professional medical coding or law 
enforcement. Depending upon the position, PIU positions may also require professional 
or paraprofessional dental experience. Requirements for all positions emphasize the 
importance of dental-specific knowledge and experience. As a result, when PIU position 
openings occur, we begin by seeking resources internally, focusing on candidates with 
experience in dental benefit administration functional areas. When positions cannot be 
filled adequately from Delta Dental’s internal resources, either through promotions or by 
transferring staff, we will recruit externally. When recruiting for all professional and 
paraprofessional staff vacancies, including PIU vacancies, Delta Dental may advertise in 
professional newsletters and journals, solicit referrals from State and regional dental 
societies and from our own dental consultants, and recruit at local dental assisting 
schools or dental schools. For specialized PIU management vacancies, we may turn to 
outside executive recruiters with which we have relationships. 


Our dedicated PIU analyst will be located in Nevada and will be available to travel to the 
DHCFP for periodic meetings and trainings with SUR Unit staff. Other PIU staff will also 
travel to the DHCFP for meetings and trainings as appropriate. Our PIU team will also 
receive ongoing training in conducting compliance reviews and will participate at the 
annual National Association for Medicaid Program Integrity (NAMPI) conference, which 
ensures that our knowledge will be up to date with Medicaid program integrity practices 
nationwide. 
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3.15.14 FRAUD IDENTIFICATION AND REFERRAL 


3.15.14 Fraud Identification and Referral 


Delta Dental’s Program Integrity program includes methods for identifying, measuring, 
communicating and resolving FWA issues. 


Policies and Procedures 


3.15.14.1 Vendor shall establish policies and procedures to identify and refer 


credible allegations of fraud to the SUR Unit of the DHCFP. 


Our fraud identification, referral, review and recovery policies and procedures are 
implemented through our Fraud and Abuse Compliance Plan. The plan will provide the 
operational detail to effectively perform the specific FWA tasks that must be 
accomplished to achieve plan objectives. 


The plan will provide a comprehensive description of our Fraud and Abuse system, and 
methods for identifying, measuring, communicating and resolving FWA issues, including 
credible allegations of fraud. Per 42 CFR 455.2, credible allegations exist when: 


 The allegations have signs or indications of reliability, and  
 All allegations, facts and evidence have been reviewed carefully and action is taken 


judiciously on a case-by-case basis. 


Fraud Allegations and Tips 


3.15.14.2 When the vendor receives an allegation or tip related to potential 


fraud, the vendor must perform a preliminary investigation to determine 


whether a credible allegation of fraud exists. 


 


3.15.14.3 If the vendor determines that there is credible allegation of fraud, the 


vendor must submit a fraud referral to the SUR Unit of the DHCFP as soon as 


possible and within two (2) business days. 


 


3.15.14.4 The vendor’s fraud referral must provide, at a minimum, the following 


information and any other information specified by the DHCFP: 


 


A.  Provider’s name, Medicaid provider number or provider’s National 


Provider Identifier (NPI); 


 


B.  Nevada Medicaid provider type; 


 


C.  Recipient’s name and Medicaid number; 


 


D.  Date and source of the original complaint or tip; 
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E.  Description of alleged fraudulent activity, including: 


 


1. Specific laws or Medicaid policies violated; 


 


2. Dates of fraudulent conduct; and 


 


3. Approximate value of fraudulently obtained payments. 


 


F.  Any other agencies or entities (e.g., medical board, law enforcement) 


notified by vendor, and any actions they have taken; 


 


G.  The findings from the vendor’s preliminary investigation and proposed 


actions;  


 


H.  After submitting the fraud referral, the vendor will take no further 


action on the specific allegation until the SUR Unit responds; 


 


I.  If the SUR Unit notifies the vendor that the fraud referral is declined, 


the vendor must proceed with its own investigation to comply with the 


reporting requirements contained in this contract; and   


 


J.  If the SUR Unit notifies the vendor that the fraud referral is accepted, 


the vendor will be instructed as to what further actions, if any, they may take 


which will not impair the investigation by the MFCU or other law enforcement 


agency. The vendor must provide the MFCU access to conduct private 


interviews of DBA personnel, subcontractors and their personnel, witnesses and 


recipients. DBA personnel, subcontractors and their personnel must cooperate 


fully in making DBA personnel, subcontractors and their personnel available in 


person for interviews, consultation, grand jury proceedings, pre-trial 


conference, and hearings, at their own expense. 


Once a tip or allegation of potential fraud is received, the PIU will conduct a preliminary 
investigation to determine whether a credible allegation of fraud (CAF) exists. During the 
preliminary investigation, we review any prior reports or investigations of the network 
provider, whether the provider has received fraud and abuse training, the provider’s 
billing patterns and three years of claims payment history. This review enables the 
investigator to first determine what policy, procedure or program rule may have been 
violated. 


If questions remain after the preliminary investigation, a sample of patient treatment and 
financial records can be requested for review. We review patient records to determine 
whether submitted claims accurately reflect the treatment rendered and whether patient 
financial records indicate any violation of program rules, such as balance billing. A 
dental consultant reviews the treatment record to determine whether quality of care 
issues exist and to ensure that the treatment performed was consistent with acceptable 
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dental standards. However, Delta Dental is aware that the DHCFP SUR Unit may not want 
certain types of communication between the PIU and providers or recipients to occur, as 
this has the potential to interfere with future investigations by the MFCU or other law 
enforcement agencies. Our PIU will work with the SUR Unit during contract start up to 
clarify and document SUR and MFCU processes and expectations that will supersede 
PIU processes.  


At any point in the preliminary investigation, the PIU analyst and/or dental consultant 
may determine that the case meets the definition of credible allegation of fraud. Once a 
credible allegation of fraud is determined, the PIU will submit a fraud referral to the 
DHCFP SURS Unit as soon as possible but no later than (within) two business days. The 
fraud referral includes, at a minimum: 


 Provider’s name, Medicaid provider number or provider’s National Provider Identifier 
(NPI); 


 Nevada Medicaid provider type; 
 Recipient’s name and Medicaid number; 
 Date and source of the original complaint or tip; 
 Description of alleged fraudulent activity, including: 


 Specific laws or Medicaid policies violated; 
 Dates of fraudulent conduct and 
 Approximate value of fraudulently obtained payments. 


 Any other agencies or entities (e.g., medical board, law enforcement) notified by vendor, 
and any actions they have taken and 


 The findings from the vendor’s preliminary investigation and proposed actions. 


Once the fraud referral is submitted to the DHCFP SUR Unit, Delta Dental will not take 
any further action of the specific allegation until the SUR Unit responds. The SUR Unit 
may decline or accept the fraud referral.  


If the SUR Unit declines the fraud referral, Delta Dental will proceed with its own 
investigation as per the RFP requirements. If the SUR Unit accepts the fraud referral, 
Delta Dental will be instructed as to what further actions we make take that would not 
impair the investigation by the Medicaid Fraud Control Unit (MFCU) or other law 
enforcement agency. Delta Dental will provide the MFCU access to conduct private 
interviews of our Nevada DBA personnel, subcontractors and their personnel, witnesses 
and recipients. We agree to cooperate fully in making DBA personnel, subcontractors 
and their personnel available in person for interviews, consultation, grand jury 
proceedings, pre-trial conference, and hearings, at their own expense; and require our 
subcontractors to do the same. 
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3.15.15 PAYMENT SUSPENSIONS 


3.15.15 Payment Suspensions  


 


The vendor must establish policies and procedures to implement payment 


suspensions as directed by DHCFP, including those related to Credible 


Allegations of Fraud (CAF). 


 


If the DHCFP instructs the vendor to suspend payments to an entity or individual, 


and the vendor fails to do so, the DHCFP may impose penalties. 


Delta Dental’s PIU Policies and Procedures manual details the policies and procedures to 
implement payment suspensions and withholds. This can be accomplished by flagging 
the provider in the MetaVance system to suspend or withhold all payments, or to 
suspend all claims and encounters for review prior to payment. The method used will 
depend on the specific circumstances. Payment suspension can be applied prior to the 
next payment cycle when necessary, when instruction from the DHCFP is received at 
least 24 hours prior to the cycle. 


Payment suspensions are intended to be temporary in nature, and continued until the 
investigation and any law enforcement proceedings are completed. It is the responsibility 
of the State to work with the MFCU regarding the continuation of a payment suspension 
due to CAF. However, upon request of the DHCFP, Delta Dental will support the DHCFP 
in making determinations regarding continuation of a payment suspension. 


3.15.16 COMPLIANCE REVIEWS 


3.15.16 Compliance Reviews 


 


The vendor’s PIU must specifically address the identification, review, recovery, 


prevention, and reporting of improper payments, including fraud, waste, and 


abuse. 


Delta Dental evaluates the effectiveness of the tools we use to prevent and detect waste, 
fraud and abuse as part of our ongoing compliance program. For example, we regularly 
review and evaluate the following: 


 Recipient grievances to determine whether the problem is an isolated situation or 
indicative of a broader issue where a system solution or training could prevent or 
minimize future instances of fraud and abuse; 


 Providers newly sanctioned by a state dental board, oversight agency or other program to 
determine whether modification to credentialing protocols is warranted; 


 Retrospective claim profiling results to identify opportunities for installing prepayment, 
anti-fraud and abuse controls; 


 Findings or recommendations resulting from quality or other types of review conducted 
by internal audits; 


 Findings or recommendations resulting from compliance reviews or audits conducted by 
a customer or its designee and 
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 Situations identified by customers or other parties indicating a need to examine and/or 
modify prepayment controls, retrospective reviews or training materials to minimize the 
potential for fraud and abuse. 


Responsibility for oversight of Delta Dental’s policies and procedures to prevent, detect 
and investigate fraud and abuse in dental services is delegated to the Nevada Dental 
Director. Day-to-day oversight is delegated to our Program Integrity Unit Supervisor. This 
distribution of authority ensures that both business and clinical standards are observed, 
and that fraud and abuse monitoring is given high priority throughout the Delta Dental 
organization. 


Preventing Fraud, Waste and Abuse 


Prevention of FWA is accomplished through a combination of pre-payment controls, 
training and behavior modification. Some of the most efficient prevention methods are 
those that occur pre-payment. Strong pre-payment controls are far superior, and provide 
better return on investment, than post-payment models. Delta Dental’s provider 
credentialing and enrollment policies and procedures contribute to program integrity 
through assurance that our provider network is qualified, agrees to quality provisions of 
the contract, and does not have a history of FWA. Claim submission requirements also 
have a significant impact on our ability to review quality and FWA before payment is 
made.  


A major factor in preventing and detecting waste, fraud and abuse is the training we 
provide to all staff throughout the Delta Dental organization – such as CSRs, 
claim/encounter examiners, PR representatives and dental consultants. Each of these 
groups interacts with providers, recipients and/or claim and encounter documents that 
can provide vital clues of irregularities that require further review. Training to identify 
potential indicators of FWA related to each group’s area of responsibility, together with 
an established enterprise-wide compliance policy and reporting process, provide an 
effective first line of defense against waste, fraud and abuse in Delta Dental’s dental 
plans. 


Our PIU procedures will include capture and close examination of the claims from 
providers who have exhibited aberrant billing patterns or poor quality work. Once 
identified, these providers will be required to submit certain specified claims and other 
supporting documentation for review by the PIU. This focused scrutiny has been proven 
to curb unnecessary payments to these providers and ensure that medical necessity is 
clearly demonstrated. In our experience, the resultant denials and payment recoveries, 
coupled with clarification phone calls and written communications, have shown to be 
effective in modifying provider behavior. 


Another critical function of the PIU and Quality Assurance is to ensure that network 
providers comply with program policies and procedures. When it is determined that 
providers are either misinformed or confused about program rules and there has been no 
willful intent to defraud, the PIU works with Provider Relations to ensure that providers 
receive the appropriate information and training to help them reach and maintain 
compliance. 
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Delta Dental’s fraud and abuse teams diligently pursue provider and other utilization 
controls, if warranted, in accordance with state program policy. We understand the 
importance of having adequate numbers of participating providers for convenient access 
to care while ensuring quality care within the scope of program benefits. Whenever 
appropriate, we recommend and, if authorized, execute targeted education programs for 
suitable candidates. These educational efforts are directed at providers who 
inadvertently or unintentionally practice or bill outside the norms, but who are willing 
and able to conform to program policy with additional counseling. This provides an 
option for retaining viable providers in the Medicaid program. 


An excellent example of this approach comes from our Denti-Cal contract. We identified 
a provider through profiling as having high earnings and a large percentage of denied 
claims. Further analysis proved the earnings were appropriate for the practice size and 
number of rendering providers – the dentist operated a multi-site school based dental 
program to reach underserved children. Due to the high denial rate (primarily for lack of 
diagnostic radiographs and quality issues), our Delta Dental Denti-Cal SUR staff 
recommended, and the state approved, placing the provider on special claims review.  


The provider has since met several times with Delta Dental’s SUR dental consultants 
and, as a result, has instituted a comprehensive quality control plan with metrics, a 
quality checklist and office policies for use by his staff, as well as a plan for reviewing 
the work of rendering providers and patient records. One of the improvements realized 
for this provider involved assuring parent/guardian consent had been properly obtained 
– reducing the risk for both the provider and the state. The provider subsequently 
implemented these improved procedures in his other offices across the county. 


This type of teamwork produced a positive outcome for all stakeholders – continued 
access and improved care for beneficiaries, a better-informed and satisfied provider and, 
ultimately, reduced administrative work (cost) for the Denti-Cal program and Delta 
Dental. The provider has now become an important access to care partner of the Denti-
Cal program. 


In the sections that follow, Delta Dental discusses identification, review, recovery, and 
reporting of improper payments. 


3.15.17 IDENTIFICATION 


3.15.17 Identification 


 


3.15.17.1 The PIU will review all tips, complaints and referrals in a timely manner. 


Sources may include, but are not limited to: 


 


A.  Fraud hotline or website;  


 


B.  Referrals from the DHCFP; 
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C.  Referrals from the vendor's own organization including utilizations of 


data systems to identify issues such as provider profiling or data analysis; or 


 


D.  Verification of Service letters/EOB’s complaints. 


 


3.15.17.2 All tips, complaints and referrals which allege recipient misconduct 


must be referred to the Division of Welfare and Social Services (DWSS) 


Investigations and Review (I & R) Unit. The DHCFP must be copied on the 


referral. 


 


3.15.17.3 All tips, complaints and referrals must be tracked and reported to the 


DHCFP monthly regardless of the outcome. 


All suspected and/or reported cases of fraud and abuse are logged into a secure 
database system containing information on the nature of the complaint or report, the 
allegation or suspected violation, the date the allegation was received, the provider and 
member identifiers and status of the investigation.  


Case sources may be received through the fraud hotline or website, from referrals from 
the DHCFP, through Delta Dental internal referrals, provider profiling reports and data 
analysis, and from recipient Explanation of Benefits (EOB) and other complaints. 


We offer an electronic FWA internal referral process to our staff. For example, claims 
processing staff may observe irregularities in billing patterns or poor quality of care. We 
pride ourselves on having the most highly trained claims adjudication and professional 
staff in the industry. Staff vigilantly review claims for instances of irregular billing 
patterns, incongruent documentation, and poor quality of care. When encountered, the 
staff person simply reports the finding through our internal referral system and the 
referral is systematically routed to the PIU. 


Delta Dental’s PIU will monitor the delivery and utilization of covered services by Nevada 
DBA program recipients and providers. Monitoring includes the use of itemized data for 
overall management and the use of statistics to establish norms and averages so that 
unusual practices and potential abuse can be detected. The PIU will analyze and evaluate 
the delivery and utilization of services on a case-basis (e.g., individual provider, 
individual recipient, or individual claim) to guard against fraudulent or abusive use of 
services by either provider or recipient of the Nevada DBA program and to identify those 
providers who deliver services below the community standard of care. 


Delta Dental has extensive experience with Medicaid dental data analysis – from provider 
and recipient statistical outliers to provider and recipient data drill down. Our EDW 
supports provider profiling and data analysis activities, including: 


 Provider-specific reports that include a multi-dimensional assessment of a provider’s 
performance using clinical, administrative and member satisfaction indicators of care that 
are accurate, measurable and relevant to the enrolled population; 


 Establishing provider, group, statewide or regional benchmarks for areas profiled, where 
applicable; 
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 Delivering feedback to individual providers regarding the results of their performance and 
the overall performance of the provider network;  


 Using the results of provider profiling activities to identify areas of improvement for 
individual providers and/or groups of providers and  


 Establishing individual provider and group-specific quality improvement goals for priority 
areas in which one or more providers do not meet established standards or improvement 
goals. 


More important than being able to develop reports from a data warehouse, however, is 
Delta Dental’s deep understanding of the uniqueness of Medicaid dental data. We know 
what data to look for, and what the data means. While there are often considerable state-
by-state variations in Medicaid dental benefits, we understand the common areas of 
potential abuse. One of the first activities our PIU will take is to analyze and understand 
Nevada’s benefit structure and criteria to identify your unique areas for potential FWA. 
The results of utilization monitoring, provider profiling and data analysis are sources of 
information for possible fraud cases. 


Investigated cases that do not result in confirmed findings of suspicious activity will be 
so noted, closed in the system and tallied in the monthly DBA Program Integrity Monthly 
Report to the DHCFP. Cases with a confirmed suspicion of fraud and/or abuse will be 
flagged in the database, and the case status and progress updated regularly until the 
case is closed. These cases are also included in the monthly DBA Program Integrity 
Monthly Report. 


When a tip, complaint or referral alleging recipient misconduct is received, Delta Dental 
will refer it to the Division of Welfare and Social Services (DWSS) Investigations and 
Review (I&R) Unit. Delta Dental will copy the DHCFP on the referral. 


3.15.18 REVIEW 


3.15.18 Review 


 


3.15.18.1 The PIU will conduct a review of any identified issues by collecting and 


analyzing available relevant information, including, but not limited to: 


 


A.  Encounter data; 


B.  Provider credentialing and enrollment records; 


C.  Provider self-audits; 


D.  Provider treatment records; 


E.  Prior authorization records; 


F.  Recipient verification of service letters/EOB’s; 


G.  Nevada Medicaid Services Manual (MSM); and 


H.  Nevada Medicaid Billing Guidelines. 


 


3.15.18.2 The PIU will determine which, if any, encounters were improper 


payments. 
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Once an issue has been identified, Delta Dental’s PIU conducts a review (investigation) of 
the issue. During the preliminary investigation, we review and analyze all available and 
relevant information. This includes any prior reports or investigations of the network 
provider, whether the provider has received fraud and abuse training, any provider self-
audit documentation, the provider’s billing patterns and three years of prior 
authorization/claims/encounter history. As appropriate to the specific issue, the 
investigator may also review the provider’s credentialing and enrollment records and/or 
recipient complaints, including complaints generated from recipient EOBs. The 
investigator also reviews relevant billing guidelines and state and federal regulations. 
This review enables the investigator to first determine what policy, procedure or program 
rule may have been violated. 


If questions remain after the preliminary investigation, a sample of patient treatment and 
financial records is then requested for review. We review patient records to determine 
whether submitted claims accurately reflect the treatment rendered and whether patient 
financial records indicate any violation of program rules, such as balance billing. A 
dental consultant reviews the treatment record to determine whether quality of care 
issues exist and to ensure that the treatment performed was consistent with acceptable 
dental standards. 


The PIU investigator determines if any claims/encounters were improperly paid. If so, 
payment recovery actions are taken along with any appropriate provider education or 
counseling. 


3.15.19 RECOVERY AND EDUCATION 


3.15.19 Recovery and Education 


 


3.15.19.1 The PIU will notify the provider of the identified overpayment. The 


notification will include: 


 


A.  The amount of the overpayment; 


 


B.  A detailed listing of the encounters affected; 


 


C.  Education and citations supporting the findings; 


 


D.  Options for repayment; 


 


E.  Any internal appeal rights afforded by the Vendor; and 


 


F.  The provider's right to an Administrative Fair Hearing through the 


DHCFP after internal appeals with the vendor are exhausted. 


 


3.15.19.2 The PIU must collect and retain the overpayments resulting from a 


vendor fraud and abuse investigation or audit. 
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3.15.19.3 All affected encounters will be adjusted or voided within sixty (60) 


calendar days following the identification of the overpayments, regardless of 


whether the vendor is able to recover the overpayment from the provider. 


When an overpayment has been identified, the PIU will notify the provider. The notice to 
the provider details the amount of the overpayment(s), the encounter(s) affected, options 
for repayment, the education and citations (e.g., standard practices, state and federal 
regulations, etc.) supporting the finding(s), any internal appeal rights afforded by Delta 
Dental, and the provider’s right to an Administrative Fair Hearing through the DHCFP 
after internal appeals with Delta Dental are exhausted.  


The most common option for repayment is to withhold the amount of the overpayment 
from future Medicaid payments, either during one payment cycle or incrementally over 
several payment cycles. Other options include the ability for the provider to directly pay 
back the overpayment or to establish a payment plan arrangement. The PIU will collect 
and retain the repaid amounts resulting from a Delta Dental fraud and abuse case or 
audit. 


Regardless of the method of recovery or success of recovery of the overpayment, Delta 
Dental will adjust or void the affected claims/encounters shortly following provider 
notification of the overpayment, but within 60 calendar days of identifying the 
overpayment. The MetaVance system adjusts or voids the claim with or without affecting 
the provider’s net payment during the affected payment cycle. The process of recovering 
the overpayment takes place apart from the claim adjustment/void process.  


An adjunct critical function of the PIU and Quality Assurance is to ensure that network 
providers comply with program policies and procedures. When it is determined that 
providers are either misinformed or confused about program rules and there has been no 
willful intent to defraud, the PIU works with Provider Relations to ensure that providers 
receive the appropriate information and training to help them reach and maintain 
compliance. 


3.15.20 MONETARY RECOVERIES BY STATE OR FEDERAL ENTITIES 


3.15.20 Monetary Recoveries by State or Federal Entities 


 


3.15.20.1 If any government entity including the Attorney General’s Office, 


either from restitutions, recoveries, penalties, fraud prosecutions, or fines 


imposed following a criminal prosecution or guilty plea, or through a civil 


settlement or judgment, or any other form of civil action, receives a monetary 


recovery from any entity, the entirety of such monetary recovery belongs 


exclusively to the State of Nevada and the vendor has no claim to any portion 


of this recovery. 


 


3.15.20.2 Furthermore, the vendor is fully subrogated, and shall require its 


subcontractors to agree to subrogate, to the State of Nevada for all criminal, 
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civil and administrative action recoveries undertaken by any government 


entity, including, but not limited to, all claims the vendor or subcontractors has 


or may have against any entity that directly or indirectly receives funds under 


this Contract including, but not limited to, any health care provider, 


manufacturer, wholesale or retail supplier, sales representative, laboratory, or 


other provider in the design, manufacture, marketing, pricing, or quality of 


drugs, pharmaceuticals, medical supplies, medical devices, durable medical 


equipment, or other health care related products or services. 


 


3.15.20.3 Any funds recovered and retained by a government entity will be 


reported to the actuary to consider in the rate-setting process. 


 


3.15.20.4 If any specific payments are identified as improper, those encounters 


must be adjusted or voided, as appropriate. 


 


3.15.20.5 For the purposes of this Section only, “subrogation” means the right of 


any State of Nevada government entity or local law enforcement to stand in 


the place of a vendor or client in the collection against a third party. 


Delta Dental understands and agrees to the contractual rights of the State of Nevada and 
its government entities under RFP Section 3.15.20. If any specific payments are identified 
as improper, Delta Dental will adjust or void those encounters as appropriate for the 
specific circumstance. 


3.15.21 REPORTING REQUIREMENTS 


3.15.21 Reporting Requirements 


 


3.15.21.1 All information provided to the DHCFP must be submitted according 


to the format in the forms and reporting guide. 


 


3.15.21.2 The vendor must report certain information to the DHCFP on a per 


occurrence basis. This includes, but is not limited to: 


 


A.  Every allegation, complaint, or referral pertaining to overpayments 


whether caused by fraud, waste, abuse or billing errors; 


 


B.  Every CAF; 


 


C.  Every employee of the vendor who is employed by, has ownership 


interest in, or contracts with, any provider enrolled with Nevada Medicaid; and 


 


D.  Every provider that is de-credentialed or denied credentialing for 


whatever reason.  
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3.15.21.3 The vendor must report certain information to the DHCFP on a 


monthly basis. This includes, but is not limited to: 


 


A.  All active reviews and their status; and 


 


B.  All completed reviews with a detailed reason, and the amount of 


each overpayment recovered from the vendor’s fraud and abuse investigation 


or audits. Each review must be reported even if the determination was that 


there was no overpayment. 


 


3.15.21.4 Upon request, vendor must provide encounter data to the MFCU at 


no cost. 


Delta Dental has reviewed the reporting requirements presented in this section and in 
Attachment T – Forms and Reporting Guide carefully. Delta Dental will submit the 
requested reports in the format noted in Attachment T. Where a format is not noted, Delta 
Dental will work with the DHCFP during start-up to define a report format. 


The Program Integrity reports noted in RFP Section 3.15.21 will be produced as indicated 
in the following Exhibit. 
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EXHIBIT 3.15-3, PROGRAM INTEGRITY REPORTS 


Report RFP Reference Attachment T 
Reference 


Frequency 


Report 7 – DBA Program 
Integrity Provider Referral 
Form 


3.15.14 
3.15.21.2.A 


3.3 Table 1 
3.4 


Each occurrence; 
10 business days 
after opening the 
investigation 


Report 8 – DBA Program 
Integrity Recipient Referral 
Form 


3.15.14 
3.15.21.2.A 


3.3 Table 1 
3.4 


Each occurrence; 
10 business days 
after opening the 
investigation 


Report 7 – DBA Program 
Integrity Provider Referral 
Form- Provider Credible 
Allegation of Fraud (CAF) 


3.15.14 
3.15.21.2.B 


3.3 Table 1 
3.4 


Each occurrence; 2 
business days after 
opening the 
investigation 


Report 8 – DBA Program 
Integrity Recipient Referral 
Form- Provider Credible 
Allegation of Fraud (CAF) 


3.15.14 
3.15.21.2.B 


3.3 Table 1 
3.4 


Each occurrence; 2 
business days after 
opening the 
investigation 


Employee Conflict of 
Interest 


3.15.21.2.C N/A Each occurrence 


Provider Terminations 
Report (lists de-
credentialed providers) 


3.6.5.11.B 
3.9.15.6.D 
3.15.21.2.D 


N/A Each occurrence; 
within 5 business 
days 


Provider Credentialing 
Report (lists outcome of 
provider application/ 
credentialing) 


3.9.15.5.N 
3.15.21.2.D 


N/A Each occurrence; 
within 15 calendar 
days 


Report 9 – DBA Program 
Integrity Monthly Report 


3.15.14 
3.15.17.3 
3.15.21.3.A 
3.15.21.3.B 


3.3 Table 1 
3.4 


Monthly; 10 
business days 
following month 
end 


 


Additionally, Delta Dental will provide encounter data to the MFCU upon request and at 
no cost. 
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3.15.22 PROVIDER COMPLIANCE REVIEWS BY THE DHCFP 


3.15.22 Provider Compliance Reviews by the DHCFP 


 


3.15.22.1 The DHCFP may conduct reviews of encounter data and vendor 


providers to ensure compliance with Nevada Medicaid policies. 


 


3.15.22.2 Any improper payments discovered by the DHCFP, which have not 


been reported by the vendor as being under review, may be recovered and 


retained by the DHCFP. 


 


3.15.22.3 The DHCFP may instruct the vendor to withhold payment to a provider 


in its network as a result of an overpayment discovered by the DHCFP.  


 


3.15.22.4 All improper payments identified by the DHCFP, must be adjusted or 


voided from the encounter data within sixty (60) days after notification from 


DHCFP. 


Delta Dental’s contract with providers requires them to allow inspection and review of 
their claimed services, in addition to financial and other applicable items, to ensure 
compliance with state and federal Medicaid policies.  


Delta Dental understands that any improper payments discovered by the DHCFP, which 
are not reported as being under review by Delta Dental, may be recovered and retained 
by the DHCFP.  


Delta Dental also understands that the DHCFP may instruct us to withhold payment to a 
provider in our network as a result of an overpayment discovered by the DHCFP. This 
can be accomplished by flagging the provider in the MetaVance system to withhold all 
payments, by adjusting/voiding the claim(s) in question or by entering a financial system 
transaction (e.g., an accounts receivable transaction) to withhold specific dollar 
amounts. The method used will depend on the specific circumstances. Payment withhold 
can be applied prior to the next payment cycle when necessary, when instruction from 
the DHCFP is received at least 24 hours prior to the cycle. 


Delta Dental commits to adjusting or voiding the encounter data associated with 
improper payments identified by the DHCFP, within 60 days after notification from 
DHCFP. Adjustments and voids to claims/encounters can be entered and processed 
online within MetaVance, allowing Delta Dental to process DHCFP requests well within 
the 60 days required. 
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3.15.23 PROVIDER PREVENTABLE CONDITIONS (PPC) 


3.15.23 Provider Preventable Conditions (PPC) 


 


The vendor must identify and report and require all providers and 


subcontractors to identify and report to the SUR Unit in DHCFP, provider 


preventable conditions that are associated with claims for Medicaid payment 


of with courses of treatment furnished to Medicaid patients for which Medicaid 


payment would otherwise be available. 


Delta Dental participating dentists agree, under the terms of their contracts, to identify 
provider-preventable conditions that are associated with claims for Medicaid payment or 
with courses of treatment furnished to recipients that would otherwise be covered. 
Providers also agree to not charge Nevada Medicaid/Check Up recipients or Delta Dental 
when the billed charges are related to provider preventable conditions. Provider 
preventable conditions include those items identified in 42 CFR 447.26. Examples include 
substandard care for events such as those described below:  


1. The treatment of asymptomatic teeth unless clinically appropriate for continuing care (i.e. 
orthodontic extractions of healthy teeth);  


2. The treatment of asymptomatic teeth without the patient’s consent unless such consent 
cannot be obtained due to sedation and the removal is the professionally correct thing to 
do;  


3. Performing a procedure on the wrong patient or tooth;  
4. The unrecognized retention of a foreign object in the patient’s body that necessitates 


future care to address the issue;  
5. A medication error or dental infection that results in death or serious injury or disability;  
6. The use of a dental device in the ordinary course of dental treatment that results in death, 


serious injury, or disability and,  
7. A burn received during the ordinary course of dental treatment that is directly related to 


the treatment itself and that result in death, serious injury, or disability. 


Delta Dental’s claims processing system utilizes a series of edits and audits to validate 
claims, including edits and audits related to medical necessity or appropriateness of the 
service in comparison to other claim data. If a claims examiner or dental consultant 
detects that the services are due to a provider preventable condition, the claim will be 
denied. 


Delta Dental’s Program Integrity Unit (PIU) also monitors claims for suspected fraud, 
abuse and poor quality of care – including provider preventable conditions – as part of 
its duties. The PIU reviews treatment forms, written documentation, and radiographs for 
recurring problems, abnormal billing activity and unusual utilization patterns. PIU staff 
determine potential billing discrepancies, patterns of over-utilization of procedures, 
incomplete, substandard and/or unnecessary treatment. 


The PIU employs several different means to evaluate suspected fraud and abuse 
including but not limited to:  
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 Utilization Review Analysis: This statistical analysis compares a provider activity with 
that of his or her peers within a certain range, such as geographic area or dental 
specialty.  


 Referrals: Delta will collaborate with the DHCFP, Department of Justice, the Dental Board 
of Nevada, and other state entities on cases of suspected fraud, abuse and poor quality of 
care. These agencies often refer provider names for investigation to the PIU. The PIU also 
receives referrals from internal sources such as Professional Review, Nevada Medicaid 
and Nevada Check Up dental consultants.  


 Audits: When poor quality of care, abuse, over utilization, or fraud is suspected, the PIU 
may elect to conduct an audit of patient records, including radiographs, obtained from the 
provider’s office to gather additional information about the provider’s activity. 


The PIU can take several actions to address poor quality of care situations, including 
recovery of payment. Recovery for paid procedures may be obtained by withholding the 
amount to be reimbursed from a provider’s future Nevada Medicaid and Nevada Check 
Up payments. Recovery may occur when a post payment review identifies any 
discrepancies in the billing or delivery of those services and/or for failure to complete a 
noticed corrective action. Recovery may be imposed retroactively from the date that the 
procedures were performed. 


3.15.24 VENDOR DISCLOSURES: INFORMATION ON OWNERSHIP AND CONTROL 


Disclosures Due 


3.15.24 Vendor Disclosures: Information on Ownership and Control 


 


Vendors must disclose information to the DHCFP on ownership and control; 


information related to business transactions; and information on persons 


convicted of a crime. If the vendor does not disclose required information 


under 42CFR 455.104, any federal funds withheld or recouped from or any 


penalties assessed upon the DHCFP will be withheld and recouped from or 


assessed upon the vendor. 


3.15.24.1 Disclosures are due at any of the following times: 


 


A.  Upon the vendor submitting the proposal in accordance with the 


State's procurement process. 


 


B.  Upon the vendor executing the contract with the State. 


 


C.  Upon renewal or extension of the vendor’s contract. 


 


D.  Within five (5) calendar days after any change in ownership of the 


vendor. 
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Delta Dental’s Disclosure on Ownership and Control statement is included in Section1, 
State Documents, of this proposal. Delta Dental will submit a Disclosure on Ownership 
and Control statement at the following times: 


 Upon contract execution with the State, 
 Upon renewal or extension of the contract, and 
 Within five calendar days after any change in Delta Dental’s ownership. 


The Disclosure on Ownership and Control statement will report any issues with respect 
to change of ownership or control. 


Disclosures on Ownership and Control by Vendor 


3.15.24.2 Disclosures on Ownership and Control by Vendor. 


 


A.  The following disclosures must be provided by the vendor (42 CFR 


455.104(b), 1903(m)(2)(A)(viii), 1124(a)(2)(A)): 


 


1. Any person or business entity with an ownership or control interest in 


the vendor that: 


   


a. Has direct, indirect, or combined direct/indirect ownership interest of 


five  percent (5%) or more of the vendor’s equity. 


 


b. Owns five  percent (5%) or more of any mortgage, deed of trust, note, 


or other obligation secured by the vendor if that interest equals at least five 


percent (5%) of the value of the vendor’s assets. 


 


c. Is an officer or director of a vendor organized as a corporation.  


 


d.  Is a partner in a vendor organized as a partnership. 


 


2. The name and address of any person (individual or business entity) 


with an ownership or control interest in the vendor. The address for business 


entities must include as applicable primary business address, every business 


location, and P.O. Box address. 


 


3. Date of birth and Social Security Number (in the case of an 


individual). 


 


4. Other tax identification number (in the case of a business entity) with 


an ownership or control interest in the vendor or in any subcontractor in which 


the vendor has a 5 percent (5%) or more interest. 
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5. If your firm is not a Qualified Health Maintenance Organization, 


provide the disclosures described at 42 U.S.C. 1396b(m)(4)(A).” 


 


3.15.24.3 Whether the person (individual or business entity) with an 


ownership or control interest in the vendor is related to another person with 


ownership or control interest in the vendor as a spouse, parent, child, or sibling; 


or whether the person (individual or business entity) with an ownership or 


control interest in any subcontractor in which the vendor has a 5 percent (5%) 


or more interest is related to another person with ownership or control interest in 


the vendor as a spouse, parent, child, or sibling. 


 


3.15.24.4 The name of any other Medicaid provider or fiscal agent in 


which the person or corporation has an ownership or control interest. 


 


3.15.24.5 The name, address, date of birth, and Social Security Number 


of any managing employee of the vendor. 


The Disclosure on Ownership and Control statement will include the following 
information: 


 Any person or business entity with an ownership or control interest in Delta Dental that 
 Has direct, indirect, or combined direct/indirect ownership interest of 5% or more of 


Delta Dental’s equity, 
 Owns 5% or more of any mortgage, deed of trust, note, or other obligation secured by 


Delta Dental if that interest equals at least 5% of the value of Delta Dental’s assets, 
 Is an officer or director of a vendor organized as a corporation, and/or 
 Is a partner in a vendor organized as a partnership.  


 Name and address of any individual or business entity with an ownership or control 
interest in Delta Dental. Addresses for business entities include as applicable the primary 
business address, every business location, and P.O. Box address 


 Date of birth and Social Security Number (in the case of an individual) 
 Other tax identification number (in the case of a business entity) with an ownership or 


control interest in Delta Dental or in any subcontractor in which Delta Dental has a 5% or 
more interest 


 If Delta Dental were not a Qualified Health Maintenance Organization, we would provide 
the disclosures described at 42 U.S.C. 1396b(m)(4)(A). However, Delta Dental is a 
Qualified Health Maintenance Organization.  


 Whether the person (individual or business entity) with an ownership or control interest in 
Delta Dental is related to another person with ownership or control interest in Delta Dental 
as a spouse, parent, child, or sibling; or whether the person (individual or business entity) 
with an ownership or control interest in any subcontractor in which Delta Dental has a 5% 
or more interest is related to another person with ownership or control interest in Delta 
Dental as a spouse, parent, child, or sibling 


 The name of any other Medicaid provider or fiscal agent in which the person or 
corporation has an ownership or control interest 


 The name, address, date of birth, and Social Security Number of any managing employee 
of Delta Dental 
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Information Related to Ownership and Business Transactions From 
Providers or Subcontractors 


3.15.24.6 Vendor requirements for collecting and validating information 


related to ownership and business transactions from providers or 


subcontractors. 


 


A.  The vendor must enter into an agreement with each provider under 


which the provider agrees to furnish upon request, information related to 


ownership and business transactions.  


 


1. The vendor must require the provider or subcontractors to submit full 


and complete information about: 


 


a. The ownership of any subcontractor with whom the provider has had 


business transactions totaling more than $25,000 during the 12-month period 


ending on the date of the request; and  


 


b. Any significant business transactions between the provider and any 


wholly owned supplier, or between the provider and any subcontractor, during 


the 5-year period ending on the date of the request.  


Delta Dental’s contracts with providers and subcontractors require the 
provider/subcontractor to submit (disclose) full and complete information about: 


 Ownership of any subcontractor with whom the provider has had business transactions 
totaling more than $25,000 during the 12-month period ending on the date of the request 
and 


 Any significant business transactions between the provider and any wholly owned 
supplier, or between the provider and any subcontractor, during the 5-year period ending 
on the date of the request. 


Information Related to Providers/Subcontractors Convicted of Crimes 


3.15.24.7 Vendor’s requirements for collecting and validating information 


related to providers/subcontractors convicted of crimes. (42 CFR 455.106) 


 


3.15.24.8 Before the vendor enters into or renews a provider agreement, 


or at any time upon written request by the vendor, the provider must disclose to 


the vendor the identity of any person who:  


 


A.  Has ownership or control interest in the provider, or is an agent or 


managing employee of the provider/subcontractors; and  
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B.  Has been convicted of a criminal offense related to that person's 


involvement in any program under Medicare, Medicaid, or the Title XX services 


program since the inception of those programs. 


Delta Dental’s contracts with provider/subcontractors require disclosure by the 
provider/subcontractor, prior to entering into or renewing a provider agreement and at 
any time upon written request by Delta Dental, of the identity of any person who: 


 Has ownership or control interest in the provider, or is an agent or managing employee of 
the provider/subcontractor and 


 Has been convicted of a criminal offense related to that person's involvement in any 
program under Medicare, Medicaid, or the Title XX services program since the inception 
of those programs. 


3.15.25 DENIAL OR TERMINATION OF PROVIDER PARTICIPATION 


3.15.25 Denial or Termination of Provider Participation.  


 


3.15.25.1 The vendor may refuse to enter into or renew an agreement with a 


provider if any person who has an ownership or control interest in the provider, 


or who is an agent or managing employee of the provider, has been convicted 


of a criminal offense related to that person's involvement in any program 


established under Medicare, Medicaid or the Title XX Services Program.  


 


3.15.25.2 The vendor may refuse to enter into or may terminate a provider 


agreement if it determines that the provider did not fully and accurately make 


any disclosure required.  


 


3.15.25.3 The vendor must also promptly notify the DHCFP Provider Enrollment 


Unit of any action it takes on the provider's application for participation in the 


program. 


Delta Dental understands that we may refuse to enter into or renew an agreement with a 
provider if any person who has an ownership or control interest in the provider, or who is 
an agent or managing employee of the provider, has been convicted of a criminal offense 
related to that person’s involvement of any program established under Medicare, 
Medicaid, or the Title XX Service Program. Further, we understand that we may refuse to 
enter into or terminate a provider agreement if we determine that the provider did not 
fully and accurately make any disclosure required. These aspects are already included in 
our provider credentialing policies and procedures. 


Delta Dental will promptly notify the DHCFP Provider Enrollment Unit of the actions we 
take on the provider’s application for participating in the Nevada DBA program. 
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3.16 REPORTING 


Delta Dental commits to complying with all Nevada DBA program reporting provisions in 
RFP Subsection 3.16, Reporting. We describe our approach to meeting the RFP 
requirements in the sections that follow. 


The vendor must meet all reporting requirements and timeframes as required in 


Attachment T, Forms and Reporting Guide, and this RFP unless otherwise 


agreed to in writing by both parties.  Failure to meet all reporting requirements 


and timeframes as required by this RFP and all attachments thereto may be 


considered to be in default or breach of the contract. 


 


Unless it is clearly labeled as “confidential” or “trade secret,” information or 


documents received from the vendor may be open to public disclosure and 


copying.  The State will have the duty to disclose, unless a particular record is 


made confidential by law or a common law balancing of interests. This includes 


compensation arrangements, profit levels, audits and findings, and pertinent 


litigation data. 


 


Vendor may clearly label individual documents as a "trade secret" or 


"confidential" provided that the vendor agrees to indemnify and defend the 


State for honoring such a designation.  The failure to label any document that is 


released by the State shall constitute a complete waiver of any and all claims 


for damages caused by any release of the records. If a public records request 


for a labeled document is received by the State, the State will notify the vendor 


of the request and delay access to the material until seven (7) business days 


after notification to the vendor.  Within that time delay, it will be the duty of 


vendor to act in protection of its labeled record.  Failure to act shall constitute 


a complete waiver. 


At Delta Dental, we invest significant resources in maintaining and continually enhancing 
our policies, procedures and automated management information systems to ensure 
reliable data collection and timely reporting to our customers and government regulatory 
agencies. From initial data collection to final adjudication and reporting, we monitor and 
control all aspects of claims processing to ensure that the highest levels of data quality 
and integrity are maintained. The efficiency with which Delta Dental manages the data 
collected from all sources contributes to the ongoing success of our many and varied 
dental programs.  


Delta Dental’s MIS provides the majority of reporting required for the Nevada DBA 
program. MetaVance supports functions and processes required for standard reporting. 
Additionally, all claims and encounter data is stored in a single, normalized Enterprise 
Data Warehouse (EDW) that allows various types of standard and ad hoc reports to be 
designed and executed. Delta Dental’s EDW leverages integrated data analytics tools 
including Business Objects and Crystal Reports to collect, compile, analyze, and 
generate both electronic and hard copy reports. The CRM system produces reports on 
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items such as recipient satisfaction, and grievances and appeals, while the Provider 
Management system produces reports on provider activities and network adequacy. 


Regularly scheduled reports jobs are entered into an automated job scheduler. Each 
report job runs on schedule automatically, selecting the data based on job parameters 
such as the period of time to be reported, the date and frequency of the report, the output 
format, and where to store the report (e.g., document management system, SFTP server). 
In this manner, we ensure that all regular reports are available by the date and time 
obligated. 


Certain reports are produced manually, such as Financial and Independent Audit reports, 
and Quality Assurance Plan of Correction (POC) reports. During the implementation 
period, Delta Dental will work with the DHCFP to obtain details on the required reports, 
and develop new or modify existing reports to fully satisfy RFP requirements.  


3.16.1 ENCOUNTER REPORTING 


3.16.1 Encounter Reporting 


 


3.16.1.1 Vendors must submit encounter data in accordance with the 


requirements in this contract, to include any revisions or additions which contain 


information regarding encounter data, including the DHCFP’s media and file 


format requirements, liquidated damages and submittal timeframes.  The 


vendor must assist the DHCFP in its validation of encounter data. Compliance 


with reporting requirements is described in this RFP.  


 


3.16.1.2 The vendor is required to submit encounter data for the Nevada 


Check Up program in the same manner as the Medicaid program.  Nevada 


Check Up recipients must be separately identified from Medicaid recipients, 


but the information can be combined for submission. 


 


3.16.1.3 The vendor may not submit encounter data for amounts expended 


for providers excluded by Medicare, Medicaid, or CHIP, except for emergency 


services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808. 


 


3.16.1.4 All encounters must be submitted for proper and accurate reporting 


and must be submitted within ninety (90) calendar days of receipt of 


encounter. 


Delta Dental’s claims processing system already has the capability to receive and 
transmit HIPAA Dental Health Care Claims/Encounters transactions, and we do so for 
numerous commercial and government customers. We understand the importance of 
submitting timely and properly formatted paid claims/encounters files to the DHCFP to 
ensure that they can draw down the maximum allowable amount of federal financial 
participation (FFP), update data warehouses, and use dental encounter data to form a 
complete history of services provided under the Medicaid program for Nevada’s 
Medicaid recipients.  
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Encounter data tracks each recipient’s dental screening, diagnosis, and treatment 
history. Encounter data is stored as part of our permanent claim record within 
MetaVance. Key data elements such as billing provider, recipient information, claims, 
rendering provider, adjustments, paid amounts, services rendered, tooth codes and 
treatment dates are just some of the data that can be provided in our encounter 
reporting. Encounter data for the Nevada Check Up program and the Nevada Medicaid 
program will be submitted in the same manner, however, Nevada Check Up recipients 
will be separately identified from Medicaid recipients. 


Finalized encounters include those encounters for covered benefits that have reached a 
final adjudication status (paid, adjusted, and denied). Encounter data that is still in 
process is not included until it reaches a final state. Encounter data is included in all 
applicable encounter reporting following finalization of the encounter claim, thereby 
assuring that encounter data is submitted to the State well within the 90 calendar day 
reporting timeframe required by the RFP. Encounter data for amounts expended for 
providers excluded by Medicare, Medicaid or CHIP are not included in Delta Dental’s 
encounter data reporting as these are not considered covered services, unless the 
services were for emergency services according to 42 CFR 431.55(h) and 42 CFR 
438.808. 


The MetaVance system produces encounter data in standard formats tailored for state 
Medicaid programs. The encounter data is fully compliant with all CMS and HIPAA 
requirements. 


3.16.2 SUMMARY UTILIZATION REPORTING 


3.16.2 Summary Utilization Reporting 


 


The vendor shall produce reports using quality measures identified in the DHCFP 


Quality Assessment and Performance Improvement Strategy (QAPIS) and must 


submit these reports in addition to other reports required by this contract in a 


timely manner. 


Delta Dental uses Business Objects software to support utilization reporting. The 
application accesses the EDW, and is business-user directed so that it addresses the 
specific needs of the quality assurance and program integrity investigatory teams. 
Business Objects is used to develop reports directed at dentists’ practice patterns. For 
instance, should a specific dentist appear to be associated with aberrant billing activity, 
Business Object reports can be structured to compare the dentist’s billing patterns with 
those of other dentists within a customer group or peer group. Comparisons can take 
into account procedure code and stipulated date ranges. 


While the underpinnings of the MIS reporting functions are important; the EDW and 
analytical tools must be sufficiently robust to process data requests. However, no 
system, no matter how robust, will produce satisfactory results without the 
understanding of the data from a business perspective. This is where Delta Dental’s 
system offering excels – our Information Technology (IT) analysts are well-versed in the 
both the values and the context of the data, and are able to respond to requests for 
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reports and inquiries from internal users and customers with insightful and timely data 
extracts and analysis. 


3.16.3 DISPUTE RESOLUTION REPORTING 


3.16.3 Dispute Resolution Reporting 


 


3.16.3.1 The vendor must provide the DHCFP with reports documenting the 


number and types of provider disputes, recipient grievances, appeals and fair 


hearing requests received by the vendor and its subcontractors. 


 


3.16.3.2 These reports are to include, but not be limited to, the total number of 


recipient grievances, the total number of notices provided to recipients, the 


total number of recipient and appeals requests, and provider disputes filed, 


including reporting of all subcontractor’s recipient grievances, notices, appeals 


and provider disputes.  The reports must identify the recipient grievance or 


appeal issue or provider dispute received; and verify the resolution timeframe 


for recipient grievances and appeals and provider disputes. 


 


3.16.3.3 Comprehensive recipient grievance, notice, and appeal information, 


fair hearing requests, and provider dispute information, including, but not 


limited to, specific outcomes, shall be retained for each occurrence for review 


by the DHCFP. 


Dental care programs are inherently dynamic, and Delta Dental understands that 
recipient and provider concerns may arise even as we continuously strive to improve our 
delivery of services. We have developed a grievance and resolution process that reflects 
more than 40 years’ experience from past Medicaid, CHIP and other dental program 
implementations. Our process ensures that we respond fully and promptly to each 
dissatisfaction or concern and also document the status and disposition of every 
grievance and appeal. 


As one measure of Delta Dental’s success as a dental benefits administrator, we 
historically receive very few grievances from recipients and providers. For one of our 
smallest CHIP contracts – San Mateo Healthy Kids, which has approximately 690 
recipients – we received no grievances between September 2015 and August 2016. And, 
for our largest Medicaid contract – Denti-Cal, which has more than 13 million recipients – 
we received an average of 236 grievances per month between December 2015 and 
November 2016. The percentage of Denti-Cal grievances per total enrollment for that time 
frame was less than 0.002% and the average resolution time was 19 days. 


Provider disputes and recipient grievances, appeals, and fair hearing requests are 
tracked electronically in Delta Dental’s grievance tracking function within the Macess 
CRM application, which is used to produce the required Dispute Resolution reports. The 
CRM provides automated workflow processing of disputes, and produces reports that 
include resolution timeframes and outcomes. Our tracking system categorizes cases as 
to the type of grievance, such as Age Limits, Exclusions, Medical Necessity and 
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Limitations. This enables us to perform the detailed tracking, reporting, monitoring and 
analysis of grievances and appeals required. 


3.16.4 QUALITY ASSURANCE REPORTING 


3.16.4 Quality Assurance Reporting 


 


Performance Improvement Projects (PIPs) will be performed by the vendors 


pursuant to guidelines established jointly by the vendors, the DHCFP, and the 


External Quality Review Organization (EQRO), as well as those identified in this 


RFP.  In addition, the vendor must provide outcome-based clinical reports and 


Management Reports as may be requested by the DHCFP or its EQRO.  Should 


the vendor fail to provide such reports in a timely manner, the DHCFP will 


require the vendor to submit a POC to address contractual requirements 


regarding timely reporting submissions, areas of concern, or areas of 


noncompliance noted by the DHCFP or its EQRO. 


Delta Dental’s EDW and analytical tools, Business Objects and Crystal Reports, will be 
used to provide the DHCFP with most outcome-based clinical reports and management 
reports requested by the DHCFP or its EQRO. Our EDW contains normalized data that 
allows data to be extracted and analyzed from multiple sources with parity – that is, 
users can be assured that data carried in a data field means the same thing regardless of 
the source system from which it was obtained. Delta Dental’s IT analysts are well-versed 
in the both the values and the context of the data, and are able to respond to requests for 
reports and inquiries from customers choosing to design their own reports with 
insightful and timely data extracts and analysis. 


Even as we strive to meet our internal and each contract’s goals to improve quality 
rates/scores through well-executed strategies and ongoing assessment of their efficacy, 
we recognize the need for a plan of correction (POC) if our performance is deemed 
unsatisfactory. Our QAPI program includes established procedures for developing, 
implementing, and evaluating POCs in the event they are needed. For the Nevada 
contract, any POC required by the DHCFP will include, but not be limited to: 


 Identification of the specific problem/s; 
 The type/s of correction action to be taken; 
 The corrective action’s goals; 
 The timetable for action; 
 Identified changes in processes, structure, and internal/external education; 
 The type of follow-up monitoring, evaluation and improvement and 
 The Delta Dental staff person responsible for implementing and monitoring the POC. 


The responsible Delta Dental staff person will be determined based on the problem and 
its corrective action. For example, a POC that addresses problems with written member 
materials may be assigned to a manager in our Recipient Services area – and a POC to 
increase Delta Dental involvement in community outreach events may be assigned to our 
case management and outreach manager. Regardless of who has hands-on 
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responsibility for the POC, our quality assurance director will oversee the process and 
ensure its timely completion. 


3.16.5 RECIPIENT SATISFACTION REPORTING 


3.16.5 Recipient Satisfaction Reporting 


 


Each vendor must collect and submit to the DHCFP a recipient satisfaction 


survey prior to the third quarter of each contract year.  the DHCFP may request 


a specific sample, and/or survey tool. Survey results must be disclosed to the 


State, and, upon State’s or recipient’s request, disclosed to recipients. 


As part of our Quality Assurance (QA) program, Delta Dental routinely monitors recipient 
satisfaction with factors such as access to dental care/providers and appointment 
availability and waiting times. We conduct customer (recipient) surveys each year to help 
identify opportunities to improve satisfaction with Delta Dental – and also to identify 
issues adversely affecting dental care and services. Customer surveys ask the 
respondents to rate their satisfaction with Delta Dental; their dentist; the quality of care 
they received; the thoroughness of information provided; the value of the dental plan and 
claims processing.  


The primary tools for assessing recipient satisfaction are printed or electronic surveys. 
Delta Dental assesses recipient satisfaction in an effort to discover recipient approval 
and potential barriers to access associated with: 


 The quality of care received; 
 The information the dental provider office gave the recipient concerning needed treatment 


and its cost; 
 Appointment availability at the dental office; 
 Office wait times; 
 The appearance, cleanliness and maintenance of the dental provider’s office; 
 Wheelchair access or other needed accommodations; 
 The current Plan dental provider, overall; 
 The range of dental benefits available to the customer (recipient); 
 Service from the Plan’s Customer Service department; 
 The printed member materials furnished by the Plan and 
 The choice of dental providers available to the recipient. 


Our Enterprise Market Research department conducts two satisfaction surveys each year 
as part of our patient satisfaction assessment program. A total of 2,000 surveys are 
mailed each year to a random sample of patients who have had a claim paid within the 
most recent three months. Delta Dental’s Customer Satisfaction survey form features a 
balanced response scale with scores based on ratings of “good,” “very good” and 
“excellent”. With minor fluctuations in scores on individual questions, the survey results 
are consistent from one year to the next. This continuity gives us confidence that the 
survey instrument and sampling methodology are accurate. 
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Information gleaned from survey results is analyzed, summarized and presented to Delta 
Dental’s Quality Improvement Program (QIP) Committee for review and evaluation. The 
committee may elect to modify aspects of Delta Dental’s QIP based on the survey results 
and/or the results may trigger additional quality or utilization reviews that feed into 
quality assurance plans and/or processes. Survey results will be prepared in a report 
format and presented to the DHCFP, along with any planned improvement activities. 


3.16.6 FINANCIAL REPORTING 


3.16.6 Financial Reporting 


 


The vendor must meet the financial reporting requirements set forth in the Forms 


and Reporting Guide, including any revisions or additions to the document. 


Through stringent internal controls, well-maintained procedures and proven 
methodologies, Delta Dental has always met our contracts’ financial obligations. A large 
part of Delta Dental’s continued success in administering government programs is our 
ability to provide cost-effective, high-quality services along with the flexibility required to 
meet the ever-changing needs of our customers. We have earned a reputation for being 
conservative – strategically moving forward with planned, measured risk for growth and 
investment. In the decades since our founding, we have continued to sustain dynamic 
growth in both the commercial and government sectors of dental health care through 
sound financial management and astute contract administration. Our exceptionally 
strong financial position supports this growth. 


We produce standard Generally Accepted Accounting Principle (GAAP) based reports for 
every contract, and at an aggregated level to support the corporation overall. In addition 
to GAAP reports, we also secure an independent audit annually and will provide a copy 
of the Independent Audit report to the DHCFP. 


Delta Dental has reviewed the financial reporting requirements listed in RFP Section 
3.11.5 and Attachment T - Forms and Reporting Guide - Section 2 Financial Reporting. 
Delta Dental will provide the required financial reports to demonstrate our adequate 
financial reserves and administrative ability to carry out our contractual obligations. We 
will maintain financial records and provide the DHCFP with various financial statements 
and documentation upon request and as outlined in the contract and Attachment T, 
Forms and Reporting Guide. 
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3.16.7 SALES AND TRANSACTION REPORTING 


3.16.7 Sales and Transaction Reporting 


 


The vendor must report transactions between the vendor and parties in interest 


that are provided to the State or other agencies available to recipients upon 


reasonable request. 


As required by Attachment T - Forms and Reporting Guide - Section 2 Financial 
Reporting, Delta Dental will provide the Related Party Transactions report annually to the 
DHCFP. Delta Dental acknowledges that all significant related party transactions must be 
prior approved, in writing, by the DHCFP. 


3.16.8 OTHER REPORTING 


3.16.8 Other Reporting 


 


The vendor shall be required to comply with additional reporting requirements 


upon the request of the DHCFP. Additional reporting requirements may be 


imposed on the vendor if the DHCFP identifies any area of concern with regard 


to a particular aspect of the vendor’s performance under this contract.  Such 


reporting would provide the DHCFP with the information necessary to better 


assess the vendor’s performance. 


Delta Dental’s EDW and analytical tools, Business Objects and Crystal Reports, will be 
used to provide the DHCFP with additional report requests. Our EDW contains 
normalized data that allows data to be extracted and analyzed from multiple sources with 
parity–that is, users can be assured that data carried in a data field means the same thing 
regardless of the source system from which it was obtained. 


Delta Dental’s IT analysts are well-versed in the both the values and the context of the 
data, and are able to respond to requests for reports and inquiries from customers 
choosing to design their own reports with insightful and timely data extracts and 
analysis. 


Other forms of reporting will be utilized as appropriate to meet the specific reporting 
requirements requested. 
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3.17 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 


Delta Dental commits to complying with all Nevada DBA program information systems 
and technical requirements provisions in RFP Subsection 3.17, Information Systems and 
Technical Requirements. We describe our approach to meeting the RFP requirements in 
the sections that follow. 


Delta Dental’s experienced Information Technology (IT) organization supports the 
automated functions and advanced capabilities needed to ensure that we can meet or 
exceed the DHCFP’s requirements for Information Systems and Technical Requirements.  


Delta Dental has the necessary hardware, software, networks, and communications 
systems in place to ensure a smooth transition and delivery of services for the Nevada 
DBA program. Delta Dental's Management Information System (MIS) is comprised of a 
robust dental payor application, electronic document management solution (EDMS), 
provider management system, customer relationship management (CRM) and workflow 
application, and a data warehouse with business intelligence application in conjunction 
with various network, security, utility and support software. 


Delta Dental’s information technology systems, solutions and tools have been carefully 
selected to work together cohesively to produce an enterprise solution suite that covers 
all tasks needed to provide for contracted functions and reporting. Each system, 
solution, or tool is maintained to stay current as appropriate for its use and integration 
with other systems; Delta Dental dedicated IT staff monitor the systems and stay abreast 
of required updates and patches to ensure that the complete solution supports the 
administration and business of dental benefit insurance for our customers and their 
members. 


3.17.1 DATA REQUIREMENTS 


3.17.1 Data Requirements 


 


The vendor will be required to provide compatible data in a DHCFP prescribed 


format for the following functions: 


 


3.17.1.1 Enrollment; 


3.17.1.2 Eligibility; 


3.17.1.3 Provider Network Data; 


3.17.1.4 PDP Assignment; 


3.17.1.5 Claims Payment; and 


3.17.1.6 Encounter Data. 


Delta Dental complies with all current applicable HIPAA and HITECH rules and 
regulations. For example, per the CMS mandate, Delta Dental accepts the International 
Classification of Diseases, 10th Revision (ICD-10) code sets. Delta Dental also adheres to 
the transaction requirements published in Accredited Standards Committee (ASC) X12 
Type 3 Technical Reports (TR3). 
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Our IT department works closely with our Department of Risk, Ethics and Compliance to 
ensure that Delta Dental’s security policies and standards comply with mandates such as 
the HIPAA and the HITECH Act, in addition to any customer prescribed mandates.  


Because Delta Dental actively complies with current CMS, HIPAA and HITECH standards, 
we are well positioned to provide compatible data to the DHCFP day one of DBA 
operations. Where the DHCFP may require data to be provided in a format or standard 
unique to Nevada, Delta Dental’s IT department will make the necessary format changes. 


3.17.2 INTERFACES 


3.17.2 Interfaces 


 


The vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent 


to establish schedules for each interface. The DHCFP’s Medicaid Management 


Information System (MMIS) will interface with the vendor’s system in the 


following areas, although not necessarily limited to these areas:  


 


3.17.2.1 Health Plan - Encounter Data (encounter data reflects all services 


provided to clients for whom the health plan pays.).  


 


3.17.2.2 Health Plan - Network Data File. 


 


3.17.2.3 Health Plan - Client Update File. 


 


3.17.2.4 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP). 


 


3.17.2.5 MMIS - Encounter Data Informational Errors File. 


 


3.17.2.6 MMIS - Health Plan Error File. 


 


3.17.2.7 MMIS - Third Party Liability Update File. 


 


3.17.2.8 MMIS - Client Demographic Data. 


 


3.17.2.9 MMIS - Daily Health Plan Recipient File. 


 


3.17.2.10 MMIS - Health Plan Recipient File. 


 


3.17.2.11 MMIS - Network Data Exception File. 


 


3.17.2.12 MMIS - Network Primary Dental Provider (PDP) Updates. 


 


3.17.2.13 MMIS - Client PDP changes. 
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3.17.2.14 MMIS - Client Enrollment Updates. 


 


3.17.2.15 MMIS - Health Plan Notification. 


 


All transactions must be in a HIPAA-compliant format. In addition to complying 


with the requirements of the National EDI Transaction Set Implementation 


Guide, vendors will find EDI Companion Guides at the following website: 


https://www.medicaid.nv.gov/providers/edi.aspx. These companion guides 


contain HIPAA-compliant technical specifications. 


 


The vendor shall be responsible at their own expense for any new and/or 


modified interfaces that may be required by CMS, including but not limited to, 


HIPAA regulations. 


Delta Dental currently processes electronic data interfaces on a daily basis for a large 
number of customers with technologies that include Secure File Transfer Protocol 
(SFTP), secure web interfaces, Connect:Direct and Oracle Streaming. We work with a 
variety of file layouts and electronic connections to suit the needs of our data trading 
partners, and ensure that data and interfaces comply with HIPAA requirements, as well 
as Delta Dental and Nevada confidentiality and security policies and procedures. 


Delta Dental recognizes the need for governance for managing internal and external file 
interfaces. Governance can be stated as the processes to manage the who, what, when, 
where, how and why of file interfaces. Governance includes the inventory of file 
interfaces required and expected to operate and administer the Nevada DBA program, 
the schedule for each interface, how to handle the data records received, reconciliation 
of errors and records, and the extraction, transformation, and load (ETL) processes. For 
purposes of such governance, a file interface is interpreted broadly to include data files 
received through an interface, SFTP, web service, or other secure file transfer service. It 
is important to document file interface management to minimize processing errors that 
may result from improperly handled or missed interfaces. 


We process all interface files through well-established electronic transfer procedures 
that use defined parameters based on the sender’s or receiver’s business requirements. 
Parameters consist of file format (e.g., HIPAA transactions), business rules, data 
protection features and plan-specific features such as contact information, file naming 
standards and file transfer methods. Our standardized protocols for processing 
electronic files include applying updates to our enrollment and eligibility database and 
generating related reports in a timely manner so the information is accessible to 
operations staff as quickly as possible. Using a variety of technological solutions, our 
technical staff members have engineered interfaces to meet the specific needs of each 
contract and its respective interfacing system. 


The SFTP process is a well-tested and stable protocol used by many organizations who 
exchange data with Delta Dental. Our proposed solution uses MoveIT DMZ SFTP 
software for secure transactions. We use MoveIT DMZ to safely and securely collect, 
store, manage and distribute sensitive information between Delta Dental and external 
entities, such as the DHCFP and the DHCFP’s fiscal agent. We quickly and securely 
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exchange files using MoveIT DMZ over encrypted connections using any of the following 
methods: 


 Hypertext Transfer Protocol (HTTP) over Secure Sockets Layer (SSL) (HTTPS) 
 FTP over SSL (FTPS) 
 FTP over Secure Shell (SSH) (SFTP) protocols 


Inbound data files trigger a batch scheduler job that processes and validates the data for 
completeness and discrepancies. Business rules execute appropriate actions to resolve 
discrepancies. Alerts are generated to notify appropriate contacts of any issues, 
including interfaces that have not been sent or received according to the defined 
schedule for that interface. Most errors and discrepancies can be handled in an 
automated fashion, however, occasionally the type and/or volume of errors or 
discrepancies indicate more systemic causes that must be addressed by collaborating 
with the DHCFP and/or the trading partner. Root causes can include an unexpected 
change to the file format or layout, an incorrect file name, and other situations requiring 
human intervention. When these issues arise, Delta Dental IT operations staff must 
quickly identify and contact the designated trading partner contact for the file to resolve 
the problem.  


Application programs extract the data, transform it into the format required by 
MetaVance, and load it into the application database tables. The data is then viewable by 
the DHCFP and other authorized entities via the Delta Dental website and reporting tools 
such as the Data Warehouse. 


Interface transactions for the Nevada DBA program will be sent and received in HIPAA-
compliant formats, and include the following as appropriate: 


 Health Plan - Encounter Data  
 Health Plan - Network Data File 
 Health Plan - Client Update File 
 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 
 MMIS - Encounter Data Informational Errors File 
 MMIS - Health Plan Error File 
 MMIS - Third Party Liability Update File 
 MMIS - Client Demographic Data 
 MMIS - Daily Health Plan Recipient File 
 MMIS - Health Plan Recipient File 
 MMIS - Network Data Exception File 
 MMIS - Network Primary Dental Provider (PDP) Updates 
 MMIS - Client PDP changes 
 MMIS - Client Enrollment Updates 
 MMIS - Health Plan Notification 


Delta Dental understands that we shall be responsible at our own expense for any new 
and/or modified interfaces that may be required by CMS, including but not limited to, 
HIPAA regulations. 
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3.17.3 ENCOUNTER DATA REPORT FILES 


3.17.3 Encounter Data Report Files 


 


The vendor must provide encounter data report files in prescribed data fields to 


the DHCFP’s encounter data processing agent on a monthly basis. The DHCFP 


will provide the required data fields and data transfer instructions. In developing 


the encounter data interface, the vendor will be provided with companion 


guide and details of any applicable edits and descriptions of the edits. The 


vendor will have adequate access to fiscal agent staff to assist in the 


development of the interface. 


 


3.17.3.1 Encounters must: 


 


A.  Successfully pass through the HIPAA compliance editors used by the State’s 


fiscal agent. The DHCFP will not entertain any requests for other compliance 


checkers to be used for the convenience of proposers. 


 


B.  Successfully pass encounter edits with a minimum of ninety-five percent 


(95%) of the data successfully passing all encounter edits within the first six (6) 


months of submission, with ninety-seven percent (97%) or as required by federal 


regulation, whichever is more stringent, passing all thereafter. In the event the 


vendor fails to demonstrate affirmative, good faith efforts to achieve these 


requirements, progressive sanctions, including monetary penalties, may be 


applied until data submissions meet the required standards. The vendor will not 


be held liable for encounters that do not successfully pass all encounter edits if 


the vendor is not solely responsible for the failure. 


 


C.  Be complete and accurate to establish capitation rates. Providing 


inaccurate or incomplete encounter data may create a false claim under the 


FCA and other laws. The undersigned hereby certifies the completeness, 


accuracy and truthfulness of the encounter data. 


 


Failure to demonstrate affirmative, good faith effort: if, after delivery of a plan 


of correction and reasonable, agreed to timeframe to comply, the vendor will 


have an additional 30 days to correct whereupon the DHCFP may, at its 


discretion, impose sanctions in the form of liquidated damages. The liquidated 


damages would be two percent (2%) of one (1) month’s capitation, or ten 


thousand dollars ($10,000), whichever is greater until the Contractor is in 


compliance, as well as any fines or sanctions imposed upon the DHCFP by 


regulatory agencies as a result if the vendor’s non-compliance. 


Delta Dental’s claims processing system already has the capability to receive and 
transmit HIPAA Dental Health Care Claims/Encounters transactions, and we do so for 
numerous commercial and government customers. We understand the importance of 
submitting timely and properly formatted paid claims/encounters files to the DHCFP to 
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ensure that they can draw down the maximum allowable amount of federal financial 
participation (FFP), update data warehouses, and use dental encounter data to form a 
complete history of services provided under the Medicaid program for Nevada’s 
Medicaid and CHIP recipients.  


The Delta Dental claims processing system, MetaVance, is a commercial solution used 
for our dental benefits management business. We have configured it for state Medicaid 
programs, to handle Medicaid-specific requirements such as dental encounter data 
reporting in standard HIPAA compliant formats. 


Encounter data includes all data captured during the course of an encounter to track 
each recipient’s dental screening, diagnosis, and treatment history. Encounter data is 
stored as part of our permanent claim record within MetaVance. Key data elements such 
as billing provider, recipient information, claims, rendering provider, adjustments, paid 
amounts, services rendered, tooth codes and treatment dates are just some of the data 
that can be accessed and mapped to an 837 encounter extract. Our 837 processing 
includes all adjudicated, voided and adjusted claims and will fully meet the requirements 
specified by the DHCFP for encounter processing. 


Delta Dental follows a series of procedures to ensure accuracy of the data being 
submitted, including reconciliation of encounter data to the source claims data. Delta 
Dental’s reconciliation process helps ensure the accuracy of encounter data 
submissions. Accurate and correct submission of encounter data is accomplished 
through a combination of Delta Dental’s strong data security practices and regular 
testing and validation. For encounter reporting, validation includes successful 
transmissions to a designated secured location as well as confirmation and accuracy of 
encounter data contained within the 837 record. 


Delta Dental will ensure that encounter data is submitted: 


 Accurately – the data reported reflects the same data present in the MetaVance claims 
history tables; 


 Completely – all required data elements are included and  
 Correctly – the proper record and file format is presented. 


During implementation, Delta Dental will conduct encounter data file testing with the 
DHCFP’s encounter data processing agent to ensure that the files will pass the data 
processing agent’s HIPAA compliance editor, and that encounter edits are passed at or 
above 95% pass rate. 
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3.17.4 HIPAA TRANSACTION REQUIREMENTS 


3.17.4 HIPAA Transaction Requirements 


 


All electronic transactions must be accepted/transmitted in a HIPAA-compliant 


format. These include, but are not limited to: 


 


3.17.4.1 Premium payments (X12F 820); 


 


3.17.4.2 Enrollment and disenrollment into a health plan (X12N 834); 


 


3.17.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and 


approval of authorization); 


 


3.17.4.4 Referrals and prior authorizations (X12N 278-both request and 


approval of authorization); 


 


3.17.4.5 Claims encounter data (X12N 837 and NCPDP); 


 


3.17.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-


response); and 


 


3.17.4.7 Payment and remittance advice (X12N 835-remittance advice). 


 


In addition to complying with the requirements of the National EDI Transaction 


Set Implementation Guide, proposers will find EDI Companion Guides at the 


following website: https://www.medicaid.nv.gov/providers/edi.aspx. These 


companion guides contain HIPAA compliant technical specifications for each 


transaction. 


Delta Dental’s claims processing system already has the capability to receive and 
transmit HIPAA Dental Health Care Claims/Encounters transactions, and we do so for 
numerous commercial and government customers. We understand the importance of 
submitting timely and properly formatted paid claims/encounters files to the DHCFP to 
ensure that they can draw down the maximum allowable amount of federal financial 
participation (FFP), update data warehouses, and use dental encounter data to form a 
complete history of services provided under the Medicaid program for Nevada’s 
Medicaid recipients. 


Delta Dental’s standard IT processing includes the ability to successfully generate and 
receive electronic data interchange (EDI) transactions, including HIPAA compliant 
transactions such as the 820 Payment Order/Remittance Advice, 834 Benefit Enrollment 
and Maintenance, 270 Eligibility, Coverage or Benefit Inquiry, and 271 Eligibility, 
Coverage or Benefit Response standard transactions. 


EDI transactions are managed through Delta Dental’s SFTP server and/or through real 
time using Secure Socket Layer (SSL) protocol even in test environments to ensure that 
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all functionality is tested as close to a production environment as possible. 
Acknowledgements are automatically sent to the transmitting entity upon successful 
receipt of files in the SFTP server. Files are reconciled to reasonably ensure that the files 
received are the files expected. 


Delta Dental relies on our Secure File Transfer Protocol (SFTP) process to support 
HIPAA-compliant encounter data submission and processing. This is a well-tested and 
stable protocol used by many organizations who use EDI. It allows Delta Dental to plan a 
low-risk implementation for file transfer of the dental encounter data between our claims 
processing system, the DHCFP and the MMIS. Our proposed solution uses MoveIT DMZ 
SFTP software for secure transactions. We use MoveIT DMZ to safely and securely 
collect, store, manage and distribute sensitive information between Delta Dental and 
external entities, such as authorized trading partners. We quickly and securely exchange 
files using MoveIT DMZ over encrypted connections using any of the following methods: 


 Hypertext Transfer Protocol (HTTP) over Secure Sockets Layer (SSL) (HTTPS) 
 FTP over SSL (FTPS) 
 FTP over Secure Shell (SSH) (SFTP) protocols 


Delta Dental will utilize this method to establish a working data submission process that 
meets all appropriate requirements and formatting. The testing of this process will 
include successful transmission in an agreed upon timeframe of at least one batch of 
encounter data to the DHCFP’s designated agent, typically the MMIS or Fiscal Agent. 


Delta Dental conducts internal reconciliations on all outbound encounter files. This 
includes all HIPAA validations as well as claim counts. Inbound 837s are also reconciled 
against trading partner claim counts and HIPAA compliance is validated. Reconciliation 
reports will be provided to the DHCFP at regular intervals. 


Our on-line suite of provider tools will furnish network providers with the ability to 
submit claims electronically in the prescribed Health Insurance Portability and 
Accountability Act (HIPAA)-compliant formats at no cost, in addition to other valuable 
functions. Electronic funds transfer (EFT) payments are also supported.  


When providers link to our secure electronic claims portal, they will first be asked for 
authentication (i.e., a unique ID number and password). After being authenticated, they 
will be able to enter and submit preauthorization requests and claim data, check on claim 
status, receive preauthorization approval/denial notices, view and print archived claims, 
create claim tracking reports, view a patient’s treatment history and set personal 
preferences for receiving e-mails about claims. Submitted claims will be converted to a 
HIPAA-compliant 837 D transaction, validated and loaded into our system as electronic 
data interchange (EDI) claims. 
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3.17.5 NPI TRANSACTION REQUIREMENTS 


3.17.5 NPI Transaction Requirements  


 


3.17.5.1 The vendor must provide the DHCFP with a National Provider Identifier, 


(NPI), including any taxonomy code(s), with their proposal. The vendor must 


electronically transmit and receive fully HIPAA compliant transactions. This 


applies to all HIPAA regulations currently effective and those in draft form. 


Throughout the duration of the initial contract and any extensions, the State will 


not bear any of the cost for any enhancements or modifications to the vendor 


information system(s) or the systems of any of the vendor subcontractors or 


vendors, to make it compliant with any HIPAA regulations. This includes those 


HIPAA requirements currently in effect or future regulations as they become 


effective.  


 


3.17.5.2 All encounters must be submitted electronically as fully HIPAA 


compliant “shadow claims”. This includes but is not limited to, providing the 


DHCFP, through its fiscal agent, the NPI on all providers, including billing, 


servicing, and OPR (ordering, prescribing, and referring). 


 


3.17.5.3 Without exception, all providers contracting through the vendor must 


be registered with the DHCFP as a Medicaid provider. This includes any 


providers who are required to have NPI. If an eligible provider submits their 


claims on paper, they must still use an NPI, and the shadow claim of that paper 


encounter must be submitted from the vendor to the State’s fiscal agent 


electronically and it must include the provider's NPI. This applies for any 


providers who have obtained a taxonomy code in addition to their NPI. The 


taxonomy code must be provided to the State’s fiscal agent, and that 


taxonomy code must be used appropriately on all encounters submitted to the 


State’s fiscal agent on behalf of the DHCFP. The same NPI and taxonomy codes 


must be used for any third party insurance, including but not limited to private 


insurance and Medicare, for which the vendor rebills. 


 


3.17.5.4 Without exception, all encounters from sub-capitated providers must 


be captured by the Vendor and transmitted to the State’s fiscal agent 


following the guidelines outlined above. These must be fully detailed 


encounters following HIPAA requirements and using HIPAA compliant 


transactions, including but not limited to the use of NPI and taxonomy. 


Encounter data must include the individual NPI to identify the rendering 


provider or prescribing provider. 


As part of our comprehensive provider credentialing process, and in compliance with 
HIPAA rules, Delta Dental requires each enrolled provider to have an NPI number. The 
billing and rendering provider NPI and taxonomy codes are supported and accepted on 
HIPAA compliant inbound claim transactions.  
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Delta Dental also submits fully HIPAA compliant outbound transactions, such as the 835 
X12 for electronic remittance advice. The 835 X12 transaction provides the billing and 
rendering NPI number. The outbound 837 X12 claim/encounter record provides the NPI 
on all providers listed on the claim, including the billing, servicing (rendering), and 
ordering, prescribing and referring providers. 


Delta Dental will institute editing of paper claims to require an NPI number and a 
taxonomy code (where applicable). Once the paper claim has been data entered, it 
follows the same encounter reporting process as an electronic claim and will be 
submitted to the DHCFP’s fiscal agent as a “shadow claim”, including the NPI number. 


The NPI number and taxonomy codes are stored in the claims history database from 
which third party insurance rebillings using HIPAA compliant transactions are generated. 
Delta Dental will ensure that the NPI and taxonomy codes submitted are included in 
these rebilling transactions. 


Claim data is stored as part of our permanent claim history record within MetaVance. Key 
data elements such as billing provider NPI, recipient information, claims, rendering 
provider NPI, ordering/referring/prescribing provider NPIs, adjustments, paid amounts, 
services rendered, tooth codes and treatment dates are just some of the data that can be 
accessed and mapped to an 837 encounter record. Our MetaVance system produces 
encounter data in standard formats tailored for state Medicaid programs. The encounter 
data is fully compliant with all CMS and HIPAA requirements. 


3.17.6 INTERNATIONAL CLASSIFICATION OF DISEASES (ICD) AND ELECTRONIC 


DATA INTERCHANGE (EDI) COMPLIANCE 


3.17.6 Contractor must maintain current International Classification of 


Diseases (ICD) and Electronic Data Interchange (EDI) compliance as defined 


by CMS regulation and policy and no funding will be provided for contractor’s 


compliance. 


Delta Dental complies with all current applicable HIPAA and HITECH rules and 
regulations. For example, per the CMS mandate, Delta Dental accepts the International 
Classification of Diseases, 10th Revision (ICD-10) code sets. As noted above in Section 
3.17.4 HIPAA Transaction Requirements, Delta Dental also complies with HIPAA EDI 
standards. 


Our IT department works closely with our Department of Risk, Ethics and Compliance to 
ensure that Delta Dental’s security policies and standards comply with mandates such as 
the HIPAA and the HITECH Act. Compliance efforts include, but are not limited to, the 
following measures that are designed to ensure current and future compliance with 
HIPAA: 


 Implementing comprehensive policies and procedures regarding privacy and security that 
address confidentiality of protected health information (PHI), administrative, technical and 
physical safeguards, and use of PHI ; 


 Using industry-standard software to encrypt and decrypt all e-mail communications 
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containing PHI ; 
 Maintaining security measures that include controlled building access, secure servers, 


website, entity authentication capabilities and data encryption technology; 
 Analyzing all newly enacted legislation and regulations to ensure that applicable 


requirements are implemented in a timely manner and achieve full compliance; 
 Installing secure servers, website and telephone security prompts, entity authentication 


capabilities and data encryption technology; 
 Using standardized transactions and code sets and 
 Tracking non-routine disclosures of PHI through our HIPAA database.  


Delta Dental’s Department of Risk, Ethics and Compliance is responsible for overseeing 
the implementation of all newly enacted legislation and regulations, as well as revisions 
to existing laws and regulations. The Department of Risk, Ethics and Compliance 
performs research and analysis of the laws, identifies the affected Delta Dental business 
processes, develops a business strategy and plans and executes the implementation. In 
addition to privacy and security concerns, this mandate also includes HIPAA’s electronic 
transactions and code sets.  


Delta Dental understands its obligation to maintain current ICD and EDI compliance, and 
that no funding from DCHFP will provided for compliance. 
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3.18 DHCFP RESPONSIBILITIES 


3.18.1 EXTERNAL QUALITY REVIEW 


DHCFP will be responsible for the following: 


 


3.18.1 External Quality Review 


 


DHCFP will contract, to the extent required by federal law, with an External 


Quality Review Organization (EQRO) to conduct independent, external reviews 


of the quality of services, outcomes, timeliness of, and access to the services 


provided by the vendor covered under the RFP.  These reviews will be 


conducted at least annually. 


Delta Dental understands that DHCFP will conduct its own quality audits and research 
efforts during the contract term. We agree to cooperate in all such activities and to 
provide records, files and timely access to DHCFP or agents acting on DHCFP’s behalf. 
We agree to cooperate and participate in any independent, external reviews conducted 
by an External Quality Review Organization (EQRO) on the quality of services, outcomes, 
timeliness of and access to the services provided by Delta Dental under the RFP. At 
DHCFP’s request, we also would be pleased to assist with developing studies, designing 
surveys and implementing other analytical activities to evaluate quality of care and 
services and identify opportunities for quality improvement. 


Delta Dental understands that the annual DHCFP audit will encompass all major aspects 
of the administration of the dental program to determine if Delta Dental is meeting its 
contractual responsibilities. We participate in and fully cooperate with annual state and 
regulatory audits for our other contracts and have an established team to ensure a timely 
and comprehensive response to audit requests. 


3.18.2 DUE PROCESS 


3.18.2 Due Process  


 


3.18.2.1 The DWSS is responsible for all appeals pertaining to eligibility for 


Medicaid and Nevada Check Up. The DHCFP is responsible for the appeals 


process for disenrollment from managed care programs and for providing a 


State Fair Hearing to all recipients who request such a hearing for all actions 


taken on medical assistance program benefits. 
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3.18.2.2 DHCFP will receive all recipient requests for State Fair Hearings, 


arrange for the fair hearings and provide the fair hearings officer.  Upon receipt 


of the fair hearing request, DHCFP will forward a copy to the vendor. 


Delta Dental acknowledges the due process responsibilities of the DHCFP and the 
DWSS. When a fair hearing request has been made as a result of an appeal processed by 
Delta Dental, we will provide access to the appeal records and the basis for our 
determination of the appeal to the DHCFP. 


3.18.3 DHCFP ON-SITE AUDITS 


3.18.3 DHCFP On-Site Audits 


 


The DHCFP may schedule on-site audits at the vendor’s primary place of 


business. The purpose of these audits is to confirm contract compliance and to 


more effectively manage DHCFP contract monitoring and oversight 


responsibilities of the vendor.  These audits will be scheduled in advance and 


will focus on contract sections prior identified by the DHCFP. The vendor will be 


informed of the scheduling, focus of the audit and the expectations regarding 


vendor’s participation no less than thirty (30) days in advance of the on-site 


visit. The vendor will have all prior requested data and information available at 


the time the audit begins. 


Delta Dental will work with the DHCFP when on-site audits are scheduled to ensure that 
contract compliance and responsibilities are being performed. Delta Dental will 
participate with at least a 30-day notice. We will make all requested data and information 
available to DHCFP at the begining of the audit. 


3.18.4 ACTUARIAL SERVICES 


3.18.4 Actuarial Services 


 


The DHCFP will provide or contract to the extent required by federal and state 


law with an actuarial contractor to establish rates using a methodology that is 


certified as actuarially sound and in compliance with state and federal law.  


Rate reviews will be conducted at least annually. 


Delta Dental understands that the DHCFP will conduct rate reviews at least annually, and 
that the DHCFP will provide or contract with an actuarial contractor to do so. 
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3.18.5 ENCOUNTER DATA PROCESSING 


3.18.5 Encounter Data Processing 


 


The DHCFP will contract with an encounter data processing agent to accept, 


edit, process, and review encounter data submitted by contracted vendors.  It 


is DHCFP’s sole responsibility to determine the format in which the vendor must 


submit the encounter data. In addition, the vendor encounter data, when 


requested, must be submitted to the DHCFP’s actuary. 


Delta Dental has extensive experience submitting encounter date for dental services. We 
will use the format that is determined by DHCFP to submit our encounter data 
processing to the contract agent and to the DHCFP’s actuary when requested. 


3.18.6 WEBSITE ACCESS 


3.18.6 Website Access 


 


The DHCFP will maintain an Internet link on its official website at which the 


vendor’s website can be accessed. 


Delta Dental recognizes that web-based information and services provide an efficient, 
convenient and increasingly popular way to access information about dental plans. We 
take pride in the wide range of websites we have created for general access by the public 
and for government-sponsored dental plans and are pleased to provide the link for 
inclusion on DHCFP’s website. Additional details regarding our website can be found in 
Section 3.3.4 of this RFP response. 


3.18.7 OPERATION OVERSIGHT 


3.18.7 Operation Oversight 


 


The DHCFP has procedures for monitoring the vendor’s operations related to 


recipient enrollment and disenrollment; processing grievance and appeals; 


violations subject to intermediate sanctions; violations of the conditions for 


receiving federal financial participation; and all other provisions of the 


contract. 


Delta Dental will comply with the DHCFP procedures for monitoring our recipient 
enrollment and disenrollment; processing grievance and appeals; violations subject to 
intermediate sanctions; violations of the conditions for receiving federal financial 
participation; and all other provisions of this contract. 
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3.19 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES 


Delta Dental commits to complying with all Nevada DBA program cost containment and 
cost avoidance provisions in RFP Subsection 3.19, Cost Containment And/Or Cost 
Avoidance Initiatives. We describe our approach to meeting the RFP requirements in the 
sections that follow. 


The vendor shall develop policies and procedures that ensure cost 


containment and avoidance initiatives that positively impact health outcomes 


and result in cost savings to the State.  Cost containment and avoidance 


initiatives must be provided to the DHCFP for review and approval prior to 


implementation.  


 


The vendor will also demonstrate its ability to operate an effective claims 


processing system that minimizes payment errors and, through the effective use 


of system edits and audits, prevents loss of public funds to fraud, abuse, and/or 


waste. 


Delta Dental has extensive experience in designing, developing and implementing 
innovative programs and techniques that result in cost savings, and proposing new and 
creative ideas to strengthen the Department’s control over the expenditure of program 
dollars.  


Our corporate commitment to directing more dental benefits dollars toward dental care, 
and fewer to administrative costs, is a key part of our mission. Using our refined and 
tested cost containment measures, systems and processes, our enterprise saved its 
customers more than $3.6 billion in 2015. 


Delta Dental will provide any proposed cost containment and avoidance initiatives to the 
DHCFP for review and approval prior to implementation for the Nevada DBA program. 


Delta Dental will ensure high-quality, medically necessary and cost-effective dental 
services while safeguarding patient health and preserving program funds for appropriate 
care. This will be accomplished by accurately adhering to the program’s schedule of 
benefits and fees for each recipient group for claims processing; requiring 
preauthorization in accordance with Nevada Medicaid standards and regulations, and as 
otherwise agreed upon during the start-up period; using in-house dental professionals 
as necessary for claims and preauthorization reviews; performing provider audits and 
maintaining a comprehensive waste, abuse and fraud program, and working in concert 
with the DHCFP’s fraud units. Our automated claims processing system supports all 
functions, processes and procedures required for the Nevada DBA plan. This full-
featured automated system maintains critical information in a controlled and structured 
manner and ensures consistent application of covered benefits, provider fees and benefit 
rules. 
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Cost Avoidance Through Effective Claims Processing 


Delta Dental’s claims processing system, MetaVance, is a fully integrated system that 
allows us to efficiently administer dental programs across multiple business lines. 
MetaVance supports all of the RFP-required functions to receive, adjudicate and pay 
claims and perform related reporting; receive, process and store encounter data and 
perform related reporting; and perform file transfers and reconciliation services.  


Delta Dental applies policies and procedures to ensure that claims processing 
requirements are validated for every claim. This is accomplished through a combination 
of automated system edits/audits and claims examiner review of claims that fail the 
system verification. MetaVance enforces program policy through the application of edits 
and audits that will be configured to reflect the DHCFP DBA plan rules. 


Edits are used to determine if claims comply with applicable program policies. Edits are 
used to examine claim characteristics such as the following: 


 Completeness and validity of data on the claim; 
 Timely submission of the claim by the provider; 
 Consistency between the services shown on the claim and the age of the recipient; 
 Recipient and provider eligibility, including eligibility on the date of service; 
 Prior receipt and status of service authorization, if applicable and 
 Program coverage for the procedure code(s) being billed. 


Audits are automated comparison checks of data on a claim against historical records, 
and other current records, to determine if: 


 The service billed on the claim duplicates one previously adjudicated and 
 The service on the claim exceeds frequency limitations established by the program. 


The edits and audits are performed in a specific order that detects basic, easy-to-identify 
errors before claims are passed on for more complex, labor-intensive types of review 
such as medical necessity. Our auditing process includes our advanced fraud detection 
tool, P & R Dental Strategies Pronto™ application. Pronto is an analytics engine that 
evaluates daily claims volume using profiling of provider practice patterns, denial rates, 
and fraud and abuse gaming patterns to identify claims of concern. These claims are 
routed for staff review and verification to determine if fraud may have occurred and 
provide an opportunity to either completely cost-avoid the claim, or to refer the provider 
and/or claim to the Program Integrity Unit for further review on a post-payment basis.  


Delta Dental employs trained staff which include clinically trained personnel whose 
primary duties are to assist in evaluating medical necessity for dental specialty services. 
These staff members review claims that must be evaluated for medical necessity prior to 
payment, as well as preauthorization requests that require decisions. Our dental 
consultants also possess both the knowledge and the capability to correctly determine 
the need for dental services rendered in a non-dental office setting, taking into account 
the special needs of the patient (i.e., physical, behavioral or cultural), available dental 
resources, urgency of the condition, post-procedure care and other critical factors that 
may influence an authorization decision. 
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Claims that cannot be resolved within the system are suspended for review by claims 
examiners and professional staff. Dental consultants review the diagnostic information 
on the claim and any associated radiographs to determine if services are medically 
necessary and in accordance with program policies and procedures. 


Cost Avoidance through Third Party Liability 


Nevada DBA Program recipients may have resources available to pay for their dental 
services besides Medicaid. Delta Dental understands that DHCFP can conserve scarce 
program funding by maximizing the use of other resources when they are available. As 
the DBA, it will be our responsibility to prevent payment for dental services when we are 
aware that third-party liability (TPL) exists. Our experience implementing cost avoidance 
measures includes, but is not limited to, the following TPL situations: 


 The recipient has private dental insurance coverage; 
 The recipient is a member of a prepaid dental insurance plan; 
 The recipient sustained a dental injury in an accident for which another party was 


responsible, and the other party has casualty liability insurance that may pay the cost of 
the recipient’s dental care; 


 The recipient is involved in a civil suit that may result in a court ruling directing another 
party to pay the cost of the recipient’s dental care; 


 The recipient sustained a dental injury while at work and there may be workers’ 
compensation insurance available to pay the cost of the recipient’s dental service and 


 The beneficiary is deceased and left sufficient resources in an estate to reimburse the 
cost of dental services previously paid by the program. 


When DHCFP notifies us that a program recipient has TPL of any kind, our system has 
the capability to prevent payment for claims on behalf of that recipient. We understand 
that the typical means for relaying this information to the claims processing system is 
through the recipient eligibility file. The claims processing system interfaces with the 
recipient file using pre-payment edits to determine whether or not the recipient has TPL. 


Delta Dental is aware that, under federal law, Medicaid must be the “payer of last resort,” 
meaning that all known payment resources available to a recipient must be exhausted 
before any federal funds are used to pay the cost of services. Delta Dental’s claims 
processing system is highly configurable and flexible. It supports all functions and 
procedures required for the Nevada DBA Program as specified in the RFP and complies 
fully with all applicable HIPAA provisions. 
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3.20 LIQUIDATED DAMAGES AND SANCTIONS 


The vendor must comply with all terms and conditions stipulated in the current 


Contract, the RFP, and all attachments, including the Forms and Reporting 


Guide.  The vendor must file accurate, timely and complete reports to DHFCP. If 


the vendor fails to meet the contract requirements, liquidated damages or 


intermediate sanctions may be assessed. In addition to liquidated damages 


and intermediate sanctions, the vendor will be responsible for any fines or 


sanctions imposed upon the DHCFP by regulatory agencies as a result of the 


vendor’s non-compliance. 


 


DHCFP may refuse to enter into a contract and may suspend or terminate an 


existing contract if the vendor fails to provide required reports, or disclose 


ultimate ownership or control information and related party transactions as 


required by DHCFP policy.  


Delta Dental acknowledges and accepts the liquidated damages and sanctions terms of 
the RFP as defined in Attachment O – Liquidated Damages And Intermediate Sanctions. 
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3.21 COMPANY BACKGROUND/HISTORY 


9.4.2 COMPANY BACKGROUND/HISTORY 


9.4.2 Company Background/History 


 


Company background/history and why vendor is qualified to provide the 


services described in this RFP.  Limit response to no more than five (5) pages. 


Delta Dental’s response is presented on the following pages. 
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Delta Dental is pleased to offer services to the State of Nevada that will enable the 
DHCFP to advance its goals for improving the oral health of recipients of the Nevada 
DBA program. Our technical proposal features the following: 


 A commitment to providing quality dental health care services to low-income Nevadans in 
the most efficient manner; 


 A solution that provides equal access to dental care to recipients at an affordable cost; 
 A strong Nevada presence covering 137,000 lives, with an office in Las Vegas; supported 


by Delta Dental team members nationwide specializing in all aspects of dental benefit 
administration and 


 A contract fulfilled by Delta Dental – the nation’s largest stand-alone dental insurer – that 
has the resources and clinical expertise to successfully collaborate with DHCFP, the 
dentist community and other professional organizations to address recipient needs. 


As the DHCFP’s dental partner, Delta Dental will provide eligible recipients with high-
quality, comprehensive and accessible dental care. We offer an extensive choice of 
network dentists, provider access, an exceptional approach to service, and unparalleled 
Medicaid dental expertise. Our network of credentialed dentists, one of the largest in the 
nation, continues to grow in all regions. A recognized national leader in dental benefits 
administration, Delta Dental unquestionably offers the DHCFP the best value and the 
lowest-risk solution of any potential contractor, making us the best possible choice for 
the Nevada DBA contract. 


Delta Dental’s founding principle and continuing mission is to improve the oral health of 
all individuals. In our more than 40 years of experience serving publicly funded 
programs, Delta Dental has acquired a clear understanding of the unique needs of 
underserved populations and has worked tirelessly with recipients, families and 
providers to promote utilization of covered benefits with an emphasis on preventive care 
education and services. Our extensive presence and experience in the commercial dental 
marketplace complement our unique government marketplace expertise and afford us 
the opportunity to access dentists who might not otherwise be amenable to network 
participation. Within this section, we explain the background and history of our company 
and why we are qualified to provide the services described in the RFP. We commit 
wholeheartedly to meeting or exceeding both the RFP requirements and the DHCFP’s 
expectations for the contract. 


For thousands of businesses and government programs across the country, Delta Dental 
and dental coverage are synonymous. We are one of the nation’s largest dental health 
carriers. Our wide array of indemnity, PPO and DHMO plans cover 34.5 million people in 
commercial and government programs. Since our founding in 1955, Delta Dental has 
been a recognized industry leader, offering innovative programs designed to control 
costs and ensure high-quality dental care. Delta Dental administers dental benefits 
programs nationwide. Our enterprise forms one of the nation’s largest integrated dental 
benefits systems under unified management. 


Delta Dental Insurance Company is the corporate entity that will contract with the DHCFP 
to provide dental coverage to Nevada DBA program recipients. Incorporated in 1970, 
Delta Dental Insurance Company is a Delaware stock corporation that administers dental 
benefit plans in Alabama, Florida, Georgia, Louisiana, Montana, Nevada, Texas and Utah. 
We are headquartered in Alpharetta, Georgia, and we underwrite and administer 
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traditional fee-for-service and dental health maintenance organization (DHMO) dental 
products to businesses and employees nationwide, offering an innovative mix of plan 
options and benefit levels that enables us simultaneously to contain costs and deliver 
high-quality dental coverage. 


Delta Dental Insurance Company underwrites and administers dental service plan 
products for government and commercial customers across the nation. It is licensed in 
32 states (including Nevada), plus the District of Columbia, Puerto Rico and the Virgin 
Islands. It is a member of an insurance holding company system under the ultimate 
control of Delta Dental of California, a nonprofit service corporation directed by a 15-
member board of directors, which provides unified management services under the 
leadership and direction of Mr. Anthony Barth, President and Chief Executive Officer. 
Delta Dental Insurance Company, Delta Dental of California and all affiliates of the 
holding company system (referred to throughout this proposal jointly as Delta Dental) 
share enterprise-wide practices, resources and personnel. Delta Dental Insurance 
Company is licensed under the Nevada Insurance Code to provide dental services for 
this RFP. All information submitted in this proposal applies to Delta Dental Insurance 
Company and Delta Dental of California collectively. 


Joseph Ruiz, Group Vice President of Government Programs (GP), Delta Dental 
Insurance Company, will provide the executive leadership to the well-qualified team of 
experienced start-up and operations staff assembled for this contract. His team will be 
backed by a corporate-level commitment of clinical, administrative and financial 
resources and a single point of accountability for the Nevada DBA contract. As our 
senior executive for this contract, Mr. Ruiz has access to the highest levels of corporate 
involvement, decision-making and support. He brings outstanding communication and 
leadership skills, as well as a committed and experienced management team, to our 
Nevada DBA organization. 


Mr. Ruiz directs the administration of dental benefits for the following government 
programs: 


 California Medicaid Dental (Denti-Cal) Program (since 1974); 
 Utah Medicaid Dental Services Program (since 2013); 
 San Mateo Healthy Kids (since 2007); 
 Partnership Health Plan of California (since 2005); 
 San Francisco Healthy Kids (since 2002); 
 San Diego Neighborhood House Association (since 2001); 
 Tricare Retiree Dental Program (TRDP) (since 1997); 
 Federal Employee Dental Program (since 2014); 
 Veteran's Administration Dental Insurance Program (VADIP) (since 2014); 
 Public Health Services' Active Duty Dental Plan (since 2013) and 
 Office of the Comptroller of the Currency (OCC) Dental Plan (since 2015). 


Mr. Ruiz will utilize all necessary resources from throughout our enterprise in order to 
meet and exceed contract requirements. We have multiple service locations, and can 
shift workload (particularly in the areas of enrollment and billing, underwriting, case 
management, quality management, administration of enrollee grievances and provider 
disputes and financial reporting) to alternate locations based on increased volumes, 
unanticipated or catastrophic events or during peak enrollment periods. Provider 
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network development and management for the Nevada DBA program will be performed in 
Nevada. 


Delta Dental performed successfully under this structure for six years while providing 
and administering dental benefits for the Texas Children’s Health Insurance Program 
(CHIP) Dental Services Program. We previously served as a dental plan for the Florida 
Healthy Kids program, using this same structure to successfully deliver services to 
enrolled children. This structure also has enabled us to deliver outstanding services to a 
variety of major commercial customers, such as AARP. Since 1974, Delta Dental of 
California has served as the fiscal intermediary and administrator for the State of 
California’s Medi-Cal dental program (commonly known as Denti-Cal). From 1998 through 
2013, Delta Dental of California also provided dental coverage for California’s CHIP, 
known as the Healthy Families program. Delta Dental possesses the requisite 
background, experience and expertise to provide the DHCFP with the best possible 
business solution for the Nevada DBA program. 


Delta Dental is a financially strong, stable and reliable dental partner. We bring to the 
DHCFP the breadth of our dental benefits industry expertise, our many years of Medicaid 
and CHIP experience and six decades of dental program and dental insurance operations 
experience nationwide. We offer the DHCFP the following advantages: 


 We provide a stable, comprehensive network of qualified dentists with broad geographic 
access, specialty services and reserve capacity. 


 We actively manage each of our dental networks – including the network proposed for the 
Nevada DBA program – to create, monitor and maintain an environment in which 
recipients can conveniently access quality dental services. 


 We have established long-term relationships and communications with the Nevada dental 
provider community through our commercial and employer dental plans. DHCFP can rely 
on us to inform participating providers of changes as they occur and to obtain their buy-
in. 


 We know how to professionally assess and take on risk in a win-win partnership with our 
customers and can responsibly perform all contract-required activities. 


 We are a trusted business partner that consistently demonstrates our ability to meet 
required contract service levels. We possess the expertise necessary to implement 
contract requirements and manage our own performance using best-in-class tools. 


Over Delta Dental’s long history, we have evolved into a company decidedly dissimilar 
from most for-profit dental insurers. The cumulative years of experience of our 
management, professional and paraprofessional staff, combined with our institutional 
expertise and understanding of Medicaid and CHIP dental programs, have been major 
contributors to the stability and respect enjoyed by the programs we administer. 


We owe our continued success to our seasoned management team and production staff 
– individuals who, over the years, have come to thoroughly understand each and every 
aspect of the Medicaid and CHIP programs. Delta Dental possesses a blend of expertise, 
understanding and proven history that makes us the best possible choice going forward, 
in partnership with the DHCFP, to meet program goals and objectives – and to institute a 
collaborative, successful relationship that offers the best value and the lowest risk. We 
commit unconditionally to meeting both the RFP requirements and the DHCFP’s 
expectations. 
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Delta Dental of California, our ultimate parent and our partner in administering the 
Nevada DBA contract, has unparalleled experience managing large-scale dental 
contracts. The company administers indemnity, preferred provider and DHMO plans for 
34.5 million people in commercial and government programs across the nation. 
Customers include more than 10,000 public sector and commercial groups, including 
labor unions, aerospace and defense contractors, hospital systems, educational and 
financial institutions and high-technology companies. As testimony to the strength and 
stability of the organization, 97.9% of Delta Dental of California’s customers (employer 
groups and other commercial organizations) renewed their contracts in 2015. Delta 
Dental of California also has decades of experience in delivering services to enrollees of 
government dental health programs. The company serves more than 13.1 million 
California Medicaid beneficiaries through the Denti-Cal program, thereby offering the 
DHCFP 41 years of experience in administering one of the largest Medicaid dental 
programs in the nation. Our organizational structure offers the DHCFP two key 
advantages: 


 We have taken the best practices of all of our affiliated companies and integrated them 
into our enterprise to raise the bar on our already high standards for quality dental care, 
cost management and professional service. 


 Our combined resources have enabled us to implement new processes separately or 
simultaneously in different geographic locations, improving services while reducing cost. 


Delta Dental sets the standard for access to high-quality dental care. For more than a 
decade, we have made a significant investment in Quality Management (QM), reflecting 
our company’s ongoing commitment to successfully delivering superior, cost-effective 
services. Today Delta Dental’s QM processes conform to world-class specifications for 
services and systems. As an example of the results of our individual and collective 
commitment to continuous improvement, our California Medicaid Dental Program (Denti-
Cal) was initially certified to ISO 9001:2000 standards in March 2007. We were recertified 
to ISO 9001:2008 standards in March 2010 and again in March 2013, and we have been 
recognized for our work in this area with the California Awards for Performance 
Excellence (CAPE) with the California Prospector Award. We plan to be certified to the 
ISO 9001:2015 standard by 2018. 


Delta Dental focuses on continuous performance improvement in all of our business 
processes in order to provide superior customer service and we consider retention of 
our customers to be the best measure of our success. Our 97.9 percent enrollee 
retention rate and our 94 percent enrollee satisfaction rate are clear endorsements of our 
high quality service levels, our expertise and our many years of experience. 


Delta Dental has earned a solid reputation as a full-service dental health care 
administrator, underwriter and claims processor by consistently delivering excellent, 
cost-effective services while maintaining a strong financial position. Our enterprise 
added more than two million new enrollees in 2015. Our general reserves – more than 
$906 million – are more than adequate to meet our obligations and regulatory guidelines. 
We also have one of the industry’s highest ratios of net worth to incurred risk dental 
claims and a longstanding reputation for the integrity of our financial management. In 
July 2016, A.M. Best Company affirmed a the financial strength rating of A (Excellent) 
with a “stable” outlook for both Delta Dental Insurance Company and Delta Dental of 
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California, our parent organization. The figures reported in Delta Dental Insurance 
Company’s financial statements and those of our parent company, Delta Dental of 
California, confirm our strong financial position and validate our financial solvency. The 
following are highlights from Delta Dental’s most recent audited, consolidated financial 
statements for the period ending December 31, 2015: 


 Administrative expenses were 11% of our total revenues. 
 Cash and cash equivalents and marketaable securities totaled more than $1.6 billion, 71% 


of total assets. 
 The ratio of total liabilities to total assets was 1:1.70. 
 Our 2015 financial results exceeded 2014, with a 13% increase in general reserves. 


In 2015, our enterprise processed nearly 44.7 million claims for our combined programs 
with an accuracy rate of 99.5 percent, saving a record $4.4 billion for our customers, 
almost 25 percent of the dollar amount submitted for payment. We provide this 
information to assure the DHCFP that selecting Delta Dental means choosing a 
financially sound and well-managed company. 


Delta Dental has a diverse list of clients, both small and large, with whom we partner to 
provide dental services. Our clients include large private enterprise employee benefit 
programs, state and federal government programs serving children and adults. For 
example: 


 Under our State of California Department of Personnel Administration account, Delta 
Dental provides dental benefits to more than 537,000 State employees, retirees and 
eligible family members. 


 Delta Dental’s commercial client list, which includes more than 10,000 groups covering 
16.4 million PPO and Premier enrollees and more than 2.1 million DHMO enrollees 
nationwide, continues to grow. We and our subsidiaries offer a spectrum of arrangements 
to meet the varied needs of our clients, from administrative services-only products to 
fully insured dental plans, including traditional indemnity fee-for-service and managed 
care dental plans. 


 The U.S. Department of Defense contracts with Delta Dental’s Federal Government 
Programs to administer the TRICARE Retiree Dental Program (TRDP) with 1.5 million 
covered lives nationwide. 


Our corporate charter includes expanding dental care availability to previously uninsured 
populations, a goal we strive to achieve through the programs we offer. Our commitment 
to improved oral health is expressed not only through the programs we administer but 
also through our philanthropic entities, the Delta Dental Community Care Foundation and 
our Health, Education and Research Fund. In 2015, Delta Dental contributed more than $4 
million in cash and services across the nation through these entities, providing support 
to community health programs, dental scholarships and dental-related research, and 
assisting dental schools with worthy projects. The Delta Dental Community Care 
Foundation awarded $80,000 to eight Nevada dental clinics in 2016, grants designed to 
help improve the oral health of underserved children and adults, particularly in rural 
locations where access to dental care may be limited. 
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Appendix A, Sample Member Handbook 


Included in every member welcome packet is a member handbook. Delta Dental’s 
member handbook describes the dental benefits available to recipients in each of the 
target populations and how to access care. 


We prepare a member handbook specific to each program we operate. The attached 
sample member handbook is from our Utah Medicaid contract, and is similar to the one 
Delta Dental is proposing for the Nevada DBA program. The sample member handbook is 
presented to give the DHCFP a preview of the handbook’s content. We recognize that the 
handbook requires the DHCFP approval and that content, design and formatting may 
change.  
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INTRODUCTION


Welcome to Delta Dental Utah Medicaid!
Delta Dental’s goal is to give you quality dental care. We are here 
to help you keep your teeth healthy. We provide dental coverage to 
pregnant women and children on Medicaid.


You can get the most from your dental plan by:


Seeing only Network providers.
Visiting your provider regularly for checkups.
Following your provider’s advice about brushing and flossing.
Getting treatment before you have a toothache.


Please pick a dentist from the provider directory that you received 
with this handbook. Your dentist will provide you with any covered 
services you need.


Using the Member Handbook
This handbook is called the Utah Medicaid Dental Services 
Member Handbook. It gives you facts about:


Your benefits.
How to use your benefits.
Your rights and responsibilities as a plan member.


This handbook uses some terms you should understand:


You, Your, My, I, Member � Refers to pregnant women 
      and children enrolled in the Utah Medicaid Dental Services 
     program.


We, Us, Our � Refers to Delta Dental.
Primary Dental Provider (PDP), Provider, Contracting 


     Dentist � Refers to the dentist you pick to provide Utah 
      Medicaid Dental Services to you.
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Me or My Child � Refers to the person enrolled or the 
      parent or legal guardian of the child or children enrolled in the    
      Utah Medicaid Dental Services program.


This handbook will help you understand how the program 
works. Please read it before you call your dentist. Please keep 
it for future use.


If you think it will help you, we can give you the handbook in:


Audio format.
Larger print.
Braille.
Other languages.


To get this handbook in a different format or language, call us at 1-
866-467-4219 (toll-free). Also, please call us at that number if you 
have any questions about the program. We are ready to help you.







Utah Medicaid Dental Services Member Handbook 


deltadentalins.com/ut-medicaid       Page 3 Toll-Free: 1-866-467-4219 


PHONE NUMBERS


To learn more about your Delta Dental Utah Medicaid dental plan, 
please call us.


Toll-free telephone number: 1-866-467-4219


Toll-free number for the 
hearing impaired:


7-1-1 (Relay Utah)


Regular business days/hours 
(excluding state-approved holidays):


Monday to Friday
8 a.m. to 7 p.m. 
Mountain Time


After-hours automated system: Monday to Sunday
24 hours a day


Delta Dental Utah Medicaid 
Dental Services


http://deltadentalins.com
/ut-medicaid


To learn more about the Utah Medicaid program please contact the 
Utah Department of Health.


HPR (Health Program 
Representative) or Local Health 
Department HPR


1-866-608-9422


Constituent Services Department of 
Health


1-877-291-5583


Constituent Services Workforce 
Services (Eligibility)


1-800-331-4341


DWS (Department of Workforce 
Services) Eligibility


1-866-435-7414


Medicaid Client Education http://health.utah.gov/umb 
(Click on Benefits/Medicaid)
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Medicaid Information Line 1-800-662-9651


Medicaid Web Site http://health.utah.gov/umb


When you call us during regular hours, we will help you:


Pick a provider.
Change to another provider.
Make a dental appointment.
Get information on dental health, health fairs, and health 


      education classes.
Get information on all your dental plan services.
Get translation services.
Get interpretive services.
File a Grievance or Appeal.


You can get information in English and Spanish. If you need to 
speak with us in a language other than English or Spanish, let us 
know. We have interpreters ready to help you.


If you call after regular hours or during the weekend, you will get an 
answering service or a recording.


If you have an emergency, you can get help from your Primary 
      Dental Provider, or another dental provider who takes     
      emergency calls. You can also go to the nearest emergency      
      room or call 911.


If you don’t have an emergency, your PDP or a member of the 
     dentist’s staff will call you back within 4 hours after the office 
     opens again.


You do not need approval to receive emergency services.
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MEMBER SERVICES


Our Member Services department is here to help you with any 
questions or problems. They are here to answer your calls from 6 
a.m. to 7 p.m. Monday through Friday. If you have any questions 
about your Medicaid Dental Plan please call Member Services toll-
free at:


1-866-467-4219


We mail each new member a member ID card. This card has 
important information about your dental benefits. Only you can use 
your member ID card for dental services.


If someone else uses your member ID card to get services, we will 
charge that person for the services. Delta Dental may not be able 
to keep you in the plan if you allow someone to use your card. 
Letting someone else use your member ID card is considered 
Fraud and will be punished in accordance with Utah State Law 
Title 26, Chapter 20 Section 13.


Your state issued Medicaid ID card is the primary source of 
eligibility and coverage. Your Delta Dental ID card shows that you 
are a member of Delta Dental.


How to read your card
The following describes how to read your member ID card:


Member Name � The member’s name.
Member Number � The member’s Utah Medicaid ID number.
Group Number �This shows that you are enrolled in the 


      Delta Dental Utah Medicaid Dental Services program.


How to use your card
To use your card:


Have your card handy when you call us.
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Our number is 1-866-467-4219 (toll-free).
Take your card with you when you go to the dentist.


How to replace your card if it gets lost
Please call us at 1-866-467-4219 (toll-free):


If you have not received your member ID card.
If you have lost your member ID card.


What to do in an emergency
If you need emergency dental services after your Primary Dental 
Provider’s office has closed, do one of the following:


Go to the nearest emergency room; or
Call 911.


Sample Delta Dental Member ID Card 
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DENTAL PROVIDERS


Medicaid pays your provider for covered services. Use a dentist or 
clinic that is listed in the provider directory or you may have to pay 
the bill. If your dental plan reimburses your provider less than the 
amount charged for covered services, your provider cannot ask you 
to pay the rest of the bill.


You need to know about your dental plan and find out how it works. 
Your dental plan may contact you to ask about your dental needs. 
Medicaid Dental plans have to obey all federal and state laws. You 
have the right to receive information about your dental plan each 
year.


Additional information is available upon request including:


Our policy for selection of Participating Providers (staff and 
      subcontractors) and what is required of them


What do I need to bring when I go to the dentist?
Bring your State issued Medicaid ID card and Delta Dental member 
ID card. If you have other dental coverage, bring that information to 
show your provider.


What is a Primary Dental Provider?
A Primary Dental Provider (PDP) can be a general dentist or a 
dentist who only treats children. This is the dentist who gives you or 
your child services that prevent teeth problems. This dentist also 
can fix most teeth problems. Your PDP also can send you to a 
specialist for teeth problems that are harder to fix, if that kind of 
treatment is needed.


How do I find a Primary Dental Provider?
From your directory of Utah Medicaid Dental Services 


      contracting providers; or
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Online at www.deltadentalins.com/ut-medicaid


Look through the directory and find the name of a provider in 
your area. You can pick any contracting general dentist, or a 
dentist who only treats children, listed in the directory. The directory 
also tells you things about each office, such as:


The names of the dentists who work there.
Their office hours.
The languages spoken in the office.


If you need help finding a PDP, please call us at 1-866-467-4219
(toll-free).


How do I schedule an appointment with my 
Primary Dental Provider?
After you pick a provider:


Call the dental office to make an appointment.
Tell the office you are covered by Delta Dental Utah Medicaid 


      Dental Services.
Ask the office to confirm that he or she is a Delta Dental 


      contracting provider for the Delta Dental Utah Medicaid Dental 
      Services program.


What if I need to cancel a dental visit?
If you cannot keep the appointment, be sure to call the dental office 
to cancel the appointment. If not, you may be responsible to pay.


Can a clinic be my Primary Dental Provider?
Yes. A Federally Qualified Health Center can be your PDP.
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How many times can I change my Primary Dental 
Provider?
You can change your PDP as many times as you like. Call us 
before the 15th of any month to ask for the change. We will then 
notify your new PDP.


How can I change the Primary Dental Provider?
You can change your PDP by calling us at 1-866-467-4219
(toll-free). Or you can write to us at:


Utah Medicaid Dental Services
Delta Dental Insurance Company
P.O. Box is 1803
Alpharetta, GA 30023


If I change my Primary Dental Provider, when can 
I start getting services from that provider?
Call or write to us. The change will be immediate. You can get 
services from your new provider right away.


Is there any reason I might be denied if I ask to 
change my Primary Dental Provider?
We might turn down your request for one of the reasons listed 
below:


The PDP you want to change to is not accepting new patients.
The PDP you want to change to does not provide the types of 


      dental services you or your child needs.


Can I choose to go to a dentist who is not my Primary 
Dental Provider?
No, you must see your PDP, except for emergency care. Please 
call us at 1-866-467-4219, and we will help you find another 
provider. In cases of emergency, if there is no contracting provider 
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within a reasonable distance of your home you may visit an out of 
network dentist.


What if I choose to go to a dentist that is 
out-of-network?
You will have to pay for any out-of-network services not authorized 
by Delta Dental, except for emergency care.


What if I choose to go to a dentist that does not 
accept Medicaid?
You will have to pay for any dental services that are done by 
dentists that do not accept Medicaid, except for emergency care.


How do I get dental care after the Primary Dental 
Provider�s office is closed?
If you or your child needs dental care after the office is closed and 
it is not an emergency, you can call the PDP and leave a message 
with the answering service. The provider’s staff will call you back 
when the office reopens.


If you or your child needs emergency dental work after the office 
has closed:


Visit the nearest emergency room; or
Call 911


What happens if my Primary Dental Provider leaves 
the dental plan?
If your PDP leaves the network, we will let you know. We will also 
send you a directory so you can choose a new provider. If you 
have any questions, please call us at 1-866-467-4219.
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CHANGING DENTAL PLANS


Can I change to a different dental plan? 
Whom do I call?
You can change your dental plan:


Each year during open enrollment.
After you choose a dental plan you have 90 days to decide if 


      you want to make a change.
If your dental plan is not working for you, contact your Health 


      Program Representative.
Changing your dental plan may change the dentist you can 


      use.


Please call a Health Program Representative at 1-866-608-9422 to 
change your dental plan. This is a free call.


Can Delta Dental drop me from their dental plan?
A dental plan can ask that a member be removed from their plan 
for the following reasons:


The member misuses their Medicaid or Delta Dental ID card or 
      loans it to another person,


The member is disruptive, unruly, or uncooperative at the 
      dentist’s office, or


The member refuses to follow the dental plan’s rules and 
      restrictions.
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BENEFITS


What are my dental benefits with Medicaid?
Please see the Coverage section of this handbook starting on page 
34. It gives you information on your dental benefits.


This dental plan:


Covers dental treatment using the most cost-effective option.
Is consistent with good professional practice.
Is limited to the benefit level for the least costly, most 


      appropriate choice.


You may be responsible for charges in excess of the covered
dental benefit.


How do I get these services?
You will need to make an appointment with a Primary Dental 
Provider to get services for you or your child.


What services are not covered?
Services that are not covered are found in the Excluded Services 
list of this handbook.


How much do I have to pay for dental care?
For covered dental services, you pay nothing. You must pay for 
services not covered by Medicaid. (Please see the answer to the 
next question for the services that are not covered.)


When do I have to pay for services?
You can be asked to pay for services when:


You agreed in writing with your Provider to get a service that is 
       not a Medicaid benefit;


You agreed in writing with your Provider to pay for the services 
      and have gotten services not allowed by Delta Dental;
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You have had an Appeal or State Fair Hearing decision that 
      was adverse and received disputed services during the Appeal 
      or State Fair Hearing process at your request;


You have become ineligible for Medicaid for any portion of the 
      time period during which services were provided; and


Services that you or your child receives before dental 
      coverage starts.


Any written agreements with your provider must state the service 
and the amount to be paid by you. The agreement must be in 
writing prior to treatment.


How much do I have to pay for services not covered 
by Medicaid?
You must pay for:


Non-covered or optional dental services that you choose to 
      have done.


Services that you receive more often than is allowed by the 
      plan.


Services provided by a non-contracting dentist, except for 
      emergency care.


Services that exceed the limits specified in the Coverage 
      section of this handbook.


How do I get drugs the dentist has ordered 
(prescriptions)?
Prescriptions are covered by your Medicaid health plan. You may 
contact your health plan or Medicaid at 1-800-662-9651 if you have 
questions.


Whom do I call if I have problems getting drugs the 
dentist ordered (prescriptions)?
Please call UDOH at 1-800-662-9651 (toll-free).







Utah Medicaid Dental Services Member Handbook 


deltadentalins.com/ut-medicaid      Page 14 Toll-Free: 1-866-467-4219 


Restriction Program
If you are enrolled in the Restriction Program, and your PDP writes 
you a prescription, you must talk to the Restriction Program staff 
about which pharmacy to use. You can contact them by calling 
(801) 538-9045 or toll-free 1-800-662-9651 (press #900).
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DENTAL CARE AND OTHER SERVICES


What is routine dental care?
Routine dental care includes:


Diagnostic and preventive visits.
Services such as fillings, crowns, root canals, and extractions.


How soon can I expect to be seen?
You can expect an appointment to be scheduled within:


21 days for routine services.
24 hours for urgent care services.


What are emergency dental services?
Emergency medical condition is an illness or injury that must be 
cared for right away and might cause the following:


Place you in danger of being hurt very seriously.
Prevent your body or organs from working.


The following covered services are considered emergency
services:


Offered by a provider that is qualified to offer these services.
Needed to evaluate or stabilize an emergency medical 


      condition.


Does Medicaid cover emergency dental services or 
post-stabilization services?
Medicaid covers dental services you get in a hospital. This includes 
services the doctor provides and other services you or your child 
might need, like anesthesia.
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If you are enrolled in a Medicaid health plan, the health plan will 
pay for these services. If you are not enrolled in a health plan, the 
Utah Department of Health will pay for these services.


How do I get emergency dental care or 
post-stabilization care services and whom do I call?
Prior Authorization is not required for Emergency Services through 
the Medicaid program. You have the right to use any provider, 
hospital or other setting for emergency care. Call 911 if you think 
your life is in danger. You can call your Primary Dental Provider to 
find out how you can get emergency dental services. If the office is 
closed, do one of the following:


Go to the nearest dentist or Emergency Room; or
Call 911.


How soon can I expect to be seen?
If you have an emergent need, you should get care right away.


Urgent needs should get care within 24 hours. If you are not sure a 
problem is urgent, call your Primary Dental Provider or Delta Dental 
at 1-866-467-4219. You should get urgent dental services no later 
than 24 hours after you call.


If you need routine dental care when traveling, call us toll-free at 
1-866-467-4219 and we will help you find a dentist.


If you need emergency dental services while traveling, go to a 
nearby hospital or call 911.


What if I need dental services when I am out of 
the country?
Dental services performed out of the country are not covered by 
Medicaid.
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What if I need to see a special dentist (specialist)?
Please call your PDP or call us toll-free at 1-866-467-4219.


How soon can I expect to be seen by a specialist?
If the specialist is providing urgent care, you will be seen no 


      later than 24 hours from the time you contact them.
If the specialist is providing therapy or you need to see the 


      specialist to get a diagnosis, you will be seen no later than     
      14 days from the time you ask for services.


If the specialist is providing services to prevent teeth 
      problems, you will be seen no later than 21 days from the 
      time you ask for services.


What dental services do not need a referral?
Any service not provided by your PDP requires a referral. Please 
call us at 1-866-467-4219.


What if I get a bill from the dentist? Whom do I call?
Call us toll-free at 1-866-467-4219 if you get a bill from your dentist.


What information will Delta Dental need?
When you call, have your Delta Dental Medicaid member ID card 
and the bill that you received from the dentist.


What do I have to do if I move?
If you move, contact the Utah Department of Workforce Services at 
1-866-435-7414 to update your address.







Utah Medicaid Dental Services Member Handbook 


deltadentalins.com/ut-medicaid      Page 18 Toll-Free: 1-866-467-4219 


INTERPRETIVE SERVICES


Can someone interpret for me when I talk with 
the dentist?
Yes. We can help you:


Make a dental appointment.
Find a dentist who speaks your language.
Find a dental office that has an interpreter available.
Arrange for an interpreter to go to the dentist with you.
Arrange for an interpreter to talk to you about dental 


      information.


We do not charge you for these services.


You do not have to use family members or friends as interpreters.


Whom do I call for an interpreter?
Call us toll-free at 1-866-467-4219.


How far ahead of time do I need to call?
In most cases, we need at least 48 hours notice. However, you 
should call us as soon as you have made an appointment with the 
dentist.


How can I get a face-to-face interpreter in the dentist�s 
office?
Call us if you want to have an interpreter with you in the dental 
office during an appointment. We will:


Ask you for the language that you speak.
Ask you for the dentist’s information.
Schedule an interpreter for your appointment (the interpreter 


      will meet you at the dental office).
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Call you back to confirm that an interpreter has been 
      scheduled.
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TRANSPORTATION SERVICES


How do I get transportation services?
Call the Department of Workforce Services at 1-866-435-7414 to 
find out if you are eligible for transportation and what form of 
transportation would be best to meet your needs.
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MEMBER RIGHTS AND RESPONSIBILITIES


What are my rights and responsibilities?


Member Rights:
1) You have the right to get correct, easy to understand 


information. This is to help you make good choices about your 
dentists and other providers.


2) You have the right to know how your dentists are paid. You 
have a right to know about what those payments are and how 
they work.


3) You have the right to know:
How Delta Dental decides about whether a service is covered 


      and/or medically necessary
Who in Delta Dental’s office decides those things.


4) You have the right to know the names of the PDP and other 
providers enrolled with Delta Dental.


5) You have the right to pick from a list of providers that is large 
enough so that you can get the right kind of care when you 
need it.


6) You have the right to take part in all the choices about your 
dental care.


7) You have the right to speak for yourself or your child in all 
treatment choices.


8) You have the right to get a second opinion from another 
provider about what kind of treatment you or your child needs.


9) You have the right to be treated fairly by Delta Dental dentists 
and other providers.


10) You have the right to:
Talk to your dentists and other providers in private
To have your dental records kept private
To look over and copy your dental records
To ask for changes to those records.


11) You have a right to know that providers who care for you can 
advise you about:
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Health status
Dental care
Treatment


Providers include:


Dentists
Hospitals
Other providers


Your dental plan cannot prevent them from giving you this 
information, even if the care or treatment is not a covered service.


12) You have a right to know that you are not responsible for 
paying for covered services. Dentists cannot require you to pay 
any other amounts for covered services.


13) You have the right to get medical care no matter what your 
race, color, nationality, disability, sex, religion or age.


Contact the nondiscrimination coordinator at: 1-866-467-4219 for:


Any questions related to our policy of non-discrimination,
Or to file a Grievance for violations of this policy.


Member Responsibilities:
You and Delta Dental both care to see your dental health improve. 
You can help by being responsible for:


1) You must try to follow healthy habits.
2) Be involved in the dentist's decisions. This may be about you or 


your child's treatments.
3) You must work together with providers to pick treatments that 


you have all agreed upon.
4) If you have a disagreement with Delta Dental, you must try first 


to resolve it using Delta Dental’s Grievance process.
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5) You must learn about what Delta Dental Medicaid does and 
does not cover. You must read your Member Handbook to 
understand how the rules work.


6) If you make an appointment, you must try to get to the dentist's 
office on time. If you cannot keep the appointment, be sure to 
call and cancel it.


7) You must report waste abuse and fraud. This may be about 
Delta Dental, or other dental or medical plans.


If you think you have been treated unfairly or discriminated against, 
call the U.S. Department of Health and Human Services (HHS) toll-
free at 1-800-368-1019.


You also can view information at HHS Office of Civil Rights online 
at: www.hhs.gov/ocr.
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GRIEVANCE PROCESS


What is a Grievance?
A Grievance is a complaint about:


The quality of care you received
A Delta Dental provider being rude to you
Your rights were not respected by a Delta Dental staff member
Not being treated fairly, or feeling you were denied your 


      member rights or discriminated against
A Delta Dental provider won’t see you in a reasonable amount 


     of time


How do I file a Grievance?
You, someone acting on your behalf with your approval, or your 
Dental provider may file a Grievance by:


Calling Member Services at 1-866-467-4219 and asking to file 
      a Grievance; or


Sending a Grievance form or letter to:


Delta Dental Insurance Company
Quality Management Department
P.O. Box 1860
Alpharetta, GA 30023


If you need help filing a Grievance, call Member Services at 1-866-
616-1475. We have translators and help for those with hearing 
problems.


How long does it take to get a Grievance decision?
If we can, we will solve your problem over the phone before it 
becomes a Grievance. If we get a Grievance, we will make a 
decision as soon as we can. Most of the time, we can make a 
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decision within 45 days. After a decision is made, we will send you 
a letter about it.


Sometimes we cannot make a decision within 45 days. If this 
happens, we will send you a letter. The letter lets you know why we 
need more time. The letter asks for 14 more days to solve the 
Grievance.


What is a Quick Grievance?
If waiting up to 45 days would really harm your health, life or ability 
to function, you can ask for a Quick Grievance. This kind of 
Grievance will be done in 72 hours (three days) or sooner, if we 
can. If we cannot do a Quick Grievance, we will send you a letter. 
The letter will explain why. It will also tell you when a Grievance 
decision will be made.
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OTHER ACTIONS


What is an Action?
An Action is when Delta Dental:


Denies care or approves less care than you wanted
Denies a covered dental service you had
Decreases the amount of care or ends care, which we had 


      approved and you still want
Denies payment for care that you may be responsible to pay 


      for
Denies a request by your Primary Dental Provider to refer you 


      to a dental specialist
Does not take care of an Appeal or Grievance as soon as 
needed


If we take an Action, we will send you a Notice of Action. The 
Notice will tell you about the Action we are taking and how you can 
appeal the action. If you have a question about an Action, call 
Member Services at 1-866-467-4219.


Most problems can be solved by Member Services. If you are 
unhappy with how things go with Member Services, you can file an 
Appeal about the Action. If your problem is about something other 
than an Action, you can file a Grievance.
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APPEAL PROCESS


What is an Appeal?
An Appeal is when you ask us to review an Action we have taken 
to see if we made the right decision.


How long does an Appeal take?
We usually make a decision within 30 days after we get an Appeal.
If we need more time and you agree, we may take 14 more days. If 
we need more time, we will write you a letter.


What is a Quick Appeal?
If waiting 30 days would really harm your health life or ability to 
function, you can ask for a Quick Appeal. If we cannot do a Quick 
Appeal, we will send you a letter. The letter will explain why. It will 
also tell you when an Appeal decision will be made.


How do I file for an Appeal?
To be accepted, an Appeal must be received within 30 calendar 
days from date of our Notice of Action. If you want to continue 
receiving services that we planned to decrease or end, it must be 
received within 10 calendar days from the date of our Notice of 
Action.


You, someone acting on your behalf, or your Dental provider can 
file an Appeal by:


Calling Member Services at 1-866-467-4219 and ask to file an    
      Appeal; or


Sending an Appeal form or letter to:


Delta Dental Insurance Company
Quality Management Department
P.O. Box 1860
Alpharetta, GA 30023
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If you need help filing an Appeal, call Member Services at 1-866-
467-4219. We have translators and help for those with hearing 
problems.


Can someone acting on my behalf help with 
my Appeal?
You can file an Appeal yourself or you can have someone help 
you. A family member, friend, clergy, or even your Medicaid Dental 
Provider can agree to help you file an appeal. If you want someone 
to be your agent, you will also have to call Member Services at 1-
866-467-4219 and tell us.


The Appeals Process
You will have the chance to send us any information you want. We 
will look at it. You will also be able to see your file and any papers 
we looked at during the Appeal process.


People who were not part of the first decision will decide. If the 
decision was based on healthcare findings, the person(s) looking at 
the Appeal will be a healthcare expert.


In some cases, you can ask for and get care during an Appeal or 
State Fair Hearing.


What if I don�t agree with a Decision?
If we rule against you or can’t make a decision as soon as needed, 
you can ask for a State Fair Hearing. Information about how to ask 
for a State Fair Hearing is on page 31.
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QUICK APPEAL


What is a Quick Appeal?
If waiting 30 days would really harm your health, life or ability to 
function, you can ask for a Quick Appeal. After we get a Quick 
Appeal, we make a decision within 72 hours (three days) or sooner. 
If we cannot do a Quick Appeal, we will send you a letter. The letter 
will explain why. It will also tell you when an Appeal decision will be 
made.


How do I ask for a Quick Appeal?
Call us at 1-866-467-4219 (toll-free) or write to us at:


Utah Medicaid’s Dental Services
Delta Dental Insurance Company
P.O. Box 1860
Alpharetta, GA 30023


Does my request for a Quick Appeal have to be 
in writing?
No. We will accept your request by phone or in writing.


How long does a Quick Appeal take?
Within 3 business days after we receive your expedited Appeal, we 
will:


Review it.
Make a decision on it.
Send you written notice of our decision.


What happens if Delta Dental says they won�t do a 
Quick Appeal?
We will call you and tell you why we denied your request. We will 
also send you a letter with that information within 2 business days.
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Who can help me file a Quick Appeal?
We can help you file an expedited Appeal. Call us toll-free at 
1-866-467-4219.
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STATE FAIR HEARING


What is a State Fair Hearing?
If you are not happy with a decision, you have the right to a state 
fair hearing. You, someone acting on your behalf, or your Provider 
can request a State Fair Hearing within 30 days. We will send a 
letter that will tell you how to ask for the hearing. The letter will tell 
you about asking to receive continued care during an Appeal and 
State Fair Hearing. We will give you the forms needed. The request 
must be mailed to the address on the form. It must be mailed within 
30 days of the date on our letter.


What is the time frame for asking for a 
State Fair Hearing?
If you want to challenge a decision made by Delta Dental, you or 
your representative must ask for the Fair Hearing within 30 days of 
the date on Delta Dental’s letter with the decision. If you do not ask 
for the Fair Hearing within 30 days, you may lose your right to a 
Fair Hearing.


Send your Request To:


Via U.S. Post Office:
Director’s Office/Formal Hearings 
Division of Medicaid and Health 
Financing
PO Box 143105
Salt Lake City, UT 84114-3105


Telephone: 801-538-6576
Fax: 801-536-0143


Via UPS or FedEx:
Director’s Office/Formal 
Hearings Division of Medicaid 
and Health Financing
288 North 1460 West
Salt Lake City, UT 84116-3231
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FRAUD INFORMATION


Do you want to report Medicaid waste, abuse, 
or fraud?
Let us know if you know someone that is doing something wrong. 
Doing something wrong could be waste, abuse, or fraud. Waste, 
abuse or fraud is against the law. This could be a:


Doctor,
Dentist,
Pharmacist at a drug store,
Other health care provider, or
A person who gets Medicaid benefits


For example, tell us if you think someone is:


Getting paid for Medicaid services that weren’t given or 
      necessary


Not telling the truth. Such as about a medical condition to get 
      medical treatment


Letting someone else use a Medicaid Dental ID
Using someone else’s Medicaid Dental ID
Not telling the truth. Such as about the amount of money or 


      resources he or she has to get benefits


How do I report someone who is misusing/abusing 
Medicaid dental benefits?
To make a report do one of the following:


Call the OIG Hotline at 1-855-403-7283
Visit https:// oig.utah.gov and click “Report Fraud, Waste and 


      Abuse” to complete the online form
E-mail Utah OIG at: mpi@utah.gov
Call our Member Hotline at 1-866-467-4219
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Visit www.deltadentalins.com/ut-medicaid and complete the 
      waste, abuse, and fraud reporting form


Write to us at:


Utah Medicaid Dental Services
Delta Dental Insurance Company
P.O. Box 1803
Alpharetta, GA 30023
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COVERAGE


Services not described here or are listed in the Excluded Services 
Section are not covered.


General Benefits:
Check-ups, x-rays and cleanings every six months
Tooth colored fillings for front teeth and a few small fillings on 


      back teeth
Silver fillings for back teeth
Root canal treatment for certain teeth
Remove the soft inner part of the tooth (pulp) for infected baby 


      teeth
Pulling teeth
Dentures, partial dentures
Space maintainers for children with missing teeth
Some orthodontic care for children
Some specialty care or surgical centers for care under general 


      anesthesia
Emergency exams for problems such as pain


This section lists the dental benefits and services offered 
     through Utah Medicaid’s Dental Services. These services:


Must be necessary for your dental health.
Must be consistent with professionally recognized standards of 


      practice.
Are subject to the exceptions and limitations listed here, the 


      UDOH website (www.health.utah.gov/medicaid), and in the 
      Excluded Services section of this handbook.


Yearly Coverage Limits
There is no yearly coverage limit for Medicaid services. If your 
services are covered, you pay nothing.
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You must pay for:


Services that you received before your dental coverage starts.
Non-covered or optional dental services that you choose to 


      have done.
Services received more often than is allowed by the plan.
Services provided by a non-contracting dentist, except for 


      emergency care.
Services that exceed the limits specified in the Coverage 


      section of this handbook.
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Code Description Enrollee pays


Diagnostic Services
D0120 Periodic oral evaluation -


established patient No Cost


D0140 Limited oral
evaluation - problem focused No Cost


D0150 Comprehensive oral evaluation -
new or established patient No Cost


Preventive Services
D0470 Diagnostic Casts No Cost


D1110 Prophylaxis - Adult No Cost


D1120 Prophylaxis - Child No Cost


D1206 Topical Fluoride Varnish; Therapeu 
Appl High Risk No Cost


D1351 Sealant - Per Tooth (not a covered 
benefit for pregnant women) No Cost


D1510 Space Maintainer-Fixed Unilateral 
(not a covered benefit for pregnant 
women)


No Cost


D1515 Space Maintainer - Fixed Bilateral 
(not a covered benefit for pregnant 
women)


No Cost


D1520 Space Maintainer - Removable 
Unilateral (not a covered benefit for 
pregnant women)


No Cost


D1525 Space Maintainer - Removable 
Bilateral (not a covered benefit for 
pregnant women)


No Cost


D1550 Recementation of Space Maintainer  
(not a covered benefit for pregnant 
women)


No Cost
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Code Description Enrollee pays


Radiographic Services
D0210 Intraoral - Complete Series 


(Including Bitewings) No Cost


D0220 Intraoral - Periapical - First Film No Cost


D0230 Intraoral - Periapical - Each 
Additional Film No Cost


D0270 Bitewing - Single Film No Cost


D0272 Bitewings � Two Films No Cost


D0274 Bitewings - Four Films No Cost


D0330 Panoramic Film No Cost


Restorative Services
D2140 Amalgam - One Surface, 


Primary Or Permanent No Cost


D2150 Amalgam - Two Surfaces, 
Primary Or Permanent No Cost


D2160 Amalgam - Three Surfaces, 
Primary Or Permanent No Cost


D2161 Amalgam - Four Or More 
Surfaces, Primary Or 
Permanent


No Cost


D2330 Resin - One Surface, Anterior No Cost


D2331 Resin - Two Surfaces, Anterior No Cost


D2332 Resin - Three Surfaces, Anterior No Cost


D2335 Resin - 4 Or More  
Surface/Involv Incisal 
Angle,Anter


No Cost


D2391 Resin - Based Composite,One 
Surface,Posterior No Cost
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Code Description Enrollee pays


D2392 Resin - Based Composite,Two 
Surfaces,Posterior No Cost


D2393 Resin - Based Composite,Three 
Surfaces,Posterior No Cost


D2394 Resin - Based Composite,Four 
Or + Surfaces,Posterior No Cost


D2751 Crown - Porcelain Fused To 
Predominately Base Metal (not 
a covered benefit for pregnant 
women) 


No Cost


D2920 Recement Crown No Cost


D2930 Prefabricated Stainless Steel 
Crown - Primary Tooth No Cost


D2931 Prefabricat Stainless Steel 
Crown - Permanent Tooth No Cost


D2950 Core Build - Up, Including Any 
Pins No Cost


D2951 Pin Retention - Per Tooth,In 
Addition To Restoration No Cost


D2954 Prefabricated Post And Core In 
Addition To Crown No Cost


D2980 Crown Repair, By Report No Cost


Endodontics
D3220 Therapeutic Pulpotomy, (Excl 


Final Restor) Appl Medi No Cost


D3310 Root Canal 
Therapy,Anterior(Exclud Final 
Restor) 


No Cost


D3320 Root Canal Therapy,
Bicuspid(Exclud Final Restorat) No Cost
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Code Description Enrollee pays


D3330 Root Canal 
Therapy,Molar(Exclud Final 
Restoration)


No Cost


D3410
Apicoectomy / Periradicular 
Surgery - Anterior No Cost


D3421 Apicoectomy/Periradicular Surg 
- Bicuspid(1St Root) No Cost


D3425 Apicoectomy/Periradicular 
Surgery - Molar(1St Root) No Cost


D3426 Apicoectomy/Periradicular 
Surgery (Ea Addtl Root) No Cost


D3430 Retrograde Filling - Per Root No Cost


Periodontics
D4210 Gingivectomy - Oplasty,4 


Or>Contig/Bound Teeth,Quad No Cost


D4341 Periodontal Scaling/Root 
Planing - 4 Or>Contig,Quad No Cost


D4355 Full Mouth Debride 
Comprehensive Eval & 
Diagnosis 


No Cost


D5110 Complete Upper 
Dentures(Includ Postdelivery 
Care) 


No Cost


D5120 Complete Lower 
Dentures(Includ Postdelivery 
Care) 


No Cost


D5130 Immediate Upper 
Dentures(Includ Postdelivery 
Care)


No Cost


D5140 Immediate Lower Dentures
(Includ Postdelivery Care) No Cost
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Code Description Enrollee pays


D5211 Upper Partial - Resin Base(Incl 
Clasp,Rests & Teeth) No Cost


D5212 Lower Partial - Resin Base(Incl 
Clasps,Rests,Teeth) No Cost


D5213 Upper Partial - Cast Metal 
Frame W Resin Denture Base No Cost


D5214 Lower Partial - Cast Metal 
Frame W Resin Denture Base No Cost


D5410 Adjust Complete Denture -
Upper No Cost


D5411 Adjust Complete Denture -
Lower No Cost


D5421 Adjust Partial Denture - Upper No Cost


D5422 Adjust Partial Denture - Lower No Cost


Denture Adjustments, Repairs, Relines
D5510 Repair Broken Complete 


Denture Base No Cost


D5520 Replace Missing Or Broken 
Teeth - Complete Denture No Cost


D5610 Repair Resin Denture Base -
Partial Denture No Cost


D5630 Repair Or Replace Broken Clasp No Cost


D5640 Replace Broken Teeth - Per
Tooth No Cost


D5650 Add Tooth To Existing Partial 
Denture No Cost


D5660 Add Clasp To Existing Partial 
Denture No Cost


D5750 Reline Complete Upper Denture 
(Laboratory) No Cost
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Code Description Enrollee pays


D5751 Reline Complete Lower Denture 
(Laboratory) No Cost


D5760 Reline Upper Partial Denture 
(Laboratory) No Cost


D5761 Reline Lower Partial Denture 
(Laboratory) No Cost


Maxillofacial Prosthodontics
D5931 Obturator Prosthesis, Surgical No Cost


D5932 Obturator Prosthesis, Definitive No Cost


D5954 Palatal Augmentation Prosthesis No Cost


D5955 Palatal Lift Prosthesis No Cost


Oral Surgery
D7111 Extraction,Coronal Remnants -


Deciduous Tooth No Cost


D7140 Extraction,Erupted Tooth Or 
Exposed Root No Cost


D7210 Surg Removal Erupted Tooth 
Req Elev Flap,Bone Rmvl No Cost


D7220 Removal Of Impacted Tooth - -
Soft Tissue No Cost


D7230 Removal Of Impacted Tooth - -
Partially Bony No Cost


D7240 Removal Of Impacted Tooth - -
Completely Bony No Cost


D7270 Tooth Reimplant/Stabiliz 
Accident Evulse/Displaced No Cost


D7280 Surgical Access Of An 
Unerupted Tooth No Cost


D7283 Placement of Dev Facilitate 
Eruption Impacted Tooth No Cost
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Code Description Enrollee pays


D7286 Biopsy Of Oral Tissue - Soft No Cost


D7410 Excision Of Benign Lesion Up 
To 1.25 Cm No Cost


D7411 Excision Of Benign Lesion 
Greater Than 1.25 Cm No Cost


D7412 Excision Of Benign 
Lesion,Complicated No Cost


D7413 Excision Of Malignant Lesion Up 
To 1.25 Cm No Cost


D7414 Excision Of Malignant Lesion 
Greater Than 1.25 Cm No Cost


D7471 Removal Of Lateral Exostosis 
(Maxilla Or Mandible) No Cost


D7510 Incision & Drainage Of Abcess -
Intraoral Soft Tiss No Cost


D7610 Maxilla - Open Reduction(Teeth 
Immobilize If Presnt) No Cost


D7620 Maxilla - Closed 
Reduction(Teeth Immobil If 
Presnt) 


No Cost


D7630 Mandible - Open 
Reduction(Teeth Immobil If 
Present) 


No Cost


D7640 Mandible - Closed 
Reduction(Teeth Immobil If 
Presnt)


No Cost


D7670 Alveolus - Close Reduc,May 
Include Stabiliz Of Teeth No Cost


D7910 Suture Of Recent Small Wounds 
Up To 5 Cm No Cost
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Code Description Enrollee pays


D7960 Frenulectomy 
(Frenctomy/Frenotomy) 
Separate Procedure


No Cost


D7999 Unspecified Oral Surgery 
Procedure, By report No Cost


Orthodontia
D8080 Comprehensive Orthodontic 


Treat,Adolescent Dentitn No Cost


D8670 Periodic Orthodontic Treatment 
Visit No Cost


D8680 Orthodontic Retention No Cost


D8690 Orthodonitc Treatment 
(Alternative Billing) No Cost


D8692 Replacement Of Lost Or Broken 
Retainer No Cost


D8999 Unspecified Orthodonic 
Procedure By Report No Cost


Adjunctive General Services
D9110 Palliative(Emer)Trtmnt Dentl Pain -


Minor Procedure No Cost


Sedation & General Anesthesia
D9223 General Anesthesia Each 15 Min No Cost


D9243 IV Sedation Each 15 min No Cost


D9248 Non - Intravenous Conscious 
Sedation No Cost


After Hours Office Visit
D9440 Office Visit - After Regularly 


Scheduled Hours No Cost
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Code Description Enrollee pays


Other Misc.
D9310 Consultation(Diag Srvc By Dentist 


O/T Treat Pract) No Cost


D9420 Hospital Call No Cost


D9951 Occlusal Adjustment � Limited No Cost


D9999 Unspecified Adjuntive Procedure 
By Report No Cost
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Excluded Services
For questions about where to access benefits not covered under 
your Medicaid Dental Program please see the Resources Section 
of this manual or call: 1-866-467-4219.


Medicaid does NOT cover the following dental services:


Multiple surface composite resin fillings on posterior teeth
Cast crowns (porcelain fused to metal) on posterior permanent 


      teeth or on primary teeth
Pulpotomies or pulpectomies on permanent teeth, except in 


      the case of an open apex
Fixed bridges or pontics
Dental implants, including but not limited to endosteal 


      implants, eposteal implants, transosteal implants, 
      subperiosteal implants


Tooth transplantation
Ridge augmentation
Osteotomies
Vestibuloplasty
Alveoloplasty
Occlusal appliances, habit control appliances or interceptive 


      orthodontic treatment
Treatment of temporomandibular joint syndrome or its 


      prevention, sequela, subluxation, therapy, arthrostomy, 
      meniscectomy or condylectomy


House calls
Consultation or second opinions not requested by Medicaid
Processing claim forms
Charges for laboratory tests or pathology reports (The 


      laboratory or pathologist must bill the charges directly to 
      Medicaid.)


General anesthesia for removal of an erupted tooth
Periodontal scaling, root planing, and periodontal surgery
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Oral sedation and behavior management fees. Medicaid will 
      pay a pharmacy to dispense orally administered medications


Temporary dentures or temporary stayplate partial dentures
Limited orthodontic treatment, including removable appliance 


      therapies
Removable appliances in conjunction with fixed banded 


      treatment
Habit control appliances
Incomplete Root Canal
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RESOURCES


Resource Number
Baby Your Baby Hotline 1-800-826-9662
Blind and Visually Impaired Salt Lake City 1-801-323-4343
        Toll Free 1-800-284-1823


CAP (Community Action Program) 1-800-796-2444
CHEC (Child Health Evaluation and Care) 
Program See Local Health Dept
Child Protective Services in Salt Lake 
County 1-801-281-5151
Other counties dial 211 and ask for the 
number for your county
CHIP (Child Health Insurance Program)�
Toll Free 1-877-543-7669
CSHCS (Children�s Special Health Care 
Services)�Toll Free 1-800-829-8200
Constituent Services


Medicaid 1-877-291-5583
DWS 1-800-331-4341
Deaf, Utah Association for the, Inc (TTY) 1-801-263-4860


DSPD (Division of Services to People with 
Disabilities)


1-801-264-7620


DWS (Department of Workforce Services) 1-866-435-7414
FQHC (Federally Qualified Health Centers) 
(income based fees)


Midtown Community Health Center 1-801-393-5355
Mountainlands Community Health Center 1-801-374-9660


Health Clinics of Utah
Ogden 1-801-626-3670
Provo 1-801-374-7011
Salt Lake City 1-801-715-3500







Utah Medicaid Dental Services Member Handbook 


deltadentalins.com/ut-medicaid      Page 48 Toll-Free: 1-866-467-4219 


Resource Number
Health Plans
Health Choice Utah � Toll Free 1-877-358-8797
Healthy U 1-801-587-6480


Toll Free 1-888-271-5870
Molina 1-801-858-0400


Toll Free 1-888-483-0760
Select Access (Medicaid Info Line) 1-801-538-6155


Toll Free 1-800-662-9651
HPR (Health Program Representatives) 1-801-526-9422


Toll Free 1-866-608-9422
Information & Referral 211
Medicaid Information Line


Toll Free 1-800-662-9651
Medicare Information Toll Free 1-800-633-4227


Mental Health Centers
Davis Mental Health


Counties: Davis 1-801-773-7060
OptumHealth Mental Health


County: Salt Lake 1-877-370-8953
Weber Mental Health


County: Weber 1-801-625-3700
Wasatch Mental Health


County: Utah 1-801-373-4760
PCN (Primary Care Network) � Toll Free 1-888-222-2542
Planned Parenthood Clinics � Toll Free 1-800-230-7526
Poison Control � Toll Free 1-800-222-1222
Pregnancy Risk Line � Toll Free 1-800-822-2229
Restriction Program 1-801-538-9045


Toll Free 1-800-662-9651
             ext 900


WIC (Women, Infants and Children)
Toll Free 1-800-662-3638
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NOTICE OF PRIVACY PRACTICES


Confidentiality of Your Health Care Information


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION 
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW 
IT CAREFULLY.


This notice is required by law to tell you how Delta Dental 
Insurance Company and its affiliates, including Delta Dental of 
California (“Delta Dental”) protect the confidentiality of your health 
care information in our possession. Protected Health Information 
(PHI) is defined as any individually identifiable information 
regarding a patient's medical/dental history; mental or physical 
condition; or treatment. Some examples of PHI include your name, 
address, telephone and/or fax number, electronic mail address, 
social security number or other identification number, date of birth, 
date of treatment, treatment records, x-rays, enrollment and claims 
records. Delta Dental receives PHI from you, your provider, a 
broker or other person involved in the administration of your 
program, or other persons listed in this notice. Delta Dental 
receives, uses and discloses your PHI to administer your benefit 
plan or as permitted or required by law. Any other disclosures of 
your PHI are prohibited.


We must follow the privacy practices that are described in this 
notice. However, we may change this notice and make the new 
notice effective for all of your PHI that we maintain. If we make any 
substantive changes to our privacy practices, we will promptly 
change this notice and redistribute to you within 60 days of the 
change to our practices. You may also request a copy of this notice 
from the Delta Dental privacy office (refer to the Contact section at 
the end of this notice). You should receive a copy of this notice at 
the time of enrollment in a Delta Dental program, and we will notify 
you of how you can receive a copy of this notice every three years.
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Permitted Uses and Disclosures of Your PHI


We are permitted to use or disclose your PHI without your prior 
authorization for the following purposes. These permitted uses 
and/or disclosures include disclosures to you, uses and/or 
disclosures for purposes of health care treatment, payment of 
claims, billing of premiums, and other health care operations. We 
may provide PHI to the Utah Department of Health for purposes of 
administering your dental benefits for the Utah Medicaid Dental 
Services. We may disclose PHI to third parties that perform 
services for Delta Dental or Utah Medicaid Dental Services in the 
administration of your benefits. These parties are required by law to 
sign a contract agreeing to protect the confidentiality of your PHI. 
Your PHI may be disclosed to an affiliate that performs services for 
Delta Dental in the administration of your benefits. These affiliates 
have implemented privacy policies and procedures and comply 
with applicable federal and state law.


We are also permitted to use and/or disclose your PHI to comply 
with a valid authorization, to notify or assist in notifying a family 
member, another person, or a personal representative of your 
condition, to assist in disaster relief efforts, and to report victims of 
abuse, neglect, or domestic violence. Other permitted uses and/or 
disclosures are for purposes of health oversight by government 
agencies, judicial, administrative, or other law enforcement 
purposes, information about deceased to coroners, medical 
examiners and funeral directors, for research purposes, for organ 
donation purposes, to avert a serious threat to health or safety, for 
specialized government functions such as military and veterans 
activities, for workers compensation purposes, and for use in 
creating summary information that can no longer be traced to you. 
We are also permitted to incidentally use and/or disclose your PHI 
during the course of a permitted use and/or disclosure, but we must 
attempt to keep incidental uses and/or disclosures to a minimum. 
We use administrative, technical, and physical safeguards to 
maintain the privacy of your PHI, and we must limit the use and/or 
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disclosure of your PHI to the minimum amount necessary to 
accomplish the purpose of the use and/or disclosure.


Examples of Uses and Disclosures of Your PHI for Treatment, 
Payment or Healthcare Operations


Such activities may include but are not limited to: processing your 
claims, collecting enrollment information and premiums, reviewing 
the quality of health care you receive, providing customer service, 
resolving your grievances, and sharing payment information with 
your dentist or Medicaid. Additional examples include the following.


Uses and/or disclosures of PHI in facilitating treatment.
For example, Delta Dental may use or disclose your PHI to 


      determine eligibility for services requested by your dentist.
Uses and/or disclosures of PHI for payment.
For example, Delta Dental may use and disclose your PHI to 


      pay a dental claim submitted by your dentist.
Uses and/or disclosures of PHI for health care operations.
For example, Delta Dental may use and disclose your PHI to 


      review the quality of care provided by our network of dentists.


Disclosures Delta Dental Must Make Without an Authorization


We are required to disclose your PHI to you or your authorized 
personal representative (with certain exceptions), when required by 
the U.S. Secretary of Health and Human Services to investigate or 
determine our compliance with law, and when otherwise required 
by law. Delta Dental must disclose your PHI without your prior 
authorization in response to the following:


Court order;
Order of a board, commission, or administrative agency for 


      purposes of adjudication pursuant to its lawful authority;
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Subpoena in a civil action;


Investigative subpoena of a government board, commission, 
      or agency;


Subpoena in an arbitration;
Law enforcement search warrant; or
Coroner's request during investigations


Disclosures Delta Dental Makes With Your Authorization


Delta Dental will not use or disclose your PHI without your prior 
authorization if the law requires your authorization. You can later 
revoke that authorization in writing to stop any future use and 
disclosure. The authorization will be obtained from you by Delta 
Dental or by a person requesting your PHI from Delta Dental.


Your Rights Regarding PHI


You have the right to request an inspection of and obtain a copy of 
your PHI. You may access your PHI by contacting the Delta Dental 
privacy office listed below. You must include (1) your name, 
address, telephone number and identification number and (2) the 
PHI you are requesting. Delta Dental may charge a reasonable fee 
for providing you copies of your PHI. Delta Dental will only maintain 
that PHI that we obtain or utilize in providing your health care 
benefits. Most PHI, such as treatment records or X-rays, is 
returned by Delta Dental to the dentist after we have completed our 
review of that information. You may need to contact your health 
care provider to obtain PHI that Delta Dental does not possess.


You may not inspect or copy PHI compiled in reasonable 
anticipation of, or use in, a civil, criminal, or administrative action or 
proceeding, or PHI that is otherwise not subject to disclosure under 
federal or state law. In some circumstances, you may have a right 
to have this decision reviewed. Please contact the Delta Dental 







Utah Medicaid Dental Services Member Handbook 


deltadentalins.com/ut-medicaid      Page 53 Toll-Free: 1-866-467-4219 


privacy office as noted below if you have questions about access to 
your PHI.


You have the right to request a restriction of your PHI. You have 
the right to ask that we limit how we use and disclose your PHI. We 
will consider your request but are not legally required to accept it. If 
we accept your request, we will put any limits in writing and abide 
by them except in emergency situations. You may not limit the uses 
and disclosures that we are legally required or allowed to make.


You have the right to correct or update your PHI. This means that 
you may request an amendment of PHI about you for as long as 
we maintain this information. In certain cases we may deny your 
request for an amendment. If we deny your request for 
amendment, you have the right to file a statement of disagreement 
with us and we may prepare a rebuttal to your statement and will 
provide you with a copy of any such rebuttal. If your PHI was sent 
to us by another, we may refer you to that person to amend your 
PHI. For example, we may refer you to your dentist to amend your 
treatment chart or to Medicaid, if applicable, to amend your 
enrollment information. Please contact the Delta Dental privacy 
office listed below if you have questions about amending your PHI.


You have the right to request or receive confidential 
communications from us by alternative means or at a different 
address. We will agree to a reasonable request if you tell us that 
disclosure of your PHI could endanger you. You may be required to 
provide us with a statement of possible danger, a different address, 
and another method of contact or information. Please make this 
request in writing to the Delta Dental privacy office listed below.


You have the right to receive an accounting of certain disclosures 
we have made, if any, of your PHI. This right does not apply to 
disclosures for purposes of treatment, payment, or health care 
operations or for information we disclosed after we received a valid 
authorization from you. Additionally, we do not need to account for 
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disclosures made to you, to family members or friends involved in 
your care, or for notification purposes. We do not need to account 
for disclosures made for national security reasons or certain law 
enforcement purposes, disclosures made as part of a limited data 
set, incidental disclosures, or disclosures made prior to September 
1, 2013. Please contact the Delta Dental privacy office listed below 
if you would like to receive an accounting of disclosures or if you 
have questions about this right.


You have the right to get this notice by E-Mail. You have the right 
to get a copy of this notice by e-mail. Even if you have agreed to 
receive notice via e-mail, you also have the right to request a paper 
copy of this notice.


Complaints


You may complain to us or to the U.S. Secretary of Health and 
Human Services if you believe that Delta Dental has violated your 
privacy rights. You may file a Grievance with us by notifying the 
Delta Dental privacy office listed below. We will not retaliate against 
you for filing a Grievance.


Contact


You may contact the Delta Dental privacy office at the address and 
telephone number listed below for further information about the 
Grievance process or any of the information contained in this 
notice.


Utah Medicaid Dental Services
Delta Dental Insurance Company 
P.O. Box 1860
Alpharetta, GA 30023
1-866-467-4219


This notice is effective on and after September 1, 2013.
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